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Foreword to the

ninth edition

As the Chief Nurse of the Royal Marsden Hospital NHS Founda-
tion Trust, and a contributor and clinical user of the manual for
many years, it is a special pleasure and honour to be asked to
introduce the ninth edition of The Royal Marsden Manual of Clini-
cal Nursing Procedures. The manual is internationally renowned
and used by nurses across the world to ensure their practice is
evidence based and effective. As information becomes ever more
available to the consumers of healthcare, it is essential that the
manual is updated frequently so that it reflects the most current
evidence to inform our clinical practice.

More than ever in 2015, nurses need to be able to assure the
public, patients and their families that care is based on the best
available evidence. As nurses seeking to improve our care, it is
essential that we are able to critically analyse our judgements in
the light of current knowledge. For all of us working with patients
and their families, there is an imperative to question and renew
our practice using the many sources of knowledge available to
us. In the busy world of clinical practice in a ward, unit or in the
community, it can be challenging to find time to search for the
evidence and this is where The Royal Marsden Manual of Clinical
Nursing Procedures is a real practical help.

As in the eighth edition, reviewing the evidence or sources of
knowledge has been made more explicit with each level of evi-
dence graded. This grading provides the reader with an under-
standing of whether the reference comes from a randomized
controlled trial, national or international guidance, or from expert
opinion. At its best, clinical nursing care is an amalgam of a sen-
sitive therapeutic relationship coupled with effective care based
on the best evidence that exists. Some areas of practice have
attracted international research such as cardiopulmonary resus-
citation and infection prevention and control; other areas of prac-
tice have not attracted such robust research and, therefore, it is
more of a challenge to ensure evidence-based care. Each time
a new edition of the manual is prepared we reflect on the gaps
in research and knowledge; this provides the impetus to start
developing new concept analyses and develop further research
studies. In this new edition, the chapters have incorporated risk
management, and legal and professional issues, as well as more
guidelines for advanced nursing procedures, e.g. intraosseous

injections. In addition, the procedures were tried out by the stu-
dent nurses from Kingston University and St Georges University
of London to ensure they worked in practice.

As you look at the list of contributors to the manual you will
see that this edition has continued to be written by nurses who
are expert and active in clinical practice. This has the double
advantage of ensuring that this manual reflects the reality of prac-
tice, but also ensures that nurses at the Royal Marsden Hospital
NHS Foundation Trust are frequently reviewing the evidence and
reflecting upon their care.

A textbook devoted to improving and enhancing clinical prac-
tice needs to be alive to the clinical practitioner. You will see that
this edition has continued the improvement in format, including
many more figures and photographs to make the manual more
effective in clinical care.

As T commend this ninth edition of The Royal Marsden Manual
of Clinical Nursing Procedures to you, I am aware that it will be
used in many different countries and settings. Having had the
privilege of visiting and meeting nurses across the world I know
that there are more commonalities than differences between us.
The common theme is, of course, the need to ensure that we as
nurses provide care that is individually and sensitively planned
and that it is based on the best available evidence. The Royal
Marsden Manual of Clinical Nursing Procedures is a wonderful
resource for such evidence and I hope it will be widely used in all
clinical settings across the world.

Finally, I would like to pay a warm tribute to the excellent
work undertaken by the two editors, Lisa Dougherty and Sara
Lister, and to all the nurses and allied health professionals at
the Royal Marsden Hospital who have worked so hard on this
ninth edition.

Dr Shelley Dolan

Chief Nurse

The Royal Marsden Hospital NHS
Foundation Trust

Clinical Director

London Cancer Alliance
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List of abbreviations

AAC
AAGBI

ABG
ABPM

ADH
ADR
A&E
AED
AIDS
ALARP
ALS
ALT
ANH
ANP
ANS
ANTT
AP

APTR
ARDS
ART
ASA
AST
AT
AV
AVPU

BiPAP

CPNB

CTZ

augmentive or alternative communication

Association of Anaesthetists of Great Britain and

Ireland

arterial blood gas

ambulatory blood pressure monitoring
autonomic dysreflexia

antidiuretic hormone

adverse drug reaction

accident and emergency

automated external defibrillator
acquired immune deficiency syndrome
as low as reasonably practicable
advanced life support

alanine aminotransferase

acute normovolaemic haemodilution
atrial natriuretic peptide

autonomic nervous system

aseptic non-touch technique

alkaline phosphatase/anteroposterior/alternating

pressure
activated partial thromboplastin ratio
adult respiratory distress syndrome
assisted reproductive techniques
American Society of Anesthesiologists
aspartate aminotransferase

anaerobic threshold

atrioventricular

alert, verbal, pain, unresponsive
bronchoalveolar lavage

bio-electrical impedance analysis
bilevel positive airway pressure

basic life support

black and minority ethnic

body mass index

British National Formulary

blood pressure

bovine spongiform encephalopathy
catheter-associated urinary tract infection
coronary care unit

colony-forming unit

chlorhexidine gluconate
Creutzfeldt-Jakob disease

continuous low pressure
cytomegalovirus

chronic non-cancer pain

central nervous system

cardiac output

chronic obstructive airways disease
chronic obstructive pulmonary disease
continuous positive airway pressure
cardiopulmonary exercise testing
continuous peripheral nerve block
cardiopulmonary resuscitation
C-reactive protein

cerebrospinal fluid

Chartered Society of Physiotherapy
catheter specimen of urine

computed tomography

chemoreceptor trigger zone

CVA
CVAD
CvC
CVvP
CXR
DBE
DIC
DKA

DMSO
DNA
DNAR
DPI
DRE
DRF
DVT
EBN
EBP
ECF
ECG
ECM
EDTA
ELISA
EMR
ENT
ESD
ESR
ETT

EWS
FBC
FEES
FFP
FRC
FVC
FWB
GCS
GFR
GGT

GMC
GM-CSF

GSL
GTN
HBPM
HBV
HCA
HCAI
HCP
HCV
HDU
HEPA
HFEA
HFOT
HIV
HLA
HME
HOCF

cerebrovascular accident

central venous access device
central venous catheter

central venous pressure

chest X-ray

deep breathing exercises
disseminated intravascular coagulation
diabetic ketoacidosis

diabetes mellitus
dimethylsulphoxide

did not attend

do not attempt resuscitation

dry powder inhaler

digital rectal examination

digital removal of faeces

deep vein thrombosis
evidence-based nursing
evidence-based practice
extracellular fluid
electrocardiogram

extracellular matrix
ethylenediamine tetra-acetic acid
enzyme-linked immunosorbent assay
endoscopic mucosal resection

Ear, Nose and Throat

endoscopic submucosal dissection
erythrocyte sedimentation rate
endotracheal tube

European Union

early warning scoring

full blood count

fibreoptic endoscopic evaluation of swallowing
fresh frozen plasma

functional residual capacity

forced vital capacity

fully weight bearing

Glasgow Coma Scale

glomerular filtration rate
gamma-glutamyl transpeptidase
gastrointestinal

General Medical Council
granulocyte macrophage-colony stimulating
factor

general sales list medicine

glyceryl trinitrate

home blood pressure monitoring
hepatitis B virus

healthcare assistant
healthcare-associated infection
healthcare professional

hepatitis C virus

high-dependency unit
high-efficiency particulate air
Human Fertilisation and Embryology Authority
high-flow oxygen therapy

human immunodeficiency virus
human leucocyte antigen

heat and moisture exchanger
Home Oxygen Consent Form
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HOOF
HPA
HPV
HR
HSE
HTLV
IAD
IASP
IBCT
IC
ICF
ICP
ICS
ICSI
IM
INR
I0
IPCT
ISC
ITDD
ITU
1\
JVP
LA
LBC
LCT
LMA
LMN
LOS
LPA
MAOI
MAP
MAR
MC&S
MCT
MDA
MDI
MDT
MESA
MET
MHRA

MI
MIC
MMP
MPQ
MRC
MRI
MRSA
MS
MSCC
MSU
MUAC
MUST
NAT
NBM
NEWS
NG
NHS
NHSCSP
NIPEE
NIV
NMC
NMDA
NPC
NPSA
NPWT
NRAT
NRS
NSAID

Home Oxygen Ordering Form

Health Protection Agency

human papillomavirus

heart rate

Health and Safety Executive

human T cell leukaemia/lymphoma virus
incontinence-associated dermatitis
International Association for the Study of Pain
incorrect blood component transfused
inspiratory capacity

intracellular fluid

intracranial pressure

intraoperative cell salvage
intracytoplasmic sperm injection
intramuscular

international normalized ratio
intraosseous

infection prevention and control team
intermittent self-catheterization
intrathecal drug delivery

intensive therapy unit

intravenous

jugular venous pressure

local anaesthetic

liquid-based cytology

long-chain triglyceride

laryngeal mask airway

lower motor neurone

lower oesophageal sphincter

Lasting Power of Attorney
monoamine oxidase inhibitor

mean arterial pressure

medicines administration record
Microscopy, Culture and Sensitivity
medium-chain triglyceride

Medical Devices Agency

metered dose inhaler
multidisciplinary team
microepididymal sperm aspiration
medical emergency team

Medicines and Healthcare Products Regulatory
Agency

myocardial infarction

minimum inhibitory concentration
matrix metalloprotease

McGill Pain Questionnaire

Medical Research Council

magnetic resonance imaging
meticillin-resistant Staphylococcus aureus
multiple sclerosis

metastatic spinal cord compression
midstream urine

mid upper arm circumference
Malnutrition Universal Screening Tool
nucleic acid testing

nil by mouth

National Early Warning Score
nasogastric

National Health Service

NHS cervical screening programme
non-invasive positive end-expiration
non-invasive ventilation

Nursing and Midwifery Council
N-methyl-D-aspartate

National Prescribing Centre

National Patient Safety Agency
negative pressure wound therapy
Norgine Risk Assessment Tool
numerical rating scale

non-steroidal anti-inflammatory drug

PESA

PHCT
PHN
PICC

PNS
POA
POCT
POM
PONV
PPE
PRBC
PrP
PSCC

PTFE

RFID

non-weight bearing

operating department practitioner
oesophagogastroduodenoscopy
objective structured clinical examination
occupational therapist

over the counter

pharmacy-only medicine
post-anaesthetic care unit

pre-operative autologous donation
patient-at-risk team

patient-controlled analgesia
patient-controlled epidural analgesia
post-dural puncture headache
pulmonary embolus

pulseless electrical activity

positive end-expiratory pressure

peak expiratory flow

percutaneous endoscopically placed gastrostomy
post-exposure prophylaxis
percutaneous epididymal sperm aspiration
Patient Group Direction

primary healthcare team

post-herpetic neuralgia

peripherally inserted central cannula
parenteral nutrition

peripheral nervous system

pre-operative assessment

point-of-care testing

prescription-only medicine
post-operative nausea and vomiting
personal protective equipment

packed red blood cell

prion protein

primary/benign spinal cord compression
physiotherapist

polytetrafluoroethylene

pyrexia of unknown origin

polyvinyl chloride

partially weight bearing

partial withdrawal occlusion

right atrium

reticular activating system

red blood cell

Royal College of Nursing

randomized controlled trial
radiofrequency identification tag
radiologically inserted gastrostomy
reference nutrient intake

respiratory syncytial virus

sinoatrial

Safety of Blood, Tissues and Organs
Single Assessment Process

severe acute respiratory syndrome
Situation, Background, Assessment,
Recommendation

subcutaneous

spinal cord compression

spinal cord injury

subjective global assessment

Serious Hazards of Transfusion
synchronized intermittent mandatory ventilation
systemic inflammatory response syndrome
spinal injuries unit

semi-lunar

speech and language therapist
self-monitoring of blood glucose
serotonin-norepinephrine reuptake inhibitor
Standard Operating Procedure
suprapubic aspirate

selective serotonin reuptake inhibitor



Sv

SvC

swg
TACO
TA-GVHD

TCA
TED
TENS
TESE
TIVA
TPI
TRALI
TSE

TTO
TURBT
TURP
UMN

stroke volume

superior vena cava

standard wire gauge
transfusion-associated cardiac overload
transfusion-associated graft-versus-host disease
tuberculosis

tricyclic antidepressant

thromboembolic deterrent

transcutaneous electrical nerve stimulation
testicular sperm extraction

total intravenous anaesthesia

Treponema pallidum immobilization
transfusion-related acute lung injury
transmissible spongiform encephalopathy
toxic shock syndrome

to take out

transurethral resection of bladder tumour
transurethral resection of prostate

upper motor neurone

UTI
VAD
VAP
VAT
VBG
vCJD
VDRL
VEGF

VPF
V/Q
VT
VTE

WBIT
WHO

WOB

WR

List of abbreviations

urinary tract infection

vascular access device
ventilator-associated pneumonia
Venous Assessment Tool

venous blood gas

variant Creutzfeldt-Jakob disease
Venereal Disease Research Laboratory
vascular endothelial growth factor
ventricular fibrillation

vascular permeability factor
ventilation/perfusion

ventricular tachycardia

venous thromboembolism

white blood cell

wrong blood in tube

World Health Organization

work of breathing

Wassermann reaction






Quick reference to the
procedure guldelines

Abdominal examination

Abdominal paracentesis

Acupuncture: preparation and administration

Arterial blood gas sampling: arterial cannula

Arterial cannula insertion: preparation and
setting up of monitoring set

Arterial cannula: removal

Arterial puncture: radial artery

Artificial eye care: insertion

Artificial eye care: removal

Aseptic technique example: changing a wound dressing

Assisting the patient to walk

Bedbathing a patient

Blood component administration

Blood components: collection and delivery to the
clinical area

Blood cultures: central venous access device

Blood cultures: peripheral (winged device collection
method)

Blood glucose monitoring

Blood pressure measurement (manual)

Blood product request

Blood sampling: antimicrobial drug assay

Blood sampling: pre-transfusion

Cardiopulmonary resuscitation

Cardiovascular examination

Care of a patient who is vomiting

Care of the patient during bladder irrigation

Caring for the patient in the anaesthetic room

Central venous access devices: taking a blood
sample for syringe sampling

Central venous access devices: taking a blood
sample for vacuum sampling

Central venous access devices: unblocking an occlusion

Central venous catheter (skin-tunnelled):
surgical removal

Central venous catheter: insertion site dressing change

Cervical uterine smear using a wooden spatula

Cervical uterine smear using an endocervical brush

Cervical uterine smear using liquid-based cytology

Checking the balloon volume on a balloon gastrostomy

Chest drain: changing the bottle

Chest drain: insertion

Chest drain: priming ambulatory chest drain bag

Chest drain: removal

Chest drainage: suction

Clip removal

Closed drainage systems: changing a vacuum bottle

Commencing bladder irrigation

Commode use: assisting a patient

Contact lens removal: hard lenses

Contact lens removal: soft lenses

Continent urinary diversion stoma:
self-catheterization

Continuous positive airway pressure

Digital rectal examination

Digital removal of faeces

Donning a sterile gown and gloves: closed technique

Donning sterile gloves: open technique

32
399
376
532

921
923
530
347
347

78
220
337
316

314
538

537
649
616
312
541
313
498

135
164
816

526

525
872

912
870
552
555
554
291
462
458
461
463
461
961
839
162
143
348
349

172
449
186
188
73
71

Drainage systems: changing the dressing around the
drain site for both open and closed drains

Dressing a wound

Early mobilization of the patient in bed

Electrocardiogram

Enema administration

Enteral feeding tubes: administration of feed

Enteral feeding tubes: administration of medication

Enteral feeding tubes: unblocking

Entonox administration

Epidural/intrathecal catheter removal

Epidural/intrathecal exit site dressing change

Epidural/intrathecal sensory blockade: assessment

Extravasation management: peripheral cannula

Extravasation: performing flush-out following
an extravasation

Eye irrigation

Eye swabbing

Faecal sampling

Feeding an adult patient

Fluid input: measurement

Fluid output: measuring output from drains

Fluid output: monitoring output from bowels

Fluid output: monitoring output from gastric
outlets, nasogastric tubes, gastrostomy

Fluid output: monitoring output from stoma sites

Fluid output: monitoring/measuring output if the
patient is catheterized

Fluid output: monitoring/measuring output if the
patient is not catheterized

Hand decontamination using alcohol handrub

Hand washing

Handover in post-anaesthetic care unit: scrub
nurse/ODP to recovery practitioner

High-flow oxygen therapy

Humidification for respiratory therapy

Implanted ports: insertion and removal of
non-coring needles

Inserting an intraosseous needle

Insertion of a nasogastric (NG) drainage tube

Jejunostomy feeding tube care

Log rolling for suspected/confirmed cervical spinal
instability

Log rolling for suspected/confirmed thoracolumbar
spinal instability

Lumbar puncture

Measuring the weight and height of the patient

Medication: administration by inhalation using
a metered dose inhaler

Medication: administration by inhalation using a
nebulizer

Medication: continuous infusion of intravenous
drugs

Medication: controlled drug administration

Medication: ear drop administration

Medication: eye administration

Medication: injection (bolus or push) of intravenous
drugs

Medication: injection administration

838
945
243
608
181
294
296
298
394
383
382
381
774

776
345
344
572
276
259
262
263

263
264

261

261
63
61

827
444
443

916
743
137
292

237
242
544
269
710
711
757
694
718
715

763
727
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Medication: intermittent infusion of intravenous
drugs

Medication: intradermal injection

Medication: intramuscular injection

Medication: multidose vial: powder preparation
using equilibrium method

Medication: multidose-vial: powder preparation
using a venting needle

Medication: nasal drop administration

Medication: oral drug administration

Medication: self-administration

Medication: single-dose ampoule: powder
preparation

Medication: single-dose ampoule: solution
preparation

Medication: subcutaneous administration using a
McKinley T34 syringe pump

Medication: subcutaneous infusion of fluids

Medication: subcutaneous injection

Medication: topical applications

Medication: transdermal applications

Medication: vaginal administration

Midline catheter insertion

Mouth care

Mouth care for the patient with dentures

Moving from sitting to standing: assisting the patient

Nasogastric intubation with tubes using an
internal guidewire or stylet

Nasopharyngeal wash: syringe method

Nasopharyngeal wash: vacuum-assisted
aspirate method

Negative pressure wound therapy

Nephrostomy tube: removal of locking pigtail
drainage system

Nephrostomy tube: weekly dressing and
bag change

Neurological observations and assessment

Operating theatre procedure: maintaining the safety
of a patient while undergoing surgery

Oxygen therapy

Pain assessment

Peak flow reading using a manual peak
flow meter

Penile sheath application

Percutaneous endoscopically placed gastrostomy
(PEG) tube care

Peripheral cannula insertion

Personal care after death

PICC insertion using modified Seldinger technique with
ultrasound

PICC removal
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Positioning the neurological patient with tonal
problems

Positioning the patient to maximize V/Q

matching for widespread pathology in a self-ventilating
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with unilateral lung disease in a self-ventilating patient

Positioning the patient: in a chair/wheelchair
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Positioning the patient: side-lying
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Positioning the patient: supine

Positioning the pre-operative and post-operative
amputation patient
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an airway in supine
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Positioning the unconscious patient or patient with
an airway in side-lying

Positioning to maximize the drainage of
secretions

Pre-operative care: checking that the patient is
fully prepared for surgery

Protective isolation: entering the isolation room

Protective isolation: preparing the room

Pulse measurement

Putting on and removing a disposable apron

Putting on and removing a disposable mask
or respirator

Putting on and removing non-sterile gloves

Putting on or removing goggles or a face shield
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Removal of a nasogastric tube
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519
339
841
845
843






How to use your manual

Features contained within your manual

The overview page gives a summary of the Every chapter begins with a list of
topics covered in each part. procedures found within the chapter.

Chapter 3

Infection prevention and
control

Procedure guidelines

Part Two

Supporting the patient with
human functioning

Chapters 3.1 Hand washing 61 3.10 Aseptic technique example: changing a wound
. 3.2 Hand decontamination using alcohol handrub 63 dressing
4 Communication 97 3.3 Putting on and removing non-sterile gloves 64 3.11 Source isolation: preparing an isolation room 83
5 Elimination 133 3.4 Putting on and removing a disposable apron 66 3.12 Source isolation: entering the isolation room 84
6 Moving and positioning 207 3.5 Putting on and removing a disposable mask or 3.13 Source isolation: leaving the isolation room 85
7 Nutrition, fluid balance and blood transfusion 253 respirator 67 3.14 Source isolation: transporting infected patients outside the
8 Patient comfort and end-of-life care 331 3.6 Putting on or removing goggles or a face shield 68 source isolation area
9 Respiratory care 431 3.7 Surgical scrub technique 69 3.15 Protective isolation: preparing the room 87
3.8 Donning sterile gloves: open technique 71 3.16 Protective isolation: entering the isolation room 88
3.9 Donning a sterile gown and gloves: closed technique 73 3.17 Safe disposal of foul, infected or infested linen 92

The Royal Marsden Manual of Clinical Nursing Procedures: Professional Edition, Ninth Edition. Edited by Lisa Dougherty and Sara Lister
© 2015 The Royal Marsden NHS Foundation Trust, Published 2015 by John Wiley & Sons, Ltd.




The Royal Marsden Manual of Clinical Nursing Procedures

Your manual is full of photographs,
illustrations and tables

Develop a p I
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Principles Table 4.8 Communicating with a depressed person

Principle Rationale

Initiate the conversation, develop rapport

Good communication is essential to assess and mdlvlduallze suppcn
(NICE 2009a, C).

behaviours, including tears or anger.

Accepting the patient as they are without attempting to block or contain
their emotions helps them to express their feelings accurately. E

Encourage patient to identify their own abilities or
strategies for coping with the situation.

Promote selfefficacy. E

Problem-solving table 4.2 Prevention and resolution (Principles table 4.8)

Problem Cause Prevention

Action

atient expresses w mood,
ideas of seltharm or  depression.
taking their own life.

ou have any

bk
the person’s low mood and asking them if they have ever concerns that the
thought of hurting themselves.

patient is at risk,

Explore any expressions of suicidal ideas for intention to follow the procedure

act. This can be achieved by asking if the patient has a

plan.
Crucially you will also need to explore what stops the

of your organization.
‘This may include
contacting psychiatric

patient from acting and what changes might cause them liaison services or
to act. If you consider the patient is at risk, explain to them  other psychological
that you need to refer them for further support. support.

Box 4.8 Managing the patient with depression: NICE guidance,
step 1

Key questions

1 During the last month, have you often been bothered by:
+ feeling down, depressed or hopeless?
* having little interest or pleasure in doing things?

2 How long have you felt like this for?

If the patient answers ‘yes’ to question 1 and the time scale
is longer than 2 weeks, it is important that a referral is made
for further assessment by a healthcare professional with
clinical competence in managing depression, such as a clini-
cal psychologist or a registered mental health nurse, so they
can determine if the patient has been bothered by ‘feelings of
worthlessness, poor concentration or thoughts of death’ (NICE
2009a, p.4).

Other questions should assess for the following

« Other physical health problems that may be significantly
affecting their mood such as uncontrolled pain, sleep dis-
Tuption, excessive nausea and vomiting, physical limitations

e

+ Ahistory ical llness such as d

o A\t o A SR | e
cifically medication for mental health problems, Have they
been able to take it and absorb it or have they had any diges-
tive issues?

+ Social support for the patient: who else is around to support
the person, are they isolated?

‘Source: Adapted from NICE (2009a).

challenge. Of itself, anger is not classifed as an emotional disor-

. This emotional state may range in intensity from mild inrita-
tion to intense fury and rage and becomes a problem when it is
associated with poor impulse control.

Related theory

Nurses may be exposed to anger and aggression. Poor com-
munication is frequently a precursor to aggressive behaviour
(Duxbury and Whittington 2005). Aggression and abuse tend
to be discussed synonymously in the literature and are reported
to occur with some frequency in nursing (McLaughlin et al.
2009). Anger is felt or displayed when someone’s annoyance
or irritation has increased to a point where they feel or display
extreme Verbal is the

anger via hostile language; this language causes offence and
may result in physical assault. Verbal abuse may actually be
experienced as worse than a minor physical assault (Adams
and Whittington 1995)

Whatever the cause of anger or conflict, people can behave
in a number of challenging ways and with varying degrees of
resistance to social and hospital rules. People may simply refuse
to comply with a request or may behave more aggressively, for
example by pushing someone aside (without intent to harm)
or by deliberately striking out at others. Mental capacity issues
should be considered when assessing the causes of aggressive
behaviours.

When patients do feel anger, they may feel too depleted by
experiences of disease and treatment to express it (Bowes et
al. 2002).

For some people, anger may be the least distressing emotion to
display. Sometimes helplessness, sadness and loss are far harder
to explore and show to others. Anger therefore can be a way of
controlling intimacy and disclosure, but it can escalate to threat-
ening, abusive or violent behaviour.

Anger, ion and viol

Definition
Anger is an emotional state experienced as the impulse to behave
in order to protect, defend or attack in response to a threat or

Evid based h
Prevention is the most effective method of managing anger;
that s, diffusing stressful or difficult interactions before
they become a crisis. Understanding why angry or chal-
lenging behaviour occurs can be helpful in establishing a

B e A
« Intent to harm others « Cognitive factors.
« Mental health condition/ (2.9. communication problems)
self harm/suicide attempts « Physical factors (e.g. pain,
+ Abuse or trauma. 4
« Cognitive factors « Psychologicallemotional
.:W'"" Tf: . factors (e.g. fear, anxiety,
e (D depression, fixed beliefs,
ent ‘current thinking)
« Forensic/eriminal history.
« Substance and alcohol abuse
or with

* Disruption to service delivery.
and resources.

I—l—l

Environmental factors
* New environments, busy, active, crowded treatment areas
+ Other agitated or distressed persons
* Lack of meaningful activities

Situational factors
. ‘washing, d d
* Services being provided and client group
« Inconsistent staff attitude, awareness and approach
» Staffing levels, skill levels and training.
« Time of day.
» Patient mix/tensions, patient on patient incidents
* Restrictions, denial or confrontation
{e.g. a person wanting to leave, cigarette requests)

Recognizable cues

(eg. gty pacing, ng )

Non verbal, verbal, physical actions

Figure 4.6 Managing and assessing risk behaviours. A
framework for explaining challenging behaviour. Source:
NHS Protect (2013). Reproduced with permission from NHS
Protect (www.nhsprotect.nhs.uk/reducingdistress)

comprehensive approach to prevention. NHS Protect (2013)
proposes a framework for explaining challenging behaviour.
This includes considering:

« historical factors: such as substance and alcohol abuse

current presentation: diagnosis, physical factors such as pain
triggers or which include factors
such as other agitated individuals, busy or noisy areas and
situational factors such as inconsistent staff attitude, time of
day. Figure 4.6 presents this in more detail.

In some instances, challenging or difficult behaviour can
be seen to be related to underlying stress and difficulty in a

Chapter 4 Communication

person’s situation. Anger, aggression and violence may have
‘biological, social and oots’
(Krug 2002, p.25). People frequenlly get angry when lhey feel
they are not being heard or when their control of a situation
and self-esteem are pressures can
influence health, 0 act in ways
and may contribute to patients’ angxy responses (Gudjons-
son et al. 2004). Patients are often undergoing procedures that
threaten them and they may consequently feel vulnerable and
react aggressively as a result (NHS Protect 2013). Another
source of anger can be when personal beliefs in the form of
rules are broken by others. We therefore need to strive to be
aware of individual and cultural values and work with them to
avoid frustration and upset.

People also can become angry when they feel that they have
not been communicated with honestly or are misled about treat-
ments and their outcomes. To prevent people’s frustration esca-
lating into anger or worse, health professionals need to ensure
that they are communicating openly, honestly and frequently
(NHS Protect 2013)

ome patients may appear or sound aggressive when they are
not intending to be and the nurse must therefore use good judge-
ment to clarify their behaviour in these instances. Nurses need to
be aware of their own boundaries and capabilities when dealing
wuh challenging or abuswa situations.

people to anger, and hvmg with and being reated for any seri-
ous condition can be and
(NHS Protect 2013).

Legal and professional issues
Nurses may be inclined to accept aggressive behaviour as part
of the job (McLaughlin et al. 2009) due to being encouraged
to be caring, compassionate and accepting of others. Despite
this, nurses have the right to work without feeling intimidated
or threatened and should not tolerate verbal or physical abuse,
threats or assault. Personal comments, sarcasm and innuendo
are all unacceptable.

Employers have a ility to adhere to
of Health and Safety at Work Regulations (HM Government
2000, NHS Protect 2013). This involves providing a safe envi-
ronment for people to work in and one that is free from threats
and abuse. With any physical assault, the police should be
involved.

Pre-procedural considerations

Assessment

Box 4.9 lists signs indicating that people may be angry. It is nec-
essary to engage people sensitively and carefully to attempt to
help them whilst maintaining a safe environment for all.

Evidence-based approaches
It is frequently possible to engage with and manage some of the
underlying features without endangering anyone. People who are
behaving aggressively probably do not normally act that way and
‘may apologize when helpe

Talking down or de-escalation of situations where someone is
being non-compliant can be achieved with careful assessment

Box 4.9 Warning signs that a patient is angry

+ Tense, angry facial signs, restlessness and increased vol-
ume of speech

+ Prolonged eye contact and a refusal to communicate

+ Unclear thought process, delusions or hallucinations

+ Verbal threats and reporting angry feelings
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Overview

This introductory chapter gives an overview of the purpose
and structure of the book. Nurses have a central role to play
in helping patients to manage the demands of the procedures
described in this manual. We also need to be mindful of the evi-
dence upon which we are basing the care we deliver. We hope
that through increasing the clarity with which the evidence for
the procedures in this edition are presented you will be better
able to underpin the care you deliver to your patients in your
day-to-day practice.

The chapter also highlights how the risk management impli-
cations of the areas of practice are now integrated into each
chapter. The chapter then goes on to explain how the structure
of the book is organized into three broad sections that repre-
sent, as far as possible, the needs of a patient along their care
pathway.

The first edition of The Royal Marsden Manual of Clini-
cal Nursing Procedures was produced in the early 1980s as a
core procedure manual for safe nursing practice within The
Royal Marsden Hospital, the first cancer hospital in the world.
Implicit behind that first edition was the drive to ensure that
patients received the very best care — expertise in carrying out
clinical procedures combined with an attitude of respect and
compassion.

Thirty years later these attitudes are still fundamental. The
Chief Nurse Jane Cummings has ‘committed to make sure all
patients receive the very best care with compassion and clinical
skill’ (DH 2013). The values and behaviours of this compassion-
ate practice are: Care, Compassion, Competence, Communication,
Courage and Commitment — the 6Cs (DH 2013). This manual of
clinical procedures focuses on bringing together current evi-
dence, acting as an essential resource for practice and providing
the theory underpinning Competence, one of the 6Cs.

This ninth edition focuses for the first time on procedures that
are applicable in all areas of acute inpatient hospital care. (Pro-
cedures specific to the care of the cancer patient can be found in
the new companion volume The Royal Marsden Clinical Cancer
Nursing Procedures.) The Manual is informed by the day-to-day
practice in the hospital and conversely is the corporate policy
and procedure document for the adult inpatient service of the
organization. It therefore does not cover all aspects of acute nurs-
ing practice or those relating to children’s or community nursing.
However, it does contain the procedures and changes in practice
that reflect modern acute nursing care.

Core to nursing, wherever it takes place, is the commitment to
care for individuals and to keep them safe so that when and wher-
ever the procedures are used, they are to be carried out within
the framework of the Nursing and Midwifery Code, (NMC 2015).
In respect of clinical competency, the NMC Code states that
you must:

* have the knowledge and skills for safe and effective practice
without direct supervision

* keep your knowledge and skills up to date throughout your
working life

* recognize and work within the limits of your competence (NMC
2015).

The Manual has been structured to enable nurses to develop com-
petency, recognizing that competence is not just about knowing
how to do something but also about understanding the rationale
for doing it and the impact it may have on the patient.

Some of the procedures in the Manual will be newer for nurs-
ing, carried out by nurses such as advanced nurse practitioners.
Developing new roles and taking responsibility for new proce-
dures have obvious risks attached and, although every individ-
ual nurse is accountable for their own actions, every healthcare
organization has to take vicarious liability for the care, treatment
and procedures that take place. An organization will have expec-
tations of all its nurses in respect of keeping patients, themselves

and the environment safe. There are obvious ethical and moral
reasons for this: ‘Nurses have a moral obligation to protect those
we serve and to provide the best care we have available’ (Wilson
2005, p.118). Risk management has therefore become an integral
part of day-to-day nursing work. For this reason, the risk manage-
ment implications of the areas of practice have been integrated
into each chapter.

Evidence-based practice

The moral obligation described above extends to the evidence
upon which we base our practice. Nursing now exists in a health-
care arena that routinely uses evidence to support decisions and
nurses must justify their rationales for practice. Where histori-
cally, nursing and specifically clinical procedures were based on
rituals rather than research (Ford and Walsh 1994, Walsh and
Ford 1989), evidence-based practice (EBP) now forms an integral
part of practice, education, management, strategy and policy.
Nursing care must be appropriate, timely and based on the best
available evidence.

What is evidence-based practice?
Evidence-based practice has been described by Sackett, a pio-
neer in introducing EBP in UK healthcare, as:

‘the conscientious, explicit and judicious use of current best
evidence in making decisions about the care of the individual
patients. The practice of evidence-based medicine means in-
tegrating individual clinical expertise with the best available
external clinical evidence from systematic research’ (Sackett
et al. 1996, p.72).

Despite the emphasis on research in EBP, it is important to note
that where research is lacking, other forms of evidence can be
equally informative when making decisions about practice.
Evidence-based practice goes much wider than research-based
practice and encompasses clinical expertise as well as other
forms of knowing, such as those outlined in Carper’s seminal
work (1978) in nursing. These include:

* empirical evidence
* aesthetic evidence
¢ ethical evidence

* personal evidence.

This issue is evident throughout this Manual where clinical exper-
tise and guidelines inform the actions and rationale of the proce-
dures. Indeed, these other types of evidence are highly important
as long as we can still apply scrutiny to their use.

Porter (2010) describes a wider empirical base upon which
nurses make decisions and argues for nurses to take into
account and be transparent about other forms of knowledge
such as ethical, personal and aesthetic knowing, echoing
Carper (1978). By doing this, and through acknowledging
limitations to these less empirical forms of knowledge, nurses
can justify their use of them to some extent. Furthermore, in
response to Paley’s (2006) critique of EBP as a failure to holis-
tically assess a situation, nursing needs to guard against
cherry-picking, ensure EBP is not brandished ubiquitously and
indiscriminately and know when judicious use of, for example,
experiential knowledge (as a form of personal knowing) might
be more appropriate.

Evidence-based nursing (EBN) and EBP are differentiated by
Scott and McSherry (2009) in that EBN involves additional ele-
ments in its implementation. Evidence-based nursing is regarded
as an ongoing process by which evidence is integrated into prac-
tice and clinical expertise is critically evaluated against patient
involvement and optimal care (Scott and McSherry 2009). For



nurses to implement EBN, four key requirements are outlined
(Scott and McSherry 2009).

1 To be aware of what EBN means.

2 To know what constitutes evidence.

3 To understand how EBN differs from evidence-based medicine
and EBP.

4 To understand the process of engaging with and applying the
evidence.

We contextualize our information and decisions to reach best
practice for patients and the ability to use research evidence
and clinical expertise together with the preferences and circum-
stances of the patient to arrive at the best possible decision for
that patient is recognized (Guyatt et al. 2004).

Knowledge can be gained that is both propositional, that is
from research and generalizable, and non-propositional, that is
implicit knowledge derived from practice (Rycroft-Malone et al.
2004). In more tangible, practical terms, evidence bases can be
drawn from a number of different sources, and this pluralistic
approach needs to be set in the context of the complex clinical
environment in which nurses work in today’s NHS (Pearson et al.
2007, Rycroft-Malone et al. 2004). The evidence bases can be
summarized under four main areas.

1 Research

2 Clinical experience/expertise/tradition

3 Patient, clients and carers

4 The local context and environment (Pearson et al. 2007, Rycroft-
Malone et al. 2004)

Grading evidence in The Royal Marsden Manual
of Clinical Nursing Procedures
The type of evidence that underpins procedures is made explicit
by using a system to categorize the evidence which is broader
than that generally used. It has been developed from the types of
evidence described by Rycroft-Malone et al. (2004) in an attempt
to acknowledge that ‘in reality practitioners draw on multiple
sources of knowledge in the course of their practice and interac-
tion with patients’ (Rycroft-Malone et al. 2004, p.88).

The sources of evidence, along with examples, are identified
as follows.

1 Clinical experience (E)

¢ Encompasses expert practical know-how, gained through
working with others and reflecting on best practice.

e Example: (Dougherty 2008: E). This is drawn from the follow-
ing article that gives expert clinical opinion: Dougherty, L.
(2008) Obtaining peripheral vascular access. In: Dougherty,
L. & Lamb, J. (eds) Intravenous Therapy in Nursing Practice,
2nd edn. Oxford: Blackwell Publishing.

2 Patient (P)

¢ Gained through expert patient feedback and extensive expe-
rience of working with patients.

e Example: (Diamond 1998: P). This has been gained from a
personal account of care written by a patient: Diamond, J.
(1998) C: Because Cowards Get Cancer Too. London: Ver-
milion.

3 Context (C)

¢ Can include audit and performance data, social and profes-
sional networks, local and national policy, guidelines from
professional bodies (e.g. Royal College of Nursing [RCN]) and
manufacturer’s recommendations.

e Example: (DH 2001: C). This document gives guidelines for
good practice: DH (2001) National Service Framework for
Older People. London: Department of Health.

4 Research (R)

e Evidence gained through research.

e Example: (Fellowes et al. 2004: R). This has been drawn from
the following evidence: Fellowes, D., Wilkinson, S. & Moore,

Chapter 1 Introduction

P. (2004) Communication skills training for healthcare pro-
fessionals working with cancer patients, their families and/
or carers. Cochrane Database of Systematic Reviews, 2,
CD003751. DOI: 10.10002/14651858.CD003571.pub2.

The levels that have been chosen are adapted from Sackett et al.
(2000) as follows.

1 a. Systematic reviews of randomized controlled trials (RCTs)
b.Individual RCTs with narrow confidence limits
2 a. Systematic reviews of cohort studies
b.Individual cohort studies and low-quality RCTs
3 a. Systematic reviews of case—control studies
b. Case—control studies
4 Case series and poor-quality cohort and case—control studies
5 Expert opinion

The evidence underpinning all the procedures has been reviewed
and updated. To reflect the current trends in EBP, the evidence
presented to support the procedures within the current edition
of the Manual has been graded, with this grading made explicit
to the reader. The rationale for the system adopted in this edition
will now be outlined.

As we have seen, there are many sources of evidence and ways
of grading evidence, and this has led us to a decision to consider
both of these factors when referencing the procedures. You will
therefore see that references identify if the source of the evidence
was from:

e clinical experience and guidelines (Dougherty 2008: E)
* patient (Diamond 1998: P)

e context (DH 2001: C)

* research (Fellowes et al. 2004: R).

If there is no written evidence to support a clinical experience or
guidelines as a justification for undertaking a procedure, the text
will be referenced as an ‘E’ but will not be preceded by an author’s
name.

For the evidence that comes from research, this referencing sys-
tem will be taken one step further and the research will be graded
using a hierarchy of evidence. The levels that have been chosen
are adapted from Sackett et al. (2000) and can be found in Box 1.1.

Taking the example above of Fellowes et al. (2004) ‘Communi-
cation skills training for healthcare professionals working with
cancer patients, their families or carer’, this is a systematic review
of RCTs from the Cochrane Centre and so would be identified in
the references as: Fellowes et al. (2004: R 1a).

Through this process, we hope that the reader will be able to
more clearly identify the nature of the evidence upon which the
care of patients is based and that this will assist when using
these procedures in practice. You may also like to consider the
evidence base for other procedures and policies in use in your
own organization.

Box 1.1 Levels of evidence

1 a. Systematic reviews of RCTs
b.Individual RCTs with narrow confidence limits
2 a.Systematic reviews of cohort studies
b.Individual cohort studies and low-quality RCTs
3 a.Systematic reviews of case—control studies
b. Case—control studies
4 Case series and poor-quality cohort and case—control
studies
5 Expert opinion

RCTs, randomized controlled trials.
Source: Adapted from Sackett et al. (2000). Reproduced with permission from
Elsevier.
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* Complications: any ongoing problems or potential complica-
tions are discussed in a final section which includes evidence-
based suggestions for resolution.

* [llustrations: colour illustrations have been used to demonstrate
the steps of some procedures. This will enable the nurse to see
in greater detail, for example, the correct position of hands or
the angle of a needle.

* References and reading list: the chapter finishes with a com-
bined reference and reading list. Only recent texts from the
last 10 years have been included unless they are seminal texts.
A list of websites has also been included.

- Structure of the Manual

The chapters have been organized into four broad sections that
represent as far as possible the needs of a patient along their
care pathway. The first section, Managing the patient journey,
presents the generic information that the nurse needs for every
patient who enters the acute care environment. The second sec-
tion of procedures, Supporting the patient with human function-
ing, relates to the support a patient may require with normal
human functions such as elimination, nutrition and respiration.
The third section, Supporting the patient through the diagnostic
process, includes procedures that relate to any aspect of sup-
porting a patient through the diagnostic process, from simple
procedures such as taking a temperature to preparing a patient
for complex procedures such as a liver biopsy. The final sec-
tion, Supporting the patient through treatment, includes the pro-
cedures related to specific types of treatment or therapies the
patient is receiving.

This bookis intended as a reference and a resource, not as a replace-
ment for practice-based education. None of the procedures in this
book should be undertaken without prior instruction and subse-
quent supervision from an appropriately qualified and experienced
professional. We hope that The Royal Marsden Hospital Manual of
Clinical Nursing Procedures will continue to be a resource to deliver
high-quality care that maximizes the well-being and improves the
health outcomes of patients in acute hospital settings.
Structure of chapters

The structure of each chapter is consistent throughout the book.

* Querview: as the chapters are larger and have considerably Conclusion
more content, each one begins with an overview to guide the
reader, informing them of the scope and the sections included
in the chapter.

* Definition: each section begins with a definition of the terms
and explanation of the aspects of care, with any technical or
difficult concepts explained.

* Anatomy and physiology: each section includes a discussion of
the anatomy and physiology relating to the aspects of nursing
care in the chapter. If appropriate, this is illustrated with dia-
grams so the context of the procedure can be fully understood

It is important to remember that even if a procedure is very famil-
iar to us and we are very confident in carrying it out, it may be
new to the patient, so time must be taken to explain it and gain
consent, even if this is only verbal consent. The diverse range
of technical procedures that patients may be subjected to should
act as a reminder not to lose sight of the unique person undergo-
ing such procedures and the importance of individualized patient
assessment in achieving this.

by the reader.

* Related theory: if an understanding of theoretical principles
is necessary to understand the procedure then this has been
included.

* Evidence-based approaches: this provides background and pre-
sents the research and expert opinion in this area. If appropri-
ate, the indications and contraindications are included as well
as any principles of care.

When a nurse

Encounters another

What occurs is never a neutral event
A pulse taken

Words exchanged

A touch

A healing moment

Two persons

Are never the same
(Anon in Dossey et al. 2005)

* Legal and professional issues: this outlines any professional
guidance, law or other national policy that may be relevant to
the procedures. If necessary, this includes any professional
competences or qualifications required in order to perform
the procedures. Any risk management considerations are also
included in this section.

* Pre-procedural considerations: when carrying out any proce-
dure, there are certain actions that may need to be completed,
equipment prepared or medication given before the procedure
begins. These are made explicit under this heading.

* Procedure: each chapter includes the current procedures that
are used in the acute hospital setting. They have been drawn
from the daily nursing practice at The Royal Marsden NHS
Foundation Trust. Only procedures about which the authors
have knowledge and expertise have been included. Each pro-
cedure gives detailed step-by-step actions, supported by ration-
ale, and where available the known evidence underpinning this
rationale has been indicated.

Nurses have a central role to play in helping patients to man-
age the demands of the procedures described in this Manual. It
must not be forgotten that for the patient, the clinical procedure
is part of a larger picture, which encompasses an appreciation of
the unique experience of illness. Alongside this, we need to be
mindful of the evidence upon which we are basing the care we
deliver. We hope that through increasing the clarity with which
the evidence for the procedures in this edition is presented, you
will be better able to underpin the care you deliver to your patients
in your day-to-day practice.
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Overview
This chapter will give an overview of a patient’s care from assess-
ment through to discharge.

Assessment forms an integral part of patient care and is con-
sidered to be the first step in the process of individualized nursing
care. It provides information that is critical to the development of
a plan of action that enhances personal health status.

Assessment decreases the potential for, or the severity of,
chronic conditions and helps the individual to gain control over
their health through self-care (RCN 2004). Early and continued
assessments are vital to the success of the management of patient
care. It is critical that nurses have the ability to assess patients
and document their findings in a systematic way.

Advanced nursing practice provides a high quality of care
(McLoughlin et al. 2012), and has emerged in response to chang-
ing healthcare demands and the need for a flexible approach to
care delivery. Key roles within advanced nursing practice include
conducting comprehensive health assessments, demonstrating
expert skills in diagnosing and treating acute or chronic illness
and making specialist referrals as required. Physical assessment
is a core procedure for those undertaking this role so has been
incorporated into this chapter.

Discharge planning is key to ensuring that patients return to
the community with the appropriate care to support them and
their carers at home. The process can also reduce hospital length
of stay and unplanned readmission to hospital, and improve
the co-ordination of services following discharge from hospital
(Shepperd et al. 2013).

The nurse’s ability to assess the needs of the patient and carer
(Atwal 2002) is central to a good discharge.

Inpatient assessment and the
process of care

Definition

Assessment is the systematic and continuous collection,
organization, validation and documentation of information
(Berman et al. 2010). It is a deliberate and interactive pro-
cess that underpins every aspect of nursing care (Heaven and
Maguire 1996). It is the process by which the nurse and patient
together identify needs and concerns. It is seen as the corner-
stone of individualized care, a way in which the uniqueness
of each patient can be recognized and considered in the care
process (Holt 1995).

Related theory

Principles of assessment
The purpose of the nursing assessment is to get a complete picture
of the patient and how they can be helped. An effective assessment
will provide the nurse with information on the patient’s background,
lifestyle, family history and the presence of illness or injury (Crouch
and Meurier 2005). The nursing assessment should focus on the
patient’s response to a health need rather than disease process and
pathology (Wilkinson 2007). The process of assessment requires
nurses to make accurate and relevant observations, to gather, vali-
date and organize data and to make judgements to determine care
and treatment needs. It should have physical, psychological, spir-
itual, social and cultural dimensions, and it is vital that these are
explored with the person being assessed. The patient’s perspective
of their level of daily activity functioning (Horton 2002) and their
educational needs is essential to help maximize their understand-
ing and self-care abilities (Alfaro-LeFevre 2014). It is only after mak-
ing observations of the person and involving them in the process
that the nurse can validate their perceptions and make appropriate
clinical judgements.

Effective patient assessment is integral to the safety, continu-
ity and quality of patient care, and fulfils the nurse’s legal and

Box 2.1 Principles of assessment

1 Patient assessment is patient focused, being governed by
the notion of an individual’s actual, potential and perceived
needs.

2 It provides baseline information on which to plan the inter-
ventions and outcomes of care to be achieved.

3 It facilitates evaluation of the care given and is a dimension
of care that influences a patient’s outcome and potential
survival.

4 It is a dynamic process that starts when problems or symp-
toms develop, and continues throughout the care process,
accommodating continual changes in the patient’s condition
and circumstances.

5 It is essentially an interactive process in which the patient
actively participates.

6 Optimal functioning, quality of life and the promotion of
independence should be primary concerns.

7 The process includes observation, data collection, clinical
judgement and validation of perceptions.

8 Data used for the assessment process are collected from
several sources by a variety of methods, depending on the
healthcare setting.

9 To be effective, the process must be structured and clearly
documented.

Source: Adapted from Alfaro-LeFevre (2014), NMC (2015), Teytelman (2002),
White (2003).

professional obligations in practice. The main principles of
assessment are outlined in Box 2.1.

Structure of assessment

Structuring patient assessment is vital to monitoring the success
of care and detecting the emergence of new problems. There are
many conceptual frameworks or nursing models, such as Roper’s
Activities of Daily Living (Roper et al. 2000), Orem’s self-care
model (Orem et al. 2001) or Gordon’s Functional Health Patterns
Framework (Gordon 1994). There remains, however, much debate
about the effectiveness of such models for assessment in prac-
tice, some arguing that individualized care can be compromised
by fitting patients into a rigid or complex structure (Kearney
2001, McCrae 2012). Nurses therefore need to take a pragmatic
approach and utilize assessment frameworks that are appropriate
to their particular area of practice. This is particularly relevant in
today’s rapidly changing healthcare climate where nurses are tak-
ing on increasingly advanced roles, working across boundaries
and setting up new services to meet patients’ needs (DH 2006a).

Nursing models can serve as a guide to the overall approach
to care within a given healthcare environment and therefore pro-
vide a focus for the clinical judgements and decision-making
processes that result from the process of assessment. During
any patient assessment, nurses engage in a series of cognitive,
behavioural and practical steps but do not always recognize them
as discrete decision-making entities (Ford and McCormack 1999).
Nursing models give novice practitioners a structure with which
to identify these processes and to reflect on their practice in order
to develop the analytical, problem-solving and judgement skills
needed to provide an effective patient assessment.

Nursing models have been developed according to different
ways of perceiving the main focus of nursing. These include
adaptation models (e.g. Roy 1984), self-care models (e.g. Orem
et al. 2001) and activities of daily living models (e.g. Murphy et al.
2000). Each model represents a different view of the relationship
between four key elements of nursing: health, person, environment
and nursing. It is important that the appropriate model is used to
ensure that the focus of assessment data collected is effective for



Box 2.2 Gordon'’s functional health patterns

Health perception — health management
Nutrition — metabolic
Elimination

Activity — exercise

Sleep - rest

Cognitive — perceptual
Self-perception - self-concept
Coping — stress tolerance
Role - relationship

Sexuality — reproductivity
Value - belief

Source: Gordon (1994). Reproduced with permission from Elsevier.

particular areas of practice (Alfaro-LeFevre 2014, Murphy et al.
2000). Nurses must also be aware of the rationale for implement-
ing a particular model since the choice will determine the nature
of patient care in their day-to-day work. The approach should be
sensitive enough to discriminate between different clinical needs
and flexible enough to be updated on a regular basis (Allen 1998,
Smith and Richardson 1996).

The framework of choice at the Royal Marsden Hospital is
based on Gordon’s Functional Health Patterns (Gordon 1994;
Box 2.2). The framework facilitates an assessment that focuses
on patients’ and families’ problems and functional status and
applies clinical cues to interpret deviations from the patient’s
usual patterns (Johnson 2000). The model is applicable to all lev-
els of care, allowing all problem areas to be identified. The infor-
mation derived from the patient’s initial functional health patterns
is crucial for interpreting both the patient’s and their family’s pat-
tern of response to the disease and treatment.

Evidence-based approaches

Collecting data

Data collection is the process of gathering information about
the patient’s health needs. This information is collected by
means of interview, observation and physical examination and
consists of both objective and subjective data. Objective data
are measurable and can be detected by someone other than the
patient. They include vital signs, physical signs and symptoms,
and laboratory results. Subjective data, on the other hand, are
based on what the patient perceives and may include descrip-
tions of their concerns, support network, their awareness and
knowledge of their abilities/disabilities, their understanding
of their illness and their attitude to and readiness for learning
(Wilkinson 2007). Nurses working in different settings rely on
different observational and physical data. A variety of methods
have been developed to facilitate nurses in eliciting both objec-
tive and subjective assessment data on the assumption that, if
assessment is not accurate, all other nursing activity will also
be inaccurate.

Studies of patient assessment by nurses are few but they indi-
cate that discrepancies between the nurses’ perceptions and
those of their patients are common (Brown et al. 2001, Lauri et al.
1997, McDonald et al. 1999, Parsaie et al. 2000). Communication
is therefore key for, as Suhonen et al. (2000) suggest, ‘there are
two actors in individual care, the patient and the nurse’ (p. 1254).
Gaining insight into the patient’s preferences and individualized
needs is facilitated by meaningful interaction and depends both
on the patient’s willingness and capability in participating in the
process and the nurse’s interviewing skills. The initial assess-
ment interview not only allows the nurse to obtain baseline infor-
mation about the patient, but also facilitates the establishment
of a therapeutic relationship (Crumbie 2006). Patients may find
it difficult to disclose some problems and these may only be
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identified once the nurse—patient relationship develops and the
patient trusts that the nurse’s assessment reflects concern for
their well-being.

While the patient is the primary source of information, data
may be elicited from a variety of other secondary sources includ-
ing family and friends, other healthcare professionals and the
patient’s medical records (Kozier 2012, Walsh et al. 2007).

Assessment interviews

An assessment interview needs structure to progress logically
in order to facilitate the nurse’s thinking (an example of such a
structure can be found in Box 2.3) and to make the patient feel
comfortable in telling their story. It can be perceived as being in
three phases: the introductory, working and end phases (Crumbie
2006).

It is important at the beginning to build a rapport with the
patient. It is vital that the nurse demonstrates interest and
respect in the patient from the very start of the interview. Some
of the questions asked are likely to be of a searching and inti-
mate nature, which may be difficult for the patient to disclose.
The nurse should emphasize the confidential nature of the
discussion and take steps to reduce anxiety and ensure pri-
vacy since the patient may modify their words and behaviour
depending on the environment. Taking steps to establish trust
and develop the relationship early will set the scene for effective
and accurate information exchange (Aldridge et al. 2005, Silver-
man et al. 2013).

In the middle working phase, various techniques can be
employed to assist with the flow of information. Open ques-
tions are useful to identify broad information that can then be
explored more specifically with focused questions to determine
the nature and extent of the problem. Other helpful techniques
include restating what has been said to clarify certain issues,
using verbal and non-verbal cues to encourage the patient, ver-
balizing the implied meaning, using silence and summarizing
(Kozier 2012, Silverman et al. 2013). It is important to recog-
nize that there may be times when it is not possible to obtain
vital information directly from the patient; they may be too
distressed, unconscious or unable to speak clearly, if at all. In
such situations, appropriate details should be taken from rela-
tives or friends and recorded as such. Effort should equally be
made to overcome language or cultural barriers by the use of
interpreters.

The end phase involves a further summary of the important
points and an explanation of any referrals made. In order to
gain the patient’s perspective on the priorities of care and to
emphasise the continuing interest in their needs, a final ques-
tion asking about their concerns can be used (Alfaro-LeFevre
2014). Examples include: ‘Tell me the most important things
I can help you with’, ‘Is there anything else you would like to
tell me?’, ‘Is there anything that we haven’t covered that still
concerns you?’ or ‘If there are any changes or you have any
questions, do let me know’. Box 2.4 provides a summary of the
types of assessment.

Legal and professional issues

The NHS Knowledge and Skills Framework (DH 2004a) states that
the specific dimensions of ‘assessment and care planning to meet
people’s health and wellbeing needs’ and ‘assessment and treat-
ment planning related to the structure and function of physiologi-
cal and psychological systems’ are core to nursing posts in all
settings. In undertaking this work, staff will need to be aware of
their legal obligations and responsibilities, the rights of the dif-
ferent people involved, and the diversity of the people they are
working with.

Nurses have an obligation to record details of any assess-
ments and reviews undertaken, and provide clear evidence of the
arrangements that have been made for future and ongoing care
(NMC 2010). This should also include details of information given
about care and treatment.
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Box 2.3 Carrying out a patient assessment using functional health patterns

Pattern Assessment and data collection are focused on

.....................................................................................................................

Health perception ° The person'’s perceived level of health and well-being, and on the practices they use for maintaining health.
- management * Habits that may be detrimental to health are also evaluated.
e Actual or potential problems related to safety and health management may be identified as well as needs for
modifications in the home or for continued care in the home.

Nutrition and * The pattern of food and fluid consumption relative to metabolic need.
metabolism * Actual or potential problems related to fluid balance, tissue integrity.

* Problems with the gastrointestinal system.
Elimination * Excretory patterns (bowel, bladder, skin).

* Excretory problems such as incontinence, constipation, diarrhoea and urinary retention may be identified.
Activity and * The activities of daily living requiring energy expenditure, including self-care activities, exercise and leisure
exercise activities.

* The status of major body systems involved with activity and exercise is evaluated, including the respiratory,
cardiovascular and musculoskeletal systems.

Sleep and rest * The person’s sleep, rest and relaxation practices.

* Dysfunctional sleep patterns, fatigue, and responses to sleep deprivation may be identified.
Cognitive and * The ability to comprehend and use information.
perceptual ability ¢ The sensory and neurological functions.
Perception/ * The person’s attitudes toward self, including identity, body image and sense of self-worth.
concept of self * The person’s level of self-esteem and response to threats to their self-concept may be identified.

Stress and coping ° The person'’s perception of stress and its effects on their coping strategies.
* Support systems are evaluated, and symptoms of stress are noted.
* The effectiveness of a person’s coping strategies in terms of stress tolerance may be further evaluated.

Roles and * The person’s roles in the world and relationships with others.

relationships * Satisfaction with roles, role strain or dysfunctional relationships may be further evaluated.
Sexuality and * The person’s satisfaction or dissatisfaction with sexuality patterns and reproductive functions.
reproduction * Concerns with sexuality may be identified.

Values and belief ° The person’s values, beliefs (including spiritual beliefs) and goals that guide their choices or decisions.

Source: Adapted from Gordon (1994). Reproduced with permission from Elsevier.

Box 2.4 Types of patient assessment

. . Pre-procedural considerations
Mini assessment

A snapshot view of the patient based on a quick visual and Assessment tools

physical assessment. Consider patient’'s ABC (airway, breath- The use of assessment tools enables a standardized approach
ing and circulation), then assess mental status, overall appear- ~ to obtaining specific patient data. This can facilitate the docu-
ance, level of consciousness and vital signs before focusing on mentation of change over time and the evaluation of clinical inter-
the patient’s main problem. ventions and nursing care (O’Connor and Eggert 1994). Perhaps

more importantly, assessment tools encourage patients to engage

Comprehensive assessment in their care and provide a vehicle for communication to allow

An in-depth assessment of the patient’s health status, physi- nurses to follow patients’ experiences more effectively.

cal examination, risk factors, psychological and social aspects Assessment tools in clinical practice can be used to assess a
of the patient’s health that usually takes place on admission patient’s general needs, for example the supportive care needs
or transfer to a hospital or healthcare agency. It will take into survey (Bonevski et al. 2000), or to assess a specific problem, for
account the patient’s previous health status prior to admission. example the oral assessment guide (Eilers et al. 1988). The choice

of tool depends on the clinical setting although, in general, the

Focused assessment aim of using an assessment tool is to link the assessment of clini-

An assessment of a specific condition, problem, identified risks cal variables with measurement of clinical interventions (Frank-
or assessment of care; for example, continence assessment, Stromborg and Olsen 2004). To be useful in clinical practice, an
nutritional assessment, neurological assessment following a assessment tool must be simple, acceptable to patients, have a
head injury, assessment for day care, outpatient consultation clear and interpretable scoring system and demonstrate reliability
for a specific condition. and validity (Brown et al. 2001).

More tools are used in practice to assess treatment-related

Ongoing assessment symptoms than other aspects of care, possibly because these

Continuous assessment of the patient’s health status accom- symptoms are predictable and of a physical nature and are
panied by monitoring and observation of specific problems therefore easier to measure. The most visible symptoms are not
identified in a mini, comprehensive or focused assessment. always those that cause most distress (Holmes and Eburn 1989);

however, an acknowledgement of the patient’s subjective expe-
Source: Ahern and Philpot (2002), Holmes (2003), White (2003). rience is therefore an important element in the development of

assessment tools (McClement et al. 1997, Rhodes et al. 2000).



The use of patient self-assessment tools appears to facili-
tate the process of assessment in a number of ways. It enables
patients to indicate their subjective experience more easily, gives
them an increased sense of participation (Kearney 2001) and
prevents them from being distanced from the process by nurses
rating their symptoms and concerns (Brown et al. 2001). Many
authors have demonstrated the advantages of increasing patient
participation in assessment by the use of patient self-assessment
questionnaires (Rhodes et al. 2000).

The methods used to facilitate patient assessment are important
adjuncts to assessing patients in clinical practice. There is a dan-
ger that too much focus can be placed on the framework, system
or tool that prevents nurses thinking about the significance of the
information that they are gathering from the patient (Harris et al.
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1998). Rather than following assessment structures and prompts
rigidly, it is essential that nurses utilize their critical thinking and
clinical judgement throughout the process in order to continually
develop their skills in eliciting information about patients’ concerns
and using this to inform care planning (Edwards and Miller 2001).

Principles of an effective nursing assessment
The admitting nurse is responsible for ensuring that an initial
assessment is completed when the patient is admitted. The
patient’s needs identified following this process then need to be
documented in their care plan.

Box 2.5 discusses each area of assessment, indicating points
for consideration and suggesting questions that may be helpful to
ask the patient as part of the assessment process.

Box 2.5 Points for consideration and suggested questions for use during the assessment process

1 Cognitive and perceptual ability

Communication

The nurse needs to assess the level of sensory functioning with or without aids/support such as hearing aid(s), speech aid(s),

glasses/contact lenses, and the patient’s capacity to use and maintain aids/support correctly. Furthermore, it is important to assess

whether there are or might be any potential language or cultural barriers during this part of the assessment. Knowing the norm

within the culture will facilitate understanding and lessen miscommunication (Galanti 2000).

* How good are the patient’s hearing and eyesight?

¢ Is the patient able to express their views and wishes using appropriate verbal and non-verbal methods of communication in a
manner that is understandable by most people?

* Are there any potential language or cultural barriers to communicating with the patient?

Information

During this part of the assessment, the nurse will assess the patient’s ability to comprehend the present environment without show-

ing levels of distress. This will help to establish whether there are any barriers to the patient understanding their condition and

treatment. It may help them to be in a position to give informed consent.

* Is the patient able and ready to understand any information about their forthcoming treatment and care? Are there any barriers
to learning?

* Is the patient able to communicate an understanding of their condition, plan of care and potential outcomes/responses?

e Will he or she be able to give informed consent?

Neurological

It is important to assess the patient’s ability to reason logically and decisively, and determine that he or she is able to communicate
in a contextually coherent manner.

* [s the patient alert and orientated to time, place and person?

Pain

To provide optimal patient care, the assessor needs to have appropriate knowledge of the patient’s pain and an ability to identify
the pain type and location. Assessment of a patient’s experience of pain is a crucial component in providing effective pain manage-
ment. Dimond (2002) asserts that it is unacceptable for patients to experience unmanaged pain or for nurses to have inadequate
knowledge about pain. Pain should be measured using an assessment tool that identifies the quantity and/or quality of one or more
of the dimensions of the patient’s experience of pain.

Assessment should also observe for signs of neuropathic pain, including descriptions such as shooting, burning, stabbing,
allodynia (pain associated with gentle touch) (Australian and New Zealand College of Anaesthetists 2005, Jensen et al. 2003,
Rowbotham and Macintyre 2003).

* [s the patient pain free at rest and/or on movement?

* [s the pain a primary complaint or a secondary complaint associated with another condition?

* What is the location of the pain and does it radiate?

* When did it begin and what circumstances are associated with it?

* How intense is the pain, at rest and on movement?

* What makes the pain worse and what helps to relieve it?

* How long does the pain last, for example, continuous, intermittent?

* Ask the patient to describe the character of pain using quality/sensory descriptors, for example, sharp, throbbing, burning.
For further details regarding pain assessment, see Chapter 8: Patient comfort and end-of-life care.

2 Activity and exercise

Respiratory

Respiratory pattern monitoring addresses the patient’s breathing pattern, rate and depth.
* Does the patient have any difficulty breathing?

* [s there any noise when they are breathing such as wheezing?

* Does breathing cause them pain?

* How deep or shallow is their breathing?

(continued)
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Box 2.5 Points for consideration and suggested questions for use during the assessment process (continued)

* Is their breathing symmetrical?

* Does the patient have any underlying respiratory problems such as chronic obstructive pulmonary disease, emphysema, tubercu-
losis, bronchitis, asthma or any other airway disease?

In this section it is also important to assess and monitor smoking habits. It is helpful to document the smoking habit in the format

of pack-years. A pack-year is a term used to describe the number of cigarettes a person has smoked over time. One pack-year is

defined as 20 manufactured cigarettes (one pack) smoked per day for 1 year. At this point in the assessment, it would be a good

opportunity, if appropriate, to discuss smoking cessation. A recent meta-analysis indicates that if interventions are given by nurses

to their patients with regard to smoking cessation the benefits are greater (Rice and Stead 2008).

For further details see Chapter 9: Respiratory care.

Cardiovascular

A basic assessment is carried out and vital signs such as pulse (rhythm, rate and intensity) and blood pressure should be noted. Details
of cardiac history should be taken for this part of the assessment. Medical conditions and experience of previous surgery should be noted.
* Does the patient take any cardiac medication?

* Does he/she have a pacemaker?

Physical abilities, personal hygiene/mobility/toileting, independence with activities of daily living

The aim during this part of the nursing assessment is to establish the level of assistance required by the person to tackle activities
of daily living such as walking and steps/stairs. An awareness of obstacles to safe mobility and dangers to personal safety is an
important factor and part of the assessment.

* Is the patient able to stand, walk and go to the toilet?

* Is the patient able to move up and down, roll and turn in bed?

* Does the patient need any equipment to mobilize?

* Has the patient good motor power in their arms and legs?

* Does the patient have any history of falling?

The nurse should also evaluate the patient’s ability to meet personal hygiene, including oral hygiene, needs. This should include the
patient’s ability to make arrangements to preserve standards of hygiene and the ability to dress appropriately for climate, environ-
ment and their own standards of self-identity.

* Can the patient take care of their own personal hygiene needs independently or do they need assistance?

* What type of assistance do they need: help with mobility or fine motor movements such as doing up buttons or shaving?

It might be necessary to complete a separate manual handling risk assessment — see Chapter 6: Moving and positioning.

3 Elimination

Gastrointestinal

During this part of the assessment it is important to determine a baseline with regard to independence.

* Is the patient able to attend to their elimination needs independently and is he/she continent?

* What are the patient’s normal bowel habits? Are bowel movements within the patient’s own normal pattern and consistency?
* Does the patient have any underlying medical conditions such as Crohn’s disease or irritable bowel syndrome?

* Does the patient have diarrhoea or is he/she prone to or have constipation?

* How does this affect the patient?

For further discussion see Chapter 5: Elimination.

Genitourinary

The assessment is focused on the patient’s baseline observations with regard to urinary continence/incontinence. It is also impor-
tant to note whether there is any penile or vaginal discharge or bleeding.

* Does the patient have a urinary catheter in situ? If so, list the type and size. Furthermore, note the date the catheter was inserted
and/or removed. Urinalysis results should also be noted here.

How often does the patient need to urinate? (Frequency)

How immediate is the need to urinate? (Urgency)

Do they wake in the night to urinate? (Nocturia)

Are they able to maintain control over their bladder at all times? (Incontinence — inability to hold urine)

For further discussion see Chapter 5: Elimination.

4 Nutrition

Oral care

As part of the inpatient admission assessment, the nurse should obtain an oral health history that includes oral hygiene beliefs,
practices and current state of oral health. During this assessment it is important to be aware of treatments and medications that
affect the oral health of the patient.

* If deemed appropriate, use an oral assessment tool to perform the initial and ongoing oral assessment.

During the admission it is important to note the condition of the patient’s mouth.

* Lips - pink, moist, intact.

* Gums - pink, no signs of infection or bleeding.

* Teeth — dentures, bridge, crowns, caps.

For full oral assessment, see Chapter 8: Patient comfort and end-of-life care.

Hydration

An in-depth assessment of hydration and nutritional status will provide the information needed for nursing interventions aimed at
maximizing wellness and identifying problems for treatment. The assessment should ascertain whether the patient has any dif-
ficulty eating or drinking. During the assessment the nurse should observe signs of dehydration, for example dry mouth, dry skin,
thirst or whether the patient shows any signs of altered mental state.
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* Is the patient able to drink adequately? If not, please explain why not.
* How much and what does the patient drink?
* Note the patient’s alcohol intake in the format of units per week and the caffeine intake measured in number of cups per day. ﬂ

Nutrition
A detailed diet history provides insight into a patient’s baseline nutritional status. Assessment includes questions regarding chew-
ing or swallowing problems, avoidance of eating related to abdominal pain, changes in appetite, taste or intake, as well as use of
a special diet or nutritional supplements. A review of past medical history should identify any relevant conditions and highlight
increased metabolic needs, altered gastrointestinal function and the patient’s capacity to absorb nutrients.
* What is the patient’s usual daily food intake?
* Do they have a good appetite?
* Are they able to swallow/chew the food — any dysphagia?
¢ Is there anything they don’t or can’t eat?
* Have they experienced any recent weight changes or taste changes?
* Are they able to eat independently?
(Arrowsmith 1999, BAPEN and Malnutrition Advisory Group 2000, DH 2005)
For further information, see Chapter 7: Nutrition, fluid balance and blood transfusion.

Nausea and vomiting

During this part of the assessment you want to ascertain whether the patient has any history of nausea and/or vomiting. Nausea
and vomiting can cause dehydration, electrolyte imbalance and nutritional deficiencies (Marek 2003), and can also affect a patient’s
psychosocial well-being. They may become withdrawn, isolated and unable to perform their usual activities of daily living.
Assessment should address questions such as:

Does the patient feel nauseous?

Is the patient vomiting? If so, what is the frequency, volume, content and timing?

Does nausea precede vomiting?

Does vomiting relieve nausea?

When did the symptoms start? Did they coincide with changes in therapy or medication?

Does anything make the symptoms better?

Does anything make the symptoms worse?

What is the effect of any current or past antiemetic therapy including dose, frequency, duration, effect, route of administration?
What is the condition of the patient’s oral cavity?

(Adapted from Perdue 2005). For further discussion see Chapter 5: Elimination.

5 Skin

A detailed assessment of a patient’s skin may provide clues to diagnosis, management and nursing care of the existing problem.
A careful skin assessment can alert the nurse to cutaneous problems as well as systemic diseases. In addition, a great deal can be
observed in a person’s face, which may give insight to his or her state of mind.

* Does the patient have any sore places on their skin?

* Does the patient have any dry or red areas?

Furthermore, it is necessary to assess whether the patient has any wounds and/or pressure sores. If so, you would need to complete
a further wound assessment. For further information see Chapter 15: Wound management.

6 Controlling body temperature

This assessment is carried out to establish baseline temperature and determine if the temperature is within normal range, and whether
there might be intrinsic or extrinsic factors for altered body temperature. It is important to note whether any changes in temperature are
in response to specific therapies (e.g. antipyretic medication, immunosuppressive therapies, invasive procedures or infection (Bickley
et al. 2013)). White blood count should be recorded to determine whether it is within normal limits. See Chapter 11: Observations.

* Is the patient feeling excessively hot or cold?

* Have they been shivering or sweating excessively?

7 Sleep and rest

This part of the assessment is performed to find out sleep and rest patterns and reasons for variation. Description of sleep patterns,
routines and interventions applied to achieve a comfortable sleep should be documented. The nurse should also include the pres-
ence of emotional and/or physical problems that may interfere with sleep.

* Does the patient have enough energy for desired daily activities?

* Does the patient tire easily?

* Has he/she any difficulty falling asleep or staying asleep?

* Does he/she feel rested after sleep?

* Does he/she sleep during the day?

* Does he/she take any aids to help them sleep?

* What are the patient’s normal hours for going to bed and waking?

8 Stress and coping

Assessment is focused on the patient’s perception of stress and on his or her coping strategies. Support systems should be evalu-
ated and symptoms of stress should be noted. It includes the individual’s reserve or capacity to resist challenge to self-integrity, and
modes of handling stress. The effectiveness of a person’s coping strategies in terms of stress tolerances may be further evaluated
(adapted from Gordon 1994).

(continued)
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Box 2.5 Points for consideration and suggested questions for use during the assessment process (continued)

* What are the things in the patient’s life that are stressful?

What do they do when they are stressed?

How do they know they are stressed?

Is there anything they do to help them cope when life gets stressful?
Is there anybody who they go to for support?

9 Roles and relationships

The aim is to establish the patient’s own perception of the roles and responsibilities in their current life situation. The patient’s role
in the world and their relationships with others are important to understand. Assessment in this area includes finding out about the
patient’s perception of the major roles and responsibilities they have in life, satisfaction or disturbances in family, work or social
relationships. An assessment of home life should be undertaken which should include how they will cope at home post discharge
from hospital and how those at home will cope while they are in hospital, for example dependants, children or animals and if there
are any financial worries.

* Who is at home?

* Are there any dependants (include children, pets, anybody else they care for)?

* What responsibilities does the patient have for the day-to-day running of the home?

* What will happen if they are not there?

* Do they have any concerns about home while they are in hospital?

* Are there any financial issues related to their hospital stay?

* Will there be any issues related to employment or study while they are in hospital?

10 Perception/concept of self

Body image/self-esteem

Body image is highly personal, abstract and difficult to describe. The rationale for this section is to assess the patient’s level of
understanding and general perception of self. This includes their attitudes about self, perception of abilities (cognitive, affective or
physical), body image, identity, general sense of worth and general emotional pattern. An assessment of body posture and move-
ment, eye contact, voice and speech patterns should also be included.

* How do you describe yourself?

* How do you feel about yourself most of the time?

* Has it changed since your diagnosis?

* Have there been changes in the way you feel about yourself or your body?

11 Sexuality and reproduction

Understanding sexuality as the patient’s perceptions of their own body image, family roles and functions, relationships and sexual
function can help the assessor to improve assessment and diagnosis of actual or potential alterations in sexual behaviour and
activity.

Assessment in this area is vital and should include relevant feelings about the patient’s own body, their need for touch, interest
in sexual activity, how they communicate their sexual needs to a partner, if they have one, and the ability to engage in satisfying
sexual activities.

This may also be an opportunity to explore with the patient issues related to future reproduction if this is relevant to the admis-
sion. Below are a few examples of questions that can be used.

* Are you currently in a relationship?

* Has your condition had an impact on the way you and your partner feel about each other?

* Has your condition had an impact on the physical expression of your feelings?

* Has your treatment or current problem had any effect on your interest in being intimate with your partner?

12 Values and beliefs

Religious, spiritual and cultural beliefs

The aim is to assess the patient’s spiritual, religious and cultural needs to provide culturally and spiritually specific care while
concurrently providing a forum to explore spiritual strengths that might be used to prevent problems or cope with difficulties.
Assessment is focused on the patient’s values and beliefs, including spiritual beliefs, or on the goals that guide his or her choices
or decisions. A patient’s experience of their stay in hospital may be influenced by their religious beliefs or other strongly held prin-
ciples, cultural background or ethnic origin. It is important for nurses to have knowledge and understanding of the diverse cultures
of their patients and take their different practices into account.

* Are there any spiritual/cultural beliefs that are important to you?

* Do you have any specific dietary needs related to your religious, spiritual or cultural beliefs?

* Do you have any specific personal care needs related to your religious, spiritual or cultural beliefs (i.e. washing rituals, dress)?

13 Health perception and management

Relevant medical conditions, side-effects/complications of treatment

Assessment of the patient’s perceived pattern of health and well-being and how health is managed should be documented here.
Any relevant history of previous health problems, including side-effects of medication, should be noted. Examples of other useful
information that should be documented are compliance with medication regimen, use of health promotion activities such as regular
exercise and if the patient has annual check-ups.

* What does the patient know about their condition and planned treatment?

* How would they describe their own current overall level of fitness?

* What do they do to keep well: exercise, diet, annual check-ups or screening?



Post-procedural considerations

Decision making and nursing diagnosis

The purpose of collecting information through the process of
assessment is to enable the nurse to make a series of clinical
judgements, which are known in some circumstances as nurs-
ing diagnoses, and subsequently decisions about the nursing
care each individual needs. The decision-making process is
based upon the clues observed, analysed and interpreted and it
has been suggested that expert nurses assess the situation as
a whole and make judgements and decisions intuitively (Hed-
berg and Satterlund Larsson 2003, King and Clark 2002, Peden-
McAlpine and Clark 2002), reflecting Benner’s (1984) renowned
novice-to-expert theory. However, others argue that all nurses use
alogical process of clinical reasoning in order to identify patients’
needs for nursing care and that, while this becomes more auto-
matic with experience, it should always be possible for a nurse to
explain how they arrive at a decision about an individual within
their care (Gordon 1994, Putzier and Padrick 1984, Rolfe 1999). A
further notion is that of a continuum, where our ability to make
clinical judgements about our patients lies on a spectrum, with
intuition at one end and linear, logical decisions (based on clini-
cal trials, for example) at the other (Cader et al. 2005, Thompson
1999). Factors that may influence the process of decision mak-
ing include time, complexity of the judgement or decision to be
made, as well as the knowledge, experience and attitude of the
individual nurse.

Nursing diagnosis is a term which describes both a clini-
cal judgement that is made about an individual’'s response to
health or illness, and the process of decision making that leads
to that judgement. The importance of thorough assessment
within this process cannot be overestimated. The gathering
of comprehensive and appropriate data from patients, includ-
ing the meanings attributed to events by the patient, is asso-
ciated with greater diagnostic accuracy and thus more timely
and effective intervention (Alfaro-LeFevre 2014, Gordon 1994,
Hunter 1998).

The concept of a ‘nursing diagnosis’ has historically generated
much debate within the nursing literature. It is therefore impor-
tant to clarify the difference between a nursing diagnosis and a
patient problem or care need. ‘Patient problems’ or ‘needs’ are
common terms used within nursing to facilitate communica-
tion about nursing care (Hogston 1997). As patient problems/
needs may involve solutions or treatments from disciplines other
than nursing, the concept of a ‘patient problem’ is similar to but
broader than a nursing diagnosis. Nursing diagnoses describe
problems that may be dealt with by nursing expertise (Leih and
Salentijn 1994).

The term ‘nursing diagnosis’ also refers to a standardized nurs-
ing language, to describe patients’ needs for nursing care, that
originated in America over 30 years ago and has now been devel-
oped, adapted and translated for use in numerous other countries.
The language of nursing diagnosis provides a classification of
over 200 terms (NANDA-I 2008), representing judgements that
are commonly made with patients/clients about phenomena of
concern to nurses, enabling more consistent communication and
documentation of nursing care.

Most significantly, the use of common language enables nurses
to clearly and consistently express what they do for patients and
why, making the contribution of different nursing roles clearly
visible within the multidisciplinary care pathway (Delaney 2001,
Elfrink et al. 2001, Grobe 1996, Moen et al. 1999). Secondly, an
increasingly important reason for trying to structure nursing
terms in a systematic way has been the need to create and ana-
lyse nursing information in a meaningful way for electronic care
records (Clark 1999, Westbrook 2000). The term ‘nursing diag-
nosis’ is not commonly used within the UK as no definitive clas-
sifications or common languages are in general use; however,
for the aforementioned reasons, the adaptation and implemen-
tation of standard nursing languages within clinical practice in
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the UK are being explored (Chambers 1998, Lyte and Jones 2001,
Westbrook 2000).

Planning and implementing care

Nursing diagnoses provide a focus for planning and implement-
ing effective and evidence-based care. This process consists of
identifying nursing-sensitive patient outcomes and determin-
ing appropriate interventions (Alfaro-LeFevre 2014, Shaw 1998,
White 2003).

* To determine the immediate priorities and recognize whether
patient problems require nursing care or whether a referral
should be made to someone else.

* To identify the anticipated outcome for the patient, noting what
the patient will be able to do and within what time frame. The
use of ‘measurable’ verbs that describe patient behaviour or
what the patient says facilitates the evaluation of patient out-
comes (Box 2.6).

e To determine the nursing interventions, that is, what nursing
actions will prevent or manage the patient’s problems so that
the patient’s outcomes may be achieved.

* To record the care plan for the patient which may be written or
individualized from a standardized/core care plan or a comput-
erized care plan.

Outcomes should be patient focused and realistic, stating how
the outcomes or goals are to be achieved and when the outcomes
should be evaluated. Patient-focused outcomes centre on the
desired results of nursing care, that is, the impact of care on the
patient, rather than on what the nurse does. Outcomes may be
short, intermediate or long term, enabling the nurse to identify
the patient’s health status and progress (stability, improvement or
deterioration) over time. Setting realistic outcomes and interven-
tions requires the nurse to distinguish between nursing diagno-
ses that are life-threatening or an immediate risk to the patient’s
safety and those that may be dealt with at a later stage. Iden-
tifying which nursing diagnoses/problems contribute to other
problems (for example, difficulty breathing will contribute to the
patient’s ability to mobilize) will make the problem a higher prior-
ity. By dealing with the breathing difficulties, the patient’s ability
to mobilize will be improved.

The formulation of nursing interventions is dependent on
adequate information collection and accurate clinical judgement
during patient assessment. As a result, specific patient outcomes
may be derived and appropriate nursing interventions under-
taken to assist the patient to achieve those outcomes (Hardwick
1998). Nursing interventions should be specific to help the patient
achieve the outcome and should be evidence based. When deter-
mining what interventions may be appropriate in relation to a

Box 2.6 Examples of measurable and non-measurable verbs for
use in outcome statements

Measurable verbs (use these to be specific)

* State; verbalize; communicate; list; describe; identify
* Demonstrate; perform

* Will lose; will gain; has an absence of

* Walk; stand; sit

Non-measurable verbs (do not use)

Know
Understand
Think

Feel

Source: Alfaro-LeFevre (2014). Reproduced with permission from Lippincott
Williams & Wilkins.
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patient’s problem, it may be helpful to clarify the potential benefit
to the patient after an intervention has been performed, as this
will help to ensure its appropriateness.

It is important to continue to assess the patient on an ongo-
ing basis whilst implementing the care planned. Assessing the
patient’s current status prior to implementing care will enable
the nurse to check whether the patient has developed any new
problems that require immediate action. During and after provid-
ing any nursing action, the nurse should assess and reassess the
patient’s response to care. The nurse will then be able to deter-
mine whether changes to the patient’s care plan should be made
immediately or at a later stage. If there are any patient care needs
that require immediate action, for example consultation or referral
to a doctor, recording the actions taken is essential. Involving the
patient and their family or friends will promote the patient’s well-
being and self-care abilities. The use of clinical documentation in
nurse handover will help to ensure that the care plans are up to
date and relevant (Alfaro-LeFevre 2014, White 2003).

Evaluating care

Effective evaluation of care requires the nurse to critically
analyse the patient’s health status to determine whether the
patient’s condition is stable, has deteriorated or improved. Seek-
ing the patient’s and family’s views in the evaluation process
will facilitate decision making. By evaluating the patient’s out-
comes, the nurse is able to decide whether changes need to be
made to the care planned. Evaluation of care should take place

in a structured manner and on a regular basis by a Registered
Nurse. The frequency of evaluation depends on the clinical envi-
ronment within which the individual is being cared for as well
as the nature of the nursing diagnosis (problem) to which the
care relates.

What are the patient’s self-care abilities?

Is the patient able to do what you expected?
If not, why not?

Has something changed?

Are you missing something?

Are there new care priorities?

These questions will help to clarify the patient’s progress
(Alfaro-LeFevre 2014, White 2003). It is helpful to consider what
is observed and measurable to indicate that the patient has
achieved the outcome.

Documenting

Nurses have a professional responsibility to ensure that health-
care records provide an accurate account of treatment, care plan-
ning and delivery, and are viewed as a tool of communication
within the team. There should be ‘clear evidence of the care
planned, the decisions made, the care delivered and the informa-
tion shared’ (NMC 2010, p. 8) (Box 2.7). The content and quality
of record keeping are a measure of standards of practice relating
to the skills and judgement of the nurse (NMC 2010).

Box 2.7 The Royal Marsden Hospital Guidelines for Nursing Documentation (2011) (adopted in line with NMC (2010) Record

keeping)

General principles

1 Records should be written legibly in black ink in such a way that they cannot be erased and are readable when photocopied.

2 Entries should be factual, consistent, accurate and not contain jargon, abbreviations or meaningless phrases (e.g. ‘observations fine’).
3 Each entry must include the date and time (using the 24-hour clock).

4 Each entry must be followed by a signature and the name printed as well as:

* the job role (e.g. staff nurse or clinical nurse specialist)

* if a nurse is a temporary employee (i.e. an agency nurse), the name of the agency must be included under the signature.
5 If an error is made, this should be scored out with a single line and the correction written alongside with date, time and initials.

Correction fluid should not be used at any time.

6 All assessments and entries made by student nurses must be countersigned by a Registered Nurse.

7 Healthcare assistants:
* can write on fluid balance and food intake charts

* must not write on prescription charts, assessment sheets or care plans.

Assessment and care planning

1 The first written assessment and the identification of the patient’s immediate needs must begin within 4 hours of admission. This
must include any allergies or infection risks of the patient and the contact details of the next of kin.

2 The following must be completed within 24 hours of admission and updated as appropriate:

* completion of nutritional, oral, pressure sore and manual handling risk assessments
* other relevant assessment tools, for example pain and wound assessment.

3 All sections of the nursing admission assessment must be completed at some point during the patient’s hospital stay with the
identification of the patient’s care needs. If it is not relevant or if it is inappropriate to assess certain functional health patterns, for
example the patient is unconscious, then indicate the reasons accordingly.

The ongoing nursing assessment should identify whether the patient’s condition is stable, has deteriorated or improved.
4 Care plans should be written wherever possible with the involvement of the patient, in terms that they can understand, and

include:
* patient-focused, measurable, realistic and achievable goals
* nursing interventions reflecting best practice

* relevant core care plans that are individualized, signed, dated and timed.
5 Update the care plan with altered or additional interventions as appropriate.
6 The nursing documentation must be referred to at shift handover so it needs to be kept up to date.

Principles of assessment

1 Assessment should be a systematic, deliberate and interactive process that underpins every aspect of nursing care (Heaven and

Maguire, 1996).

2 Assessment should be seen as a continuous process (Cancer Action Team 2007).
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Structure of assessment

1 The structure of a patient assessment should take into consideration the specialty and care setting and also the purpose of the m
assessment,
2 When caring for individuals with cancer, assessment should be carried out at key points during the cancer pathway and dimen-
sions of assessment should include background information and assessment preferences, physical needs, social and occupa-
tional needs, psychological well-being and spiritual well-being (Cancer Action Team 2007).
3 Functional health patterns provide a comprehensive framework for assessment, which can be adapted for use within a variety of
clinical specialties and care settings (Gordon 1994).

Methods of assessment

1 Methods of assessment should elicit both subjective and objective assessment data.

2 An assessment interview must be well structured and progress logically in order to facilitate the nurse’s thinking and to make the
patient feel comfortable in telling their story.

3 Specific assessment tools should be used, where appropriate, to enable nurses to monitor particular aspects of care, such as
symptom management (e.g. pain, fatigue), over time. This will help to evaluate the effectiveness of nursing interventions while
often providing an opportunity for patients to become more involved in their care (O’Connor and Eggert 1994).

Decision making and nursing diagnosis

1 Nurses should be encouraged to provide a rationale for their clinical judgements and decision making within their clinical practice
(NMC 2015).

2 The language of nursing diagnosis is a tool that can be used to make clinical judgements more explicit and enable more consistent
communication and documentation of nursing care (Clark 1999, Westbrook 2000).

Planning and implementing care

1 When planning care, it is vital that nurses recognize whether patient problems require nursing care or whether a referral should
be made to someone else.

2 When a nursing diagnosis has been made, the anticipated outcome for the patient must be identified in a manner which is spe-
cific, achievable and measurable (NMC 2015).

3 Nursing interventions should be determined in order to address the nursing diagnosis and achieve the desired outcomes
(Gordon 1994).

Evaluating care

1 Nursing care should be evaluated using measurable outcomes on a regular basis and interventions adjusted accordingly (see
Box 2.8).

2 Progress towards achieving outcomes should be recorded in a concise and precise manner. Using a method such as charting by
exception can facilitate this (Murphy 2003).

Documenting and communicating care

1 The content and quality of record keeping are a measure of standards of practice relating to the skills and judgement of the nurse
(NMC 2010).

2 In addition to the written record of care, the important role that the nursing shift report, or ‘handover’, plays in the communication
and continuation of patient care should be considered, particularly when considering the role of electronic records.

Observation Accurate measurements of your patient’s vital signs provide
. crucial information about body functions (see Chapter 11:
Definition Observations).

Observation is the conscious, deliberate use of the physical
senses to gather data from the patient and the environment. It
occurs whenever the nurse is in contact with the patient. At each
patient contact, it is important to try and develop a sequence of
observations. These might include the following.

Physical assessment/examination

Definition

1 As you enter the room, observe the patient for signs of distress,
e.g. pallor, laboured breathing, and behaviours indicating pain
or emotional distress.

2 Scan for safety hazards, e.g. are there spills on the floor?

3 Look at the equipment, e.g. urinary catheter, intravenous
pumps, oxygen, monitors.

4 Scan the room — who is there and how do these people interact
with the patient?

5 Observe the patient more closely for data such as skin tempera-
ture, breath sounds, drainage/dressing odours, condition of
dressings, drains, need for repositioning (Wilkinson 2007).

Physical examination is a systematic assessment of all body sys-
tems and is concerned with identifying strengths and deficits in
the patient’s functional abilities. Physical assessment provides
objective data that can be used to validate the subjective data
gained when taking the patient’s history (Wilkinson 2007). The
patient’s history will be the guide to the nature of the physical
assessment that needs to be carried out.

During the physical assessment, a systematic approach
is taken to build on the patient’s history, using the key
assessment skills of inspection, palpation, percussion and
auscultation.
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Physical assessment serves a number of purposes (Crouch and
Meurier 2005).

* To obtain information on the patient’s overall health status.

* To enable additional information to be obtained about any
symptoms reported by the patient.

* To detect changes in a patient’s condition.

* To evaluate how the patient is responding to interventions.

Anatomy and physiology

When examining an area of the body, it is essential to understand
the basic anatomy of that area. This will ensure that the appropri-
ate system is examined and that findings of the examination are
understood. It will also help the formation of differential diagno-
ses and to ensure that appropriate investigations are ordered.

Related theory

Alongside thorough history taking and investigations, physi-
cal assessment is key to helping a patient from their presenting
complaint to diagnosis and treatment. Successful assessment
requires critical thinking skills and a good knowledge base to
decide which assessments to make, how much information is
needed and how to get the information (Wilkinson 2007). Critical
thinking is an attitude and a reasoning process involving several
intellectual skills. It is ‘the art of thinking about your thinking
while you're thinking so as to make your thinking more clear, pre-
cise, accurate, relevant, consistent, and fair’ (Paul 1988, cited in
Wilkinson 2007).

Before commencing a physical assessment, a detailed health
history should be taken. The systems that this section will cover
are abdominal, cardiovascular and respiratory. Neurological
examination is covered in Chapter 11: Observations.

Evidence-based approaches

Rationale

The patient’s health history and the nurse’s knowledge of anatomy
and physiology will help guide when it is appropriate to do a physi-
cal examination and which system to examine. From the history,
a list of differential diagnoses will have been generated and the
examination should seek to confirm, refute or further establish that
a differential diagnosis is a possibility (Douglas and Bevan 2013).

There are four aspects of physical examination:

* inspection

* palpation

* percussion
* auscultation.

Inspection

Inspection is simply observing the patient. The practitioner
should use all senses, taking note of any deviation from normal
(Douglas and Bevan 2013).

If you haven't already taken a history, first introduce yourself
to the patient. The patient may be particularly worried that you’ll
find a serious problem. When introducing yourself to the patient
and initiating the examination, continue to observe their behav-
iour, general demeanour and appearance.

Having the opportunity to take the patient’s history often allows
subtle clues about their health to be raised. The precise points to
consider will be informed to some extent by the history, but inspec-
tion starts as soon as you see the patient; this is sometimes called
the global view of the patient, general survey or first impression
(Cox 2004, Douglas and Bevan 2013, Rushforth 2009). Typically
this first impression includes looking at the patient as a whole,
examining the nails, skin, eyes and assessing vital signs (Douglas
and Bevan 2013, Rushforth 2009). Observe the following.

¢ General appearance — are they well kept? Are they wearing
appropriate clothing?

Do they look well nourished?

Do they appear to be in any pain?

Are they retching?

How do they get into the room? Walk? Limp? Wheelchair?

Are they orientated to time and place? (see Chapter 11: Obser-

vations)

* What is their level of consciousness? (see Chapter 11:
Observations)

e Are they breathless?

Once this initial part of the examination, inspection, is over, prac-
titioners should move on to the system/s of concern and inspect
that area closely.

Palpation

Palpation requires the use of the whole hand including the palm
and the full length of the fingers to feel and assess (Bickley et al.
2013, Rushforth 2009):

texture
tenderness
temperature
contours
pulses
lymph nodes
moisture
mobility.

There are two variations on palpation: light palpation and deep
palpation.

Light palpation requires a gentle touch, depressing the skin
with one hand to a maximum of 2 em (Rushforth 2009). When
lightly palpating, temperature, tenderness, texture, moisture, elas-
ticity, pulsation and any superficial organs or masses should be
assessed (Rushforth 2009). Deep palpation uses the same tech-
nique as light palpation but often two hands are used, one on top
of the other at a depth of around 4 cm (Rushforth 2009). When
palpating deeply, internal organs and masses should be assessed.
As the practitioner palpates, they should watch the patient’s face
assessing for any discomfort or tenderness. The order of palpa-
tion is not important unless there is an area of pain or tenderness,
in which case always examine that area last.

Percussion

Percussion helps to identify organs, allowing assessment of size
and shape. The technique is done by laying the tip and first joint
of the middle finger flat on the patient, ensuring that no other
part of the finger or hand is touching the patient (Bickley et al.
2013). Then using the middle finger of the other hand, strike the
joint in a quick fluid movement with the finger tip (Bickley et al.
2013). The sound that is produced can also help identify if the
structures are solid or filled with liquid or air. It takes experience
and practice to be able to hear and identify the different sounds
(Table 2.1).

Auscultation

Auscultation involves listening to various sounds in the body
using a stethoscope (Bickley et al. 2013, Rushforth 2009). A
stethoscope has a bell which should be used to hear low-pitched
sounds, for example murmurs, and a diaphragm that should be
used when listening to high-pitched sounds, for example bowel
sounds (Figure 2.1).

Legal and professional issues
As in all aspects of care, nurses must be aware of their ethical and
legal responsibilities when assessing patients. Issues of honesty
and confidentiality are frequently encountered during assess-
ment (Wilkinson 2007).

Physical assessment is an advanced skill and while practition-
ers may be able to practise skills through reading and work-based



Table 2.1 Different sounds heard on percussion

Sound Quality Example of source
Flat Soft, high pitched, dull Thigh
sound
Dull A medium level, thud Liver, spleen
like sound
Resonant Loud, low pitched, Lung

hollow sound

Hyper-resonant Very loud, low,
booming, hollow sound

Tympanic Loud, high pitched, Gastric air bubble
drum-like sound

Source: Adapted from Bickley et al. (2013), Rushforth (2009).

learning, many courses are available in order to learn in a struc-
tured fashion. A solid understanding of anatomy and physiology,
interpretation of findings and knowledge of appropriate action to
take are essential.

This chapter gives a basic overview of the techniques used
when physically assessing patients. In order to perform physical
assessment safely, practitioners would require further education
and supervised clinical experience to ensure competence. The
Nursing and Midwifery Council (NMC 2015) states that practi-
tioners must be accountable for their actions and omissions and
must practise within their sphere of competence at all times.

Patient consent

The NMC (2015) clearly states that patient consent must be
gained before any procedure has begun. Before gaining consent,
information about the procedure should be given to the patient in
a clear, honest and jargon-free manner.

Chapter 2 Assessment and discharge

Pre-procedural considerations

Equipment

Good preparation is essential for any competent physical assess-
ment (Crouch and Meurier 2005). The following equipment may
be used as part of a physical examination.

* Pen torch.

* Stethoscope - this is a medical device which is often used to
listen to internal sounds of the human body. A good-quality
stethoscope will aid diagnosis as more subtle sounds will be
heard clearly (see Figure 2.1).

* Examination couch.

* Tongue depressor.

* Ruler - this must measure in centimetres and be at least 10 cm
long.

Patient preparation

During the physical assessment, the use of sheets, blankets and
gowns will help to minimally expose the area to be examined,
maximizing privacy and dignity. Whatever system(s) you plan to
examine, try to organize your steps to minimize the number of
times the patient needs to change position (Rushforth 2009).

Respiratory examination

Anatomy and physiology
The respiratory system consists of an upper and lower airway
(Figure 2.2). The upper airway starts with the nasopharynx and
the oropharynx then continues to the laryngopharynx and the
larynx (Rushforth 2009). The lower airway starts at the trachea
which then divides into two bronchi, then lobar bronchi, then sec-
ondary bronchi, tertiary bronchi, terminal bronchioles, respiratory
bronchioles and alveolar ducts (Rushforth 2009).

The right lung is larger than the left lung due to the presence
of the heart on the left side (Devereux and Douglas 2009). The
right lung is made up of three lobes, upper, middle and lower,

Diaphragm
Bell

Figure 2.1 Labelled diagram of stethoscope illustrating bell
and diaphragm.

Nasal cavity

Nose
Pharynx
Left primary
Larynx bronchus
Trachea

4

Lungs

Figure 2.2 Structures of the respiratory system. Source: Peate
et al. (2014). Reproduced with permission from John Wiley
& Sons.




The Royal Marsden Manual of Clinical Nursing Procedures

Apex of lung,

Horizontal
fissure

Oblique

fissure

Inspiratory
descent

(a) Anterior view

¢ € ¢ ¢ <o«

LUL
Spinous
process
of T3 o
LLL B
/; -
Inspiratory ' 1 S
descent \ -------
(b) Posterior view

Figure 2.3 Lung, fissures and lobes.

Larynx

Trach
. rachea Clavicle
Right lung

‘ Acromion
process

7

Scapula

Manubrium

Sternum

Left lung
Xiphoid

(a) Anterior view

Left lung Clavicle

Acromion
process

Thoracic
vertebrae

Scapula

Right lung

¥Rib3

(b) Posterior view

Figure 2.4 Bony structures of the chest and thorax.

and the left only has two: upper and lower (Figure 2.3). The
lungs are not stationary but expand and contract during inhala-
tion and exhalation (Bickley et al. 2013). In order for this to hap-
pen smoothly, they are covered in two serous membranes: the
visceral pleura and the parietal pleura (Bickley et al. 2013). The
space between these two membranes can occasionally become
filled with substances like air, blood and fluid (Rushforth 2009).

The lungs are protected by the thorax and ribcage which sur-
rounds them; when examining the chest, the thorax can be help-
ful to describe the location of findings (Figure 2.4). See Chapter 9:
Respiratory care.

Related theory

The order of examination for the respiratory system is:

* inspection

* palpation

* percussion
* auscultation.

Both the anterior (front) and the posterior (back) chest must be
examined and the same techniques are used for both sides.

Inspection

Chest deformities
Some examples of chest deformities are barrel chest, pigeon
chest, funnel chest and flail chest (Table 2.2).

Palpation

Lymph nodes

Part of palpation when examining the respiratory system is to
examine the lymph nodes in the neck. Enlarged lymph nodes can
be an important sign of infection or malignancy (Devereux and
Douglas 2009). To do this, stand behind the patient and examine
both sides of the neck at the same time. Use your middle and
index fingers to softly palpate in circular movements the lymph
nodes in the positions illustrated in Figure 2.5.

Chest expansion

To assess for chest expansion and symmetry, adopt the position
seen in Figure 2.6 and ask the patient to take a deep breath in.
You should be able to see your thumbs move an equal distance
apart.



Table 2.2 Deformities of the chest
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Normal adult

The thorax in the normal
adult is wider than it is
deep. Its lateral diameter
is larger than its antero-
posterior diameter

Funnel chest

Note depression in the
lower portion of the
sternum. Compression
of the heart and great
vessels may cause
murmurs

Barrel chest

There is an increased
anteroposterior diameter.
This shape is normal
during infancy, and often
accompanies aging and
chronic obstructive
pulmonary disease

Preauricular

Posterior auricular

Occipital

Superficial cervical

Tonsillar

Submental Posterior cervical

Submandibular
Supraclavicular

\

Deep cervical chain <«— External lymphatic drainage

<— Internal lymphatic drainage
(from mouth and throat)

Figure 2.5 The lymph nodes of the head and neck.

©

Anteriorly displaced
sternum

Pigeon chest

The sternum is displaced
anteriorly, increasing the
anteroposterior diameter.
The costal cartilages
adjacent to the protruding
sternum are depressed

Depressed costal
cartilages

Ribs close
together

Ribs widely
spaced

Thoracic kyphoscoliosis

Abnormal spinal
curvatures and vertebral
rotation deform the chest.
Distortion of the
underlying lungs may
make interpretation of
lung findings very

Spinal convexity difficult

to the right (patient

bending forward)

Traumatic flail chest

Multiple rib fractures may result in
paradoxical movments of the thorax.
As descent of the diaphragm
decreases intrathoracic pressure, on
inspiration the injured area caves
inward; on expiration, it moves
outward

Figure 2.6 Position of hands to assess for chest expansion.
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Figure 2.7 Locations for feeling fremitus: back.

Figure 2.9 ‘Ladder’ pattern for percussion and auscultation
of the chest.

Tactile fremitus

Fremitus is the palpable vibrations of the patient’s voice through
the chest wall (Bickley et al. 2013). See Figure 2.7 and Figure 2.8
for locations for feeling fremitus. Compare both sides of the chest,
using the ball or ulnar surface of your hand (Bickley et al. 2013).
The vibrations felt should be symmetrical and will decrease as
you work down the chest wall. Fremitus is usually decreased or
absent over the precordium. Asymmetry could indicate:

* consolidation

* emphysema

* pneumothorax

e plural effusion (Rushforth 2009).

Faint or absent fremitus in the upper thorax could indicate:
* obstruction of the bronchial tree

* fluid
* obesity (Rushforth 2009).

Figure 2.8 Locations for feeling fremitus: front.

Percussion

When percussing and auscultating, each side of the chest should
be compared. To do this, percuss and auscultate in a ladder-like
pattern in the positions shown in Figure 2.9.

Breath sounds
Normal breath sounds are also known as vesicular breath
sounds; they are soft and are louder and longer on breathing in
(inspiration) compared with breathing out (expiration) (Talley and
O’Connor 2006). Bronchial breaths sound different, they have a
hollow quality and are audible throughout expiration (Talley and
O’Connor 2006). There is often a short silent gap between inspira-
tion and expiration (Bickley et al. 2013).

Adventitious sounds are added sounds on top of breath sounds.
Some examples include the following.

* Wheeze - a continuous, high-pitched, hissing sound.
e Crackle — an intermittent high-pitched crackle. If crackles are
heard, note:
— volume, pitch and duration
— number
— timing, on inspiration or expiration?
— location
— persistence
— alteration on patient’s position change.
* Rhonchi - a continuous, low-pitched, snoring noise (Bickley
et al. 2013).

Evidence-based approaches

Rationale

The patient’s health history and the nurse’s knowledge of
anatomy and physiology will help guide when it is appropri-
ate to do a respiratory physical examination. Here are some
examples of the presentations that would lead to a respiratory
examination.

* Dyspnoea
* Cough

* Chest pain
* Wheezing
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Procedure guideline 2.1 Respiratory examination

Essential equipment

* Stethoscope
* Examination couch

Pre-procedure

....................................................................................................................

....................................................................................................................

1 Explain the procedure and why you are doing it to the
patient.

3 Make sure the patient is warm and comfortable and
sitting on the edge of the bed or on a chair.

The patient must be involved in the planning of care and have clear,
jargon-free information before any procedure takes place (NMC
2010, C).

Consent must be gained before any procedure takes place (NMC
2015, C).

To ensure that both the anterior (front) and posterior (back) thorax
and lungs can be examined (Bickley et al. 2013, E).

4 Expose the patient from head to waist.

Procedure

7 Look at the patient’s skin and nails. Feel the texture,
temperature and turgor of the skin.

8 Press the patient’s fingernail firmly between your
finger and thumb for 5 seconds and then let go. Count
how many seconds it takes for the colour to return to
the nail.

9 Ask the patient to hold out their arms with the wrists
flexed and their palms facing forwards for 1 minute.

15 Palpate the trachea gently with your index finger and
thumb.

16 Palpate the head and neck nodes. See Figure 2.5.

Posterior chest

17 Inspect the patient’s chest.

Palpation

19 Place your thumbs at the level of the 10th rib either
side of the spine with your fingers fanned out towards
the lateral (side) chest. Ask the patient to take a deep
breath in. See Figure 2.6.

Abnormalities of the skin and nails can be an indication of a variety of
different conditions, for example heart disease, lung disease, cyanosis
and/or anaemia (Bickley et al. 2013, Rushforth 2009). Also look for
tobacco staining (Talley and O’Connor 2006). E

To assess the capillary refill; this can give an indication of the status
of circulation (Rushforth 2009). Normal return is 2 seconds. E

To assess for flapping tremor; this can be seen in carbon dioxide
retention and severe ventilator failure (Devereux and Douglas 2009, E).

To assess for any abnormalities, particularly looking for any signs of
hypercholesterolaemia and anaemia (Talley and O’Connor 2006, E).

The mouth can give a snapshot of the patient’s general state of
health. Look for signs of malnutrition, infection, central cyanosis
and any sores (Bickley et al. 2013, Rushforth 2009). Look for signs
of mouth breathing and upper respiratory tract infection (Talley and
O’Connor 2006). E

To assess for nasal flare, deviated septum and nasal polyps (Talley
and O’Connor 2006, E).

To assess for any audible wheeze or stridor (Bickley et al. 2013,
Devereux and Douglas 2009, E).

To assess if accessory muscles are being used and if the trachea is
midline (Bickley et al. 2013, E).

To ensure it is midline with no deviation (Talley and O’Connor 2006,
E).

To assess for enlarged nodes; this can be a sign of malignancy or
infection (Devereux and Douglas 2009, E).

To assess for any scars, masses, deformities and asymmetry (Bickley
et al. 2013, E).

To assess for any signs of tenderness, pain or masses (Bickley et al.
2013, Rushforth 2009, E).

To assess chest expansion (Bickley et al. 2013, Devereux and
Douglas 2009, Rushforth 2009, Talley and O’Connor 2006, E).

(continued)
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Procedure guideline 2.1 Respiratory examination (continued)

......................................................

20 Place the edge of your palm and little finger on the
patient’s chest at the points seen in Figures 2.7 and
2.8 and ask the patient to say 99. Assess both sides of
the chest together using both hands.

Percussion

21 Percuss the chest (see Figure 2.9).

Auscultation

22 Auscultate the lung using the diaphragm of the
stethoscope (see Figure 2.9).

Anterior chest

23 Inspect the patient’s chest.

Palpation

25 Place your thumbs along each costal margin at about
the 5th/6th rib with your fingers fanned out towards
the lateral chest. Ask the patient to take a deep breath
in. See Figure 2.6.

26 Place the edge of your palm and little finger on the
patient’s chest at the points seen in Figures 2.7 and
2.8 and ask the patient to say 99. Assess both sides of
the chest together using both hands.

Percussion

27 Percuss the chest (see Figure 2.9).

Auscultation

28 Auscultate the lung using the bell of the stethoscope
for the apex of the lung; above the clavicle and the
diaphragm of the stethoscope for the rest of the chest
(see Figure 2.9).

Post-procedure

30 Report any abnormal findings to a senior nurse or to
medical staff.

33 Discuss plan of care with the patient.

Cardiovascular examination

Anatomy and physiology

Rationale

..............................................................

To assess for tactile fremitus (Bickley et al. 2013, Devereux and
Douglas 2009, Rushforth 2009, Talley and O’Connor 2006, E).

To assess for a normal resonant lung and identifying any
abnormalities (Bickley et al. 2013, E).

To assess for vesicular breath sounds and any adventitious sounds
(Bickley et al. 2013, E).

To assess for any scars, masses, deformities and asymmetry (Bickley
etal. 2013, E).

To assess for any signs of tenderness, pain or masses (Bickley et al.
2013, Rushforth 2009, E).

To assess chest expansion (Bickley et al. 2013, Devereux and
Douglas 2009, Rushforth 2009, Talley and O’Connor 2006, E).

To assess for tactile fremitus (Bickley et al. 2013, Devereux and
Douglas 2009, Rushforth 2009, Talley and O’Connor 2006, E).

To assess for a normal resonant lung and identifying any
abnormalities (Bickley et al. 2013, E).

To assess for vesicular breath sounds and any adventitious sounds
(Bickley et al. 2013, E).

Accurate records should be kept of all discussions and/or
assessments made (NMC 2010, C).

Patients should be cared for as part of a multidisciplinary team and,
where appropriate, patient care should be referred to another more
experienced practitioner (NMC 2015, C).

The patient should be told, in a way they can understand, the information
they want or need to know about their health (NMC 2015, C).

Where possible, patients should be involved in planning their care
(NMC 2015, C).

* inspection
* palpation
* auscultation.

The heart is a muscular organ that delivers blood to the pul-

monary and systemic systems (Grubb et al. 2013) (Figure 2.10).

Note that percussion is not part of a cardiovascular assessment.

A good understanding of the vascular system of the heart is

important.

Related theory

When carrying out a cardiovascular assessment, the order of

examination is:

Inspection

As with all systems, the examination should commence with a
global view of the patient followed by inspection of the nails, skin,
eyes and mouth. However, many symptoms that would lead to a
cardiovascular assessment can be life-threatening so first take a
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Figure 2.10 Structure of the heart. Source: Peate et al. (2014).
Reproduced with permission from John Wiley & Sons.

moment to assess whether the patient is well enough for a full
examination or whether they need immediate treatment in order
to be stabilized first (Rushforth 2009).

Part of inspection is measuring the jugular venous pressure
(JVP) (Figure 2.11). This reflects the pressure in the right atrium
and is a good indicator of cardiac function (Powell 2006). To do
this, the location of the right internal jugular vein is paramount.
The vein runs deep within the sternomastoid muscle so it is not
directly visible (Bickley et al. 2013) (Figure 2.12). Instead, practi-
tioners can locate it by looking for its pulsation within the sterno-
mastoid muscle (Bickley et al. 2013).

Closely examine the precordium (the area of the chest that sits
over the heart) as scars can be a sign of past trauma or surgery
(Grubb et al. 2013, Powell 2006, Talley and O’Connor 2006).
Inspection may also reveal the apical impulse, also known as
the point of maximum impulse, which is normally located at
the fourth or fifth intercostal space (Bickley et al. 2013). Less

Figure 2.11 Measuring a JVP.

Internal
carotid artery
External
Sternomastoid carotid
artery
Common
External carotid artery
jugular vein
Internal

jugular vein

Subclavian vein

Figure 2.12 Location of internal jugular veins within
sternomastoid muscles in the neck.

commonly, left ventricular movements, known as heaves and
lifts, may be visible (Bickley et al. 2013). It is important to note
any chest deformities (see ‘Respiratory examination’, above).

It is important to assess for signs of vascular disease, examin-
ing the feet and legs for:

* pain

e swelling

¢ discoloration

* ulceration

* temperature (Grubb et al. 2013).

Palpation

Arterial pulses should be palpated and checked to assess for car-
diac output and peripheral vascular resistance (Rushforth 2009),
noting the following qualities: rate, rhythm, amplitude and char-
acter. Arterial pulses include:

* radial

* brachial

* carotid

* femoral

* popliteal

* posterior tibial
* dorsalis pedis.

A weak pulse can be a sign of various conditions, including
decreased cardiac output (Rushforth 2009). A bounding pulse
can indicate an increased cardiac output which can be present in
hypertension and anaemia (Rushforth 2009). Pulses on each side
of the body should be compared simultaneously if possible. There
are two exceptions to this: the practitioner will need to use both
hands to assess each popliteal pulse and the carotid pulses are
palpated separately as doing both together may make the patient
feel faint.

When palpating the chest, heaves, lifts and thrills should
be assessed. Heaves and lifts are sustained impulses and if
present will be felt through the flat of your hand being lifted
rhythmically during palpation (Bickley et al. 2013). They can
be a sign of an enlarged ventricle or atrium or sometimes a
ventricular aneurysm (Bickley et al. 2013). Thrills are some-
times present if the patient has a heart murmur. They will be
felt most clearly using the ball of the hand palpating firmly
in the area of the murmur and feel like a buzzing or vibration
(Bickley et al. 2013).
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Auscultation
When auscultating, normal heart sounds should be identified 2nd right 2nd left

plus any adventitious sounds (Rushforth 2009). The sound of the interspace interspace
beating heart is often described as ‘lub dub’ and is caused by - aortic area - pulmonic area
closure of valves (Powell 2006). The ‘lub’ sound, which is also
referred to as S1, is heard at the beginning of systole when the
mitral and tricuspid valves are closing; ‘dub’ or S2 is heard at
the end of systole when the aortic and pulmonary valves close
(Powell 2006). There are some extra sounds that can sometimes
be heard called S3 and S4. S3 is occasionally heard immediately
after S2 and is caused by the vibration of rapid ventricular filling
(Rushforth 2009). S4 can rarely be heard immediately before S1
and marks atrial contraction. Both of these sounds can indicate a
change in ventricular compliance (Bickley et al. 2013).

Murmurs can be heard in a number of different conditions; they
are caused by turbulent blood flow and, whilst they are some-
times harmless, they can indicate valvular heart disease (Bickley
et al. 2013). Heart sounds and murmurs that originate in the four
valves radiate widely; see Figure 2.13 for an illustration of auscul-
tation points.

Assessment of carotid bruits is an important component of car-
diovascular assessment. Bruits are often described as a whoosh-
ing sound and can indicate atherosclerotic arterial disease Lower left Apex
(Bickley et al. 2013). sternal border - mitral area
— tricuspid area
Evidence-based approaches Figure 2.13 Auscultation points and location of the heart
valves.

Rationale

The patient’s health history and the nurse’s knowledge of anat-
omy and physiology will help guide when it is appropriate to
do a cardiovascular physical examination. The list of presenta-
tions that may lead to a cardiovascular examination is vast; some
examples include: leg ulcer
breathlessness
oedema

dizziness.

* chest pain
* palpitation

Procedure guideline 2.2 Cardiovascular examination

Essential equipment

* Stethoscope

* Examination couch
* Pen torch

* Tongue depressor
* Ruler

Pre-procedure

....................................................................................................................

Action Rationale
1 Explain the procedure and why you are doing it to the The patient must be involved in the planning of care and have clear,
patient. jargon-free information before any procedure takes place (NMC

2015, C).

2 Gain patient’s consent. Consent must be gained before any procedure takes place
(NMC 2015, C).

3 Check that the patient has an empty bladder. A full bladder will interfere with the examination (Walsh
2006b, E).

4 Make sure the patient is warm and comfortable and This is the optimum position from which to assess the JVP (Talley

ideally have them in the supine position, with their head = and O’Connor 2006, E).
at 30-45° and their arms by their sides.

5 Expose the patient from head to waist. You will also To allow a thorough examination (Talley and O’Connor 2006, E).
need access to their legs.
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Procedure

6 Wash and dry hands. To prevent the spread of infection (Douglas et al. 2013, E).

General inspection

7 Take a global view of the patient. See ‘Inspection’, above.
8 Look at the patient’s skin and nails. Feel the texture, Abnormalities of the skin and nails can be an indication of
temperature and turgor of the skin. a variety of different conditions, for example heart disease,

endocarditis, hypercholesterolaemia and/or anaemia (Bickley et al.
2013, Gawkrodger 2009, Rushforth 2009). Also look for tobacco
staining. E

9 Press the patient’s fingernail firmly between your To assess the capillary refill; this can give an indication of the
finger and thumb for 5 seconds and then let go. Count status of circulation (Rushforth 2009). Normal return is 2 seconds. E
how many seconds it takes for the colour to return to

the nail.
10 Look at the patient’s eyes. Assessing for any abnormalities, particularly looking for any signs
of hypercholesterolaemia and anaemia (Talley and O’Connor
2006, E).
11 Look at and in the patient’s mouth. The mouth can give a snapshot of the patient’s general state of

health. Look for signs of malnutrition, infection, central cyanosis
and any sores (Douglas and Bevan 2013, Rushforth 2009, E).

12 Ask the patient to turn their head to the left, use To assess the jugular venous pressure (Bickley et al. 2013, E).
tangential lighting and locate the highest pulsation
point of the internal jugular vein (see Figure 2.11).
Place a ruler vertically from the sternal angle, then
use a tongue depressor placed horizontally to make
a right angle from the pulsation to the ruler. The
jugular venous pressure is measured in cms and the
measurement is where the tongue depressor meets the

ruler.
13 Inspect the precordium. To assess for scars, deformities, heaves, lifts and the apical impulse
(Bickley et al. 2013, E).
14 Inspect the legs. To assess for signs of venous disease and ischaemic changes
(Grubb et al. 2013, E).
Palpation
15 Palpate the pulses (see Figure 2.12). To assess cardiac output (Rushforth 2009, E).
16 Palpate the chest. To assess for tenderness, heaves, lifts and thrills (Bickley et al.
2013, Rushforth 2009, E).
17 Palpate with the finger tips the 5th intercostal space To assess the apical impulse (Bickley et al. 2013, Rushforth
midclavicular line. 2009, E).
Auscultation
18 Listen with the bell of the stethoscope to the carotid To assess for bruits (Bickley et al. 2013, E).
pulse.
19 Auscultate at the aortic, pulmonary, tricuspid and To assess S1 and S2 (Bickley et al. 2013, E).
mitral valves (see Figure 2.13) with the diaphragm of
the stethoscope.
20 Auscultate at the aortic, pulmonary, tricuspid and To assess for S3, S4 and murmurs (Bickley et al. 2013, E).
mitral valves (see Figure 2.13) with the bell of the
stethoscope.

21 Ask the patient to roll partially onto their left side and To assess for a mitral murmur (Bickley et al. 2013, E).
listen with the bell of the stethoscope to the apical

impulse.
22 Ask the patient to sit up and lean forward, exhale To assess for an aortic murmur and pericardial friction rubs
completely and hold their breath. Listen with the (Bickley et al. 2013, Rushforth 2009, E).

diaphragm of the stethoscope to the apical impulse
and along the left sternal border. Make sure to tell the
patient to start breathing normally again.

23 Ask the patient to sit up and listen to the lung bases To assess for lung congestion that can be caused by heart failure
with the diaphragm of the stethoscope. (Rushforth 2009, E).

(continued)



The Royal Marsden Manual of Clinical Nursing Procedures

Procedure guideline 2.2 Cardiovascular examination (continued)

..........................................................

..........................................................

Accurate records should be kept of all discussions and/or assessments

..........................................................

..........................................................

made (NMC 2010, C).

Patients should be cared for as part of a multidisciplinary team and
where appropriate, patient care should be referred to another more

25 Report any abnormal findings to a senior nurse or to
medical staff.

experienced practitioner (NMC 2015, C).

The patient should be told, in a way they can understand, the information

they want or need to know about their health (NMC 2015, C).

Where possible patients should be involved in planning their care

28 Discuss plan of care with the patient.

(NMC 2015, C).

Abdominal examination

Anatomy and physiology
The abdominal cavity houses large parts of the gastrointesti-
nal system, the renal system and the reproductive system. It is
therefore important to have an understanding of the anatomy and
physiology of all three systems.

The gastrointestinal (GI) system includes the entire GI tract
as well as the accessory organs (Figure 2.14). When examining
the abdominal area, it is important to be able to visualize which
organs are in which quadrant. This will help to form possible
differential diagnoses.

The physiology of the gastrointestinal system is covered in
Chapter 5: Elimination and Chapter 7: Nutrition, fluid balance
and blood transfusion

Related theory
A full abdominal examination combines the following tech-
niques:

* inspection
* auscultation
* percussion
* palpation.

Parotid gland

Pharynx

Gallbladder

Ascending colon

Appendix

Mouth contains
teeth and tongue

Sublingual gland

Submandibular gland

Oesophagus

Stomach

Pancreas

Transverse colon

Jejunum

Descending colon

Sigmoid colon

Anal canal

Rectum Anus

Figure 2.14 Organs of the gastrointestinal system. Source: Peate et al. (2014). Reproduced with permission from John
Wiley & Sons.




Table 2.3 Causes attributable to different umbilicus positions

Umbilicus position Cause
Notv1s1b1eFat ...................
5 Shallow po : ntmg o e
Pushedupwards ....................................... Pregna ncy .....................

The order of examination is altered when examining the abdo-
men; auscultation should be done before palpation and percus-
sion to avoid alteration of bowel sounds (Walsh 2006a).

Inspection
Externally the abdomen should appear flat and symmetrical
(MacGilchrist et al. 2013). Reasons for any deviations from nor-
mal may be:

* fat

e fluid

e flatus

* foetus

* faeces

* fibroid

e full bladder

* false pregnancy

* tumour

* hernia (Talley and O’Connor 2006).

The umbilicus position can sometimes help to identify why there
is distension (Talley and O’Connor 2006) (Table 2.3).

The skin should be examined for signs of abnormality. Scars
should be noted as a sign of past injury or surgery; striae, rashes
and bruising should also be noted (MacGilchrist et al. 2013).

Auscultation

Bowel sounds should be listened for in all four quadrants of
the abdomen (Figure 2.15). Bowel sounds are often described
as clicks or gurgles and you should be able to hear 5-30 clicks

Figure 2.15 The four quadrants of the abdomen.
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Figure 2.16 Stethoscope positioning for auscultating bruits.

in 1 minute (Walsh 2006a). Bowel sounds are often described
as active, i.e. normal, absent or hyperactive. Absence of bowel
sounds may indicate bowel obstruction and hyperactive bowel
sounds may be present if patients are having altered bowel func-
tion (Rushforth 2009).

Assessment of bruits is an important component of physical
assessment. Bruits are often described as a whooshing sound
and can indicate atherosclerotic arterial disease (Bickley et al.
2013). If the bruits are over the renal artery it can be a sign of renal
artery stenosis (Bickley et al. 2013). See Figure 2.16 for stetho-
scope positioning.

Percussion

Percussion is used to detect air, fluid, faeces, organs and masses
(Walsh 2006a). Predominantly the abdomen should have a dis-
tribution of tympany and dullness — tympany where there is gas
in the gastrointestinal tract and dullness where other organs and
faeces lie (Bickley et al. 2013). Large areas of dullness may indi-
cate organomegaly (enlarged organs), tumour or ascites (Bickley
et al. 2013). Percussion is also used to locate and measure the
size of the liver (Walsh 2006a). A normal liver is normally 6-12 cm
(Talley and O’Connor 2006).

Palpation

Palpation is used to assess tenderness, rebound tenderness,
organs and masses (Talley and O’Connor 2006). If an organ or
mass is found, palpation should be used to gather more infor-
mation about it. Talley and O’Connor (2006) suggest that the
following information should be included when describing a
mass.

e Site

Tenderness

Size

Surface

Edge

Consistency

Mobility

Whether it has a pulse or not

Likewise, if an organ is found it should be described. The
spleen and kidneys are not normally palpable if they are
not enlarged but a normal liver edge can sometimes be felt
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(Talley and O’Connor 2006). If palpable, it should feel soft,
regular and smooth with a well-defined border (Talley and

O’Connor 2006).
Evidence-based approaches

Rationale

The patient’s health history and the nurse’s knowledge of anat-
omy and physiology will help guide when it is appropriate to do
an abdominal physical examination. The list of presentations
that may lead to an abdominal examination is vast, and as dis-
cussed in the anatomy and physiology section, it could involve

the gastrointestinal, renal and/or reproductive systems. Some
examples include:

abdominal pain

nausea and/or vomiting
change in bowel habit
weight change

jaundice

bleeding

dysuria/urgency or frequency
flank pain

suprapubic pain.

Procedure guideline 2.3 Abdominal examination

Essential equipment
* Stethoscope

* Examination couch
* Pen torch

* Tongue depressor

Pre-procedure

.....................................................

.....................................................

1 Explain the procedure and why you are doing it to the
patient.

...............................................................

...............................................................

The patient must be involved in the planning of care and have clear,
jargon-free information before any procedure takes place (NMC

4 Make sure the patient is warm and comfortable and
ideally have them in the supine position, with their
arms by their sides.

5 Expose the patient from nipple to pubis, maintaining

patient dignity at all times.

Procedure

6 Wash and dry hands.
General inspection

7 Take a global view of the patient.

8 Look at the patient’s skin and nails. Feel the texture
and turgor of the skin.

9 Ask the patient to extend their arms, flex their wrists
and part their fingers. Ask them to stay in this position

for 15 seconds.

14 Ask the patient to shrug their shoulders and lightly

palpate, using the finger tips, directly above the clavicle.

If the patient is uncomfortable or cold the abdominal muscles will
be tense (Rushforth 2009). The supine position helps relax the
abdominal muscles and is the optimum position for abdominal
palpation (Talley and O’Connor 2006). E

To prevent the spread of infection (Gawkrodger 2009, E).

See ‘Inspection’, above.

Abnormalities of the skin and nails can be an indication of a variety
of different conditions, for example bowel disease, malnutrition,
liver disease, dehydration and/or anaemia (Bickley et al. 2013,
Gawkrodger 2009, Rushforth 2009, E).

To assess for liver flap; this can be a sign of liver and/or renal failure
(Talley and O’Connor 2006, E).

To assess for any abnormalities, particularly looking for any
signs of jaundice, hypercholesterolaemia and anaemia (Talley and
O’Connor 2006, E).

To assess for signs of telangiectasia which can indicate liver
disease (Bickley et al. 2013, E).

The mouth can give a snapshot of the patient’s general state of
health. Look for signs of malnutrition, infection and any sores
(Rushforth 2009, E).

To assess for signs of fetor (unpleasant smelling breath) (Talley
and O’Connor 2006). A sweet-smelling breath can be a sign of
ketoacidosis. E

To assess for a raised supraclavicular lymph node which can indicate
gastrointestinal malignancy (Talley and O’Connor 2006, E).

Assessing the abdomen from different angles will help to identify
any abnormalities (Walsh 2006a, E).
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16 Observe the contour of the abdomen and position of To assess for asymmetry or distension, peristalsis and/or pulsations
......... the umbilicus. o .......(Bickleyetal 2013, Walsh2006a,E). .

17 Move to the side of the bed and observe the contour of ~ This will allow any subtle changes in contour to be observed (Cox
......... the abdomen tangentially. 2004 e

18 Look at the patient’s skin. To assess for any signs of spider naevi, striae, scars, caput medusa,

bruising and rashes (MacGilchrist et al. 2013, E).
Auscultation
19 Using the diaphragm of the stethoscope, listen in all To assess for bowel sounds (Bickley et al. 2013, E).

four quadrants for 1 minute.

20 Using the bell of the stethoscope, listen over the aortic,  To assess for bruits (Bickley et al. 2013, E).
renal, iliac and femoral arteries (see Figure 2.16).

Percussion
21 Percuss in 9 areas of the abdomen. To listen for a normal distribution of tympany and dullness (see
............................................................................................................. Table 2.1) (Bickley etal. 2013, E). .
22 Percuss for liver span. To do this, percuss upwards, To assess the size and location of the liver (Walsh 20064, E).
starting in the right lower quadrant, midclavicular
line. Stop when you hear the dullness of the liver.
Next percuss down, starting from the nipple line,
midclavicular; stop when the sound changes from the
resonant lung to the dull liver. Measure between those
......... 0 DO S, e
23 The above technique can be employed to percuss the Not routinely done but may be useful if abnormality, in particular
spleen, bladder and kidneys. organomegaly, is suspected.
Palpation
24 Lightly palpate the abdomen using one hand. Look at To assess for tenderness, rebound tenderness, superficial organs or
the patient’s face at all times, to ensure they are not in masses (Talley and O’Connor 2006, E).
......... e O
25 Deeply palpate the abdomen. To assess organs, deeper masses and to define masses that have
............................................................................................................. already been discovered (Talley and O'Connor 2006, E).
26 Palpate for the liver. To do this, place your left hand To assess for hepatomegaly and gallbladder tenderness; this is

in the small of the patient’s back and your right in the known as Murphy’s sign (MacGilchrist et al. 2013, E).
right lower quadrant pointing towards the upper left

quadrant. Ask the patient to take a deep breath and

palpate up. If nothing is felt, move up towards the liver

and repeat until you reach the ribcage.

27 Palpate for the spleen. Ask the patient to tip slightly onto ~ To assess for splenomegaly (MacGilchrist et al. 2013, E).
their right side. Start from the umbilicus region and
mimic the technique above, moving towards the spleen.

28 Palpate for the kidneys. Do each kidney separately. To assess for kidney enlargement; if the kidney is normal it is not
Right side — stand on the right side of the patient, usually palpable (MacGilchrist et al. 2013, E).
place left hand just below the 12th rib and lift up. Place
the other on the right upper quadrant of the abdomen.
Ask the patient to take a deep breath and press the
right hand deeply into the abdomen, trying to feel the
kidney between your hands. Repeat for the left side.

29 Lightly palpate each costovertebral angle (the area Pain can indicate pyelonephritis (Bickley et al. 2013, E).
directly overlaying the kidneys) for tenderness; if none
is felt, place one hand flat over the costovertebral angle
and strike the hand firmly with the other fist.

Post-procedure

30 Document fully. Accurate records should be kept of all discussions and/or
............................................................................................................. assessments made (NMC 2015, C). .

31 Report any abnormal findings to a senior nurse or to Patients should be cared for as part of a multidisciplinary team and,

medical staff. where appropriate, patient care should be referred to another more

............................................................................................................. experienced practitioner (NMC 2015, C). .
.32 Clean the equipment used and wash your hands. To prevent the spread of infection (Douglas et al, 2013, E).

33 Explain the findings to the patient. The patient should be told, in a way they can understand, the

information they want or need to know about their health (NMC

............................................................................................................. 2005, e

34 Explain the plan of care to the patient. Where possible patients should be involved in planning their care

(NMC 2015, C).
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Post-procedural considerations

Documentation
Practitioners should ensure that the following components are
documented.

* Rationale for examination.

* Patient’s consent to examination.
* Type of examination performed.
* Findings from the examination.

* Plan of care.

As with all record keeping, documentation regarding physical
examinations should be clear, concise, accurate and without jar-
gon or abbreviations (NMC 2015).

Communication and discharge planning

Definition

Discharge planning is defined by Rorden and Taft (1990) as ‘a pro-
cess made up of several steps or phases whose immediate goal is
to anticipate changes in patient care needs and whose long-term
goal is to ensure continuity of health care’. Discharge planning
should involve the development and implementation of a plan to
facilitate the transfer of an individual from hospital to an appropri-
ate setting and include the multidisciplinary team, the patient and
their carers. Furthermore, it involves building on, or adding to, any
assessments undertaken prior to admission (DH 2003).

Introduction

Discharge planning is a routine feature of health systems in
many countries (Shepperd et al. 2013). The evidence suggests
that a structured discharge plan tailored to the individual is best
practice (Shepperd et al. 2013); therefore, effective, safe dis-
charge planning needs to be patient and carer focused. There
is consistent evidence to suggest that best practice in hospital
discharge involves multidisciplinary teamwork throughout the
process (Borrill et al. 2000). The multidisciplinary approach,
where all staff have a clear understanding of their roles and
responsibilities, will also help to prevent inappropriate readmis-
sions and delayed discharges (Stewart 2000). This approach
also promotes the highest possible level of independence for
the patient, their partner and family by encouraging appropriate
self-care activities.

Ineffective discharge planning has been shown to have det-
rimental effects on a patient’s psychological and physical well-
being and their illness experience (Cook 2001, Kissane and Zaider
2010, Lees 2013). Planning care, providing adequate information
and involving patients, families and healthcare professionals will
keep disruption to a minimum.

To achieve the best quality of life for patients and carers,
there needs to be effective co-ordination in terms of care
planning and delivery of that care over time (Day et al. 2009,
NMC 2009, @vretveit 1993). Discharge co-ordinators are, in

Box 2.8 Guide to arranging a complex discharge home

general, health or social care professionals who have both
hospital and community experience. Their role is to advise,
help with planning, and assist the co-ordination of the dif-
fering care providers that the patient may need when leaving
hospital, particularly when the nursing and care needs are
complex. For complex discharges, it is helpful if a key worker,
for example the discharge co-ordinator, is appointed to man-
age the discharge and, where appropriate, for family meetings/
case conferences to take place and include the patient/carer,
multidisciplinary team and primary healthcare team (PHCT)
and representatives (Department of Evaluation in Healthcare
Organisations 2001).

Patients with additional needs

There are groups of patients who may have additional needs on
discharge and the approach taken may have to be tailored to meet
these additional needs. If, for example, the patient has dementia
or a learning disability, the approach to their discharge plan may
need to be adjusted. If, for example, the patient has been assessed
as lacking capacity to make a decision about where they live
then the principles of the Mental Capacity Act (2005) must be
employed to ensure the family and carers are involved. Where the
patient is assessed as lacking capacity and has no relatives or
friends and so is ‘unbefriended’ as defined by the Mental Capac-
ity Act (2005), a referral should be made to the local Independent
Mental Capacity Advocacy Service (Mental Capacity Act 2005).
There is a concern that where a person has a degree of cogni-
tive impairment, there will be an assumption that they cannot
return home or that they need care. These assumptions should be
challenged and decisions made on the basis of an assessment,
including a mental capacity assessment. The assessment should
evidence that the principles of the Mental Capacity Act (2005)
have been applied.

For patients who may have additional needs on discharge, it
is worth exploring what support services may be available and
to identify what services were in place prior to admission. For
example, if the person has a learning disability they may have
a learning disability nurse in the community; involving them in
the patient’s discharge would ensure a safer transition for the
patient and enable access to a professional who has knowledge
and expertise in the field of learning disabilities but also in the
needs of the patient.

Discharge processes (DH 2004b) endorse the value of co-
ordination in a climate of shorter hospital stays and timely patient
discharge. Poor discharge planning may result in patients remain-
ing in hospital for longer than is necessary. Research has dem-
onstrated that a high level of communication between the pro-
fessionals planning the discharge and the providers of services
outside the hospital setting is an effective mode of preventing
readmission (Shepperd et al. 2013). McKenna et al. (2000) sug-
gest that an indicator of poor discharge practice is poor commu-
nication amongst the multidisciplinary team (MDT), and between
the hospital and community. For patients with complex needs,
see Box 2.8 for additional support and guidance for decision mak-
ing and planning. This should be used in conjunction with the
discharge checklist (Figure 2.17).

NB: This is not an exhaustive list and MUST BE DISCUSSED with the complex discharge co-ordinator/specialist sister,

discharge planning, palliative care
Complex discharge definition

* A large package of care involving different agencies.

* The patient’s needs have changed since admission, with different services requiring co-ordination.
* The family/carer requires intensive input into discharge planning considerations (e.g. psychological interventions):
— patients who are entitled to NHS Continuing Healthcare and who require a package of care on discharge

— patients for repatriation.
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1 Comprehensive assessment by nurse on admission and document care accordingly

(a) Provisional discharge date set. * This will only be an approximate date, depending on care needs,
equipment, and so on.
¢ It should be reviewed regularly with multidisciplinary team.
* Discharge should not be arranged for a Friday or weekend.

(c) Referral to community health services (in liaison with For example, community nurse (who may be able to arrange for night

......... multidisciplinary team). ... Sitters), community palliative care team.
(d) Request equipment from community nurse and discuss For example, hoist, hospital bed, pressure-relieving mattress/
with family. cushion, commode, nebulizer.

If oxygen is required, medical team to complete Home Oxygen
Ordering Form (HOOF) and Home Oxygen Consent Form (HOCF) for
oxygen cylinders and concentrators at home. Fax to relevant oxygen
supplier.

2 Discuss at ward multidisciplinary meeting, arrange family meeting/case conference as required, and invite
all appropriate healthcare professionals, including community staff

(a) Appoint discharge co-ordinator at the multidisciplinary © To act as co-ordinator for referrals and point of contact for any dis-
meeting. charge concerns.
* To plan and prepare the family meeting/case conference and to
arrange a chairperson and minute-taker for the meeting.
* Patient’s named nurse to liaise with discharge co-ordinator.

(b) Formulate a discharge plan at meeting. * At the meeting, formulate a discharge plan in conjunction with
patient, carers, and all hospital and community personnel involved
and agree a discharge date; an occupational therapist home visit
may be required.

(c) Ascertain discharge address. ¢ Liaise with services accordingly.
e It is important to agree who will care for patient/where the patient
will be cared for, for example ground/first floor.
* Ascertain type of accommodation patient lives in so that the equip-
ment ordered will fit in appropriately.
* NB: If not returning to own home, a GP will be required to take
patient on as a temporary resident.

(d) Confirm PROVISIONAL discharge date. * This will depend on when community services and equipment can
be arranged.
* This must be agreed with the patient and family/informal carer/s.

3 Ascertain whether community nurse is able to undertake any necessary clinical procedures in accordance
y%rith their local trust policy, for example care of skin-tunnelled catheters. Consider alternative arrangements
if necessary

(a) Confirm equipment agreed and delivery date. * NB: Family must be informed of delivery date and also requested
............................................................................................................... to contact ward to inform that this has been received.
(b) Confirm start date for care. * For example, social services/community nurse/community palliative

care
(c) Confirm with patient/family agreed discharge date. * [iaise with complex discharge co-ordinator for Community Services

Arrangements Form.
* Check community services are able to enter patient’s home as nec-
essary.

4 Forty-eight hours prior to discharge, fax and telephone community nurse with Community Care Referral
Form and discuss any special needs of patient, for example syringe driver, oxygen, wound care, intravenous
therapy, methicillin-resistant Staphylococcus aureus or other infection status. Give written information and
instructions

a. Arrange transport and assess need for escort/oxygen dur- © Should be in place for any change in patient’s condition/treatment

ing transport. plan.
b.Ongoing review. e If there is a change, notify/liaise with multidisciplinary team and
c. If NO change within 24 hours of discharge, confirm that:  community services.
— patient is medically fit for discharge * Ensure patient has drugs TTO with written and verbal instructions.
— all community services are in place as agreed * Next in/outpatient appointment as required.
— patient has drugs to take out (TTO) and next appointment ¢ Check arrangements for patient to get into home (front door key), heat-
— access to home, heating and food are checked. ing, food and someone there to welcome them home, as appropriate.

5 Hospital equipment, for example syringe drivers: ensure clearly marked and arrangements made for return

6 After discharge, follow-up phone call to patient by ward nurse/complex discharge co-ordinator as agreed to
ensure all is well
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Patient’s Name:.......cccevevveveeieinenennenecnececnennes.. Hospital No.iooevevnevnenennen.

Complex Discharge Planning Sheet

Document the patient & carer involvement in discharge decisions and any change of discharge date or arrangements

available / steps considered?

Date/Time

SIGNATURE WHEN ACTIONED COMMENTS
Discussed / agreed discharge | Fatient informed | Sig
date & arrangements Date/Time Provisional discharge date.............
e.g. Is heating organized? Carer informed S
Is access sorted e.g. keys 9 Agreed discharge date:..................

Equipment
Access INTRANET for information

« Discharge checklists for
specific needs
* Home equipment

about Discharge - Community Liaison

Not applicable Sig

Date/Time

¢ Specify equipment & document in the discharge planning
progress notes the arrangements as appropriate.

¢ Obtain or print relevant discharge checklist(s) and complete as
part of the patient’s documentation

Consider whether the patient needs:
bed, hoist, mattress, commode,
oxygen, nebulizer, syringe drivers
at home

Check if any investigations
are required e.g. EDTA, X-ray
or scans

Given to patient Sig

Take home Medication ordered Sig
medication/ Date/Time
equipment —

Nutritional supplements Sig

ordered Date/Time

Dressings ordered Sig

Date/Time

Appliances ordered e.g. Sig

stoma & continence aids Date/Time

Medication explained & Sig

given to patient Date/Time

Patient’s own medication Sig

returned including

controlled drugs Date/Time
Ability to self medicate Able Sig Is a dosette box required? Yes D
IfNOT ABLE{ name the Date/Ti Note arrangements in discharge
person who will prompt ate/time planning progress notes
or give medication post
discharge Not able Sig Named person:

Date/Time Self medication chart provided
Yes D

Follow up appointment | Ordered Sig Sicknotegiven - 1wa
Note Date/Time

Date/Time
No follow up Sig
Date/Time
Transport - specify on Not required Sig Date of transport booking:
transport form if : Date/Time Booking reference no:
° \C/\;alker Required Sig
. StrZiZ:her Date/Time ‘Do not attempt resuscitation’ letter
- completed by medical staff for
* Oxygen Booked Sig ambulance staff provided
o Escort Date/Time ves U
Property / valuables Ret}lrned to Sig
(including key to access patient Date/Time
home) X :
Not applicable Sig
Date/Time

Figure 2.17 Complex discharge planning sheet.
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Communication & written information to: Community nurse; Community Palliative Care Team, Hospice Home Care Team
¢ Document in the discharge planning progress notes the nature of communication with others and action required or taken
¢ Note whether Community Referral form(s) or Hospice form faxed and/or given to the patient

Community Referral not required Sig Comments
nurse Date/Time Copy of Referral form given to patient
Referral required Sig ves
Date/Time
Date of referral Sig
Date/Time
Referral form faxed Sig
Date/Time
Date of first visit agreed with community staff Sig
ves [ No L Not specified a Date/Time
Community Referral not required Sig Comments
Palliative Date/Time Copy of Referral form given to patient
gz::;?m/ Referral required Sig ves
Home Care Date/Time
Team Date of referral Sig
Date/Time
Referral form faxed Sig
Date/Time
Date of first visit agreed with community staff Sig
ves L No U Not specified a Date/Time
Other e.g. Marie Curie Nurse, Stoma Nurse, Continence Advisor, Comments
Specify: Referral required Sig Copy of Referral form given to patient
Date/Time Yes d
Date of referral Sig
Date/Time
Referral form faxed Sig
Date/Time
Date of first visit agreed with community staff Sig
Yes D No D Not specified D Date/Time

discharging the patient.

Communication & written information to Community Social Services
+ Clarify if section 2 and 5 notification forms required or whether the patient requires information, advice and/or carer’s assessment
by hospital social services (complete RMH Social Services Trigger Form)

¢ Be aware whether Community Care (Delayed Discharge) Act 2003 section 2 or section 5 notification sent to community social
services. If section 5 notification sent - ensure section 5 confirmation received from community social services prior to

¢ Document in the discharge planning progress notes the nature of communication with others and action required or taken

Comments

Community Referral not required Sig
Social Date/Time
Services
Required Sig
Date/Time

Figure 2.17 Continued

The ten steps to discharge planning

The DH has identified ten steps to discharge planning to assist
with the planning of discharge and transfer from hospital and
intermediate care (DH 2010).

1
2

Start planning for discharge or transfer before or on admission.
Identify whether the patient has simple or complex discharge
and transfer needs, involving the patient or carer in your decision.
Develop a clinical management plan for every patient within
24 hours of admission.

Co-ordinate the discharge or transfer of care process through
effective leadership and handover of responsibilities at ward level.

Set an expected date of discharge or transfer within 24-48
hours of admission and discuss with the patient and carer.
Review the clinical management plan with the patient each
day, take necessary action and update progress towards the
discharge or transfer date.

Involve patients and carers so that they can make informed
decisions and choices that deliver a personalized care path-
way and maximize their independence.

Plan discharges and transfers to take place over 7 days to
deliver continuity of care for the patients.

Use a discharge checklist 24-48 hours before transfer.

Make decisions to discharge and transfer patients each
day.
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Evidence-based approaches

Single Assessment Process

The Single Assessment Process (SAP) is a key part of the
National Service Framework for Older People (DH 2001), but is not
used comprehensively in the UK. The SAP is designed to replace
fragmented assessments carried out by different agencies with
one seamless procedure (Hunter 1998). It is based on the recogni-
tion that many older people have wide-ranging welfare needs and
that agencies need to work together to ensure that assessment
and subsequent care planning are effective and co-ordinated, and
that care is holistic and centres on the whole person (Lymbery
2005). This standard aims to ensure that the NHS and social
care services treat older people as individuals and enable them
to make choices about their own care, by producing a compre-
hensive ‘individualized care plan’ that will set out their full needs
and entitlements (Taylor 2012). The SAP aims to make sure older
people’s needs are assessed thoroughly and accurately, but with-
out procedures being needlessly duplicated by different agencies,
and that information is shared appropriately between health and
social care agencies.

Legal and professional issues

There is a requirement in discharge planning for nurses to share
information about patients with health and social care providers
in the community and, in doing so, there needs to be consid-
eration regarding consent to share information and using safe
procedures to ensure information is only shared with those who
require it. Failing to apply good information governance pro-
cesses could result in information being shared inappropriately
and the breaching of a patient’s right to confidentiality. Patients
need to consent to their information being shared and, where
the patient lacks capacity to share information, then sharing
needs to be considered in the patient’s ‘best interest’ based on a
mental capacity best interest assessment (Mental Capacity Act
2005, p.3).

Pre-procedural considerations

Itis essential that nurses are aware of their organization’s discharge
procedures, policies and protocols. If a patient is to be admit-
ted for an elective procedure and has attended pre-assessment,
discharge needs should be identified at this point to allow effec-
tive planning and potential services notified in advance of any
admission. This is even more pertinent where patients are being
admitted for a short length of stay. These discussions with
patients and their families can also help them to determine what
they may need on discharge and to plan accordingly.

The role of informal carers
Engaging and involving patients and informal carers, family
member or friends who provide care in an unpaid capacity as
equal partners is central to successful discharge planning (DH
2003, Holzhausen et al. 2001). The Picker Report, an independ-
ent patient survey, identified that 16% of patients questioned
reported that they did not feel involved in their discharge (Gar-
rett and Boyd 2008). The hospital discharge process is also a
critical time for informal carers, placing an increasing burden
of care on them (Bauer et al. 2009, Higginson and Costantini
2008), yet Holzhausen et al. (2001) suggest they do not feel
involved in the discharge process. It may be the first time they
have been confronted with the reality of their role, the effect it
may have on their relationship with the person needing care,
their family and their employment (Hill et al. 2001). Research
suggests that if carers are unsupported, this can result in early
readmission of the patient (Holzhausen et al. 2001). It is there-
fore important to involve carers as partners in the discharge
planning process.

The Carers (Equal Opportunities) Act 2004 was implemented
to support carers in a practical way by providing information,
helping carers to remain at work and to care for themselves.

Under the Act, carers are entitled to their own assessment and
many support services can be provided, including respite, at
no charge. Carers are often unaware that they are entitled to an
assessment and may be able to access care and support as a
carer. It is important that carers are made aware of this and part
of this might be as simple as letting them know that the role
they play with their family member is that of a carer: many peo-
ple would see themselves as a wife, husband or daughter rather
than a carer.

It is important to recognize that in some families, children
may take on a caring role and their needs may go unrecognized
(Naked Flame Research 2004). Informing community health and
social care providers that there are young carers involved, with
prior consent from the parents, may enable the young carers to
access additional support services (CarersUK 2012, Naked Flame
Research 2004). Young carers may struggle with the responsi-
bilities of providing care to parents and their function can fre-
quently go unrecognized, making the young carer feel isolated
and distressed.

Throughout discharge planning, carers’ needs should be recog-
nized and acknowledged. Carers may have different needs from
patients and there may be conflicting opinions about how the
patient’s care needs can be met. It is not uncommon for patients
to report that their informal carer is willing to provide all care but
the carer is not in agreement with this. Healthcare profession-
als should allow carers sufficient time and provide appropriate
information to enable them to make decisions. They should also
provide written information on the discharge plan and ensure
adequate support is in place before discharge takes place (DH
2010). This will promote a successful and seamless transfer from
hospital to home.

The discharge planning process and the primary/
secondary care interface

The discharge planning process can be initiated by any member
of the PHCT or social services staff in the patient’s home, prior
to admission, in pre-admission clinics or on hospital admission
(Huber and McClelland 2003). Importance is attached to devel-
oping a primary care-led NHS, reinforced by the government’s
White Paper The New NHS: Modern, Dependable (DH 1998). The
focus on quality, patient-centred care and services closer to where
people live will be dependent on primary, secondary and tertiary
professionals working together (Davis 1998).

However, it is important to note that the Community Care
(Delayed Discharges) Act (DH 2003) introduced a system of
reimbursement to NHS bodies from social services departments
for delays caused by the failure of social services departments
to provide timely assessment and/or services for a patient
being discharged from an acute hospital bed. An awareness
of the process and required timescales is essential to ensure
that a patient’s discharge is not delayed because social ser-
vices have had insufficient time to respond to a request for an
assessment.

The discharge planning process takes into account a patient’s
physical, psychological, social, cultural, economic and environ-
mental needs. It involves not only patients but also families,
friends, informal carers, the hospital multidisciplinary team
and the community health/social services teams (Maramba et
al. 2004, Salantera et al. 2003), with the emphasis on health
and social services departments working jointly. However,
a new emphasis is being placed on personalized care in the
community, with patients purchasing and managing their own
care package (Darzi 2008). Giving patients greater control and
choice over the services they need requires the professionals
to ensure that they have provided information regarding all
the possible alternatives for care open to the patient and their
carers (Darzi 2008).

As well as patient experience, discharge planning is consid-
ered a factor in reducing the length of hospital stay, which has
a financial impact for the NHS (DH 2004a,b, Bull and Roberts



Box 2.9 Discharge against medical advice form

Name:
Hospital No:
Address:

Chapter 2 Assessment and discharge

I wish to discharge myself against medical advice and accept full responsibility for my actions.

Signed:
Date:
Time:

Statement to be signed by the Doctor

I have discussed with the patient the medical reasons why he/she should remain in the hospital.

Signed:

This form should be filed with the patient’s medical records

NB: If concerned about support in the community for the patient, contact social services, the complex discharge co-ordinator or the

on-call sister in charge out of hours for advice.

2001, Mardis and Brownson 2003, Nazarko 1998). Given the
huge cost of inpatient care, it is important to ensure that proce-
dures are in place, and complied with, to facilitate patients being
discharged at the earliest opportunity. However, the notion of a
seamless service may be idealistic because of increasing time
constraints and the complex care needs of high-dependency
patients (Smith 1996).

A significant proportion of patients, 3-11%, return to hospital
within 28 days because of complications that have arisen as a
consequence of their health. Readmission rates can be reduced
through the health assessments and planning that take place in
hospital (NHS Institute for Innovation and Improvement 2014).
This reinforces the fact that good discharge planning can not
only support a better experience for the patient and their carers
on discharge but could in fact prevent further unnecessary admis-
sions to hospital.

Occasionally the discharge process may not proceed as
planned; a discharge may be delayed for a number of reasons
and a system should be in place to record this. Patients may take
their own discharge against medical advice and this should be
documented accordingly (Box 2.9). When patients are assessed
as requiring care or equipment but decline these, this does not
negate the nurse’s duty to ensure a discharge is safe. A discus-
sion should take place with the patient and carer to assess how
they intend to manage without the required care/equipment in
place. It is crucial that the community services are aware of
assessed needs that are not being met through patient choice
or lack of resources. It is critical that the community teams who
will be supporting the patient when they return home are notified
and where possible this should be in writing, such as sending
them a copy of the ‘Discharge against medical advice’ form (see
Box 2.9, Box 2.10).

When patients are informed by their medical teams that there
are no further treatment options and advised that their prognosis
may be poor, they may decide they want to go home urgently and
plans would need to be set up at short notice.

Box 2.10 Patients taking discharge against medical advice

Nursing staff responsibility

If a patient wishes to take their own discharge, the ward sister/
co-ordinator should contact:

* a member of the medical team

* the manager on call

* the complex discharge co-ordinator.

The complex discharge co-ordinator will inform social services
if appropriate. Out of hours, following a risk assessment, the
manager on call will contact the local social services depart-
ment, if appropriate, and inform the hospital social services
department the following day.

Medical staff responsibility

The doctor, following consultation with the patient, should
complete the appropriate form prior to the patient leaving the
hospital. The form must be signed by the patient and the doc-
tor and filed in the medical notes. The doctor must immedi-
ately contact the patient’s GP.

Voluntary services

In many areas voluntary sector providers have begun to forge
ways to deliver efficient, high-quality, patient-centred care. Evi-
dence suggests that partnerships between the NHS and volun-
tary sectors have the potential to address a number of priorities,
including prevention and shifting treatment, care and support
into the community (Addicott 2013). Therefore, it is worth explor-
ing what voluntary services are available locally that could sup-
port patients in the return to the community, ranging from prac-
tical support such as small home improvements to befriending
services.
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Reablement and intermediate care

The provision of reablement or enablement and intermediate care
packages constitutes what are known as ‘supported discharges’.
The aim is to support the patient in making the transfer from
hospital to community, thereby avoiding lengthy stays for reha-
bilitation in an acute hospital bed (DH 2010). This may be a short
stay in a residential rehabilitation unit or community hospital.
This can also be provided in the patient’s own home with addi-
tional services such as occupational therapy and physiotherapy
being provided to support a personal care package. These ser-
vices are normally short term and are likely to be reviewed within
6 weeks of discharge.

Reablement or enablement has been defined as ‘services for
people with poor physical or mental health to help them accom-
modate their illness by learning or re-learning the skills necessary
for daily living. The focus is on restoring independent function-
ing rather than resolving health care issues, and on helping peo-
ple to do things for themselves rather than the traditional home
care approach of doing things for people that they cannot do for
themselves’ (DH 2010). Reablement or enablement focuses on
dressing, using the stairs, washing and preparing meals. In some
areas reablement or enablement may include social reintegration
to support social activities. Although reablement overlaps with
intermediate care, its focus on assisting people to regain their
abilities is distinctive.

The National Service Framework for Older People (DH 2001) sig-
nalled the development of intermediate care as one of the major
initiatives for services in the future. It is recognized that, if at all
possible, older people are best cared for at home. To aid the tran-
sition period from hospital to home, intermediate care teams may
provide a period of intensive care/rehabilitation following a hospi-
tal stay, which may take place in a care home or in the individu-
al’s own home. It is likely to be limited to a maximum of 6 weeks
but there are local variations in practice. Intermediate care needs
to have a person-centred approach, involving patients and carers
in all aspects of assessment, goal setting and discharge planning.
Its success depends on local knowledge of the service and inter-
agency collaboration (Hancock 2003). There is growing evidence
suggesting that intermediate care initiatives reduce admissions
to acute hospitals and residential/nursing home placements (DH
2010, Foundation Trust Network 2012).

Social services care — Sections 2 and 5

If a patient does not meet the criteria for reablement, enablement
or intermediate care, they may still receive assistance with per-
sonal care and domestic tasks through social services. However,
it must be made clear to the patient and/or their family that they
will be financially assessed and as a result may be charged for
the service. In some local authorities, if the patient is assessed as
‘self-funding’, social services may only then offer a signposting
service to private care providers. Where a patient is assessed as
requiring care from social services to enable them to return home,
then the trust should notify the local authority using the Commu-
nity Care and Delayed Discharge Act processes.

The local authority will require a Section 2 no later than 72
hours prior to discharge but this should be done at the earliest
opportunity. When the patient has been assessed and is ready
for discharge, a Section 5 notification should be sent to the
local authority at least 24 hours before discharge. How the local
authority responds to the Section 2 may depend on what local
arrangements are in place. Many local authorities have a social
worker or social work department within the trust to facilitate the
setting up of care packages for discharge. Other authorities may
require additional assessments such as occupational therapy or
medical reports to enable them to set up the care. It is not uncom-
mon for local authorities to request an NHS Continuing Health-
care checklist to be completed as part of the process to assess
if the patient might be entitled to NHS Continuing Healthcare
funding.

NHS Continuing Healthcare

NHS Continuing Healthcare funding exists to support people
with complex healthcare needs. It is provided to support the care
that people need over an extended period of time as a result of dis-
ability, accident or illness, to address both physical and mental
health needs. It may require services from the NHS and/or social
care. It can be provided in a range of settings, for example, from
a care home to care in people’s own homes. NHS Continuing
Healthcare is a package of care arranged and funded solely by the
NHS. It should be awarded when it is established (through a com-
prehensive multidisciplinary assessment) that an individual’s pri-
mary care need is a health need. There has been inconsistency in
applying the criteria nationally (House of Commons Health Com-
mittee 2005), resulting in the Department of Health producing a
National Framework for NHS Continuing Healthcare (DH 2009).

In November 2012 new national tools for NHS Continuing Health-
care were launched. These replace any previous tools, including
the fast-track assessment for patients who have a rapidly deterio-
rating condition and a checklist to identify if a patient should be
assessed using the full assessment. There is a legal obligation to
inform patients of their right to be assessed for NHS Continuing
Healthcare funding. There is an online resource booklet (www.gov.
uk/government/publications/nhs-continuing-healthcare-and-nhs-
funded-nursing-care-public-information-leaflet) informing patients
of their rights and outlining the process (DH 2012). Patients who
may be entitled to funding through this process could be paying
unnecessarily for their care through social services as they will
have been financially assessed or could be funding their own care.
An important element of the new tools is the requirement for a
signed consent rather than presumed consent (DH 2012).

Discharge to a care or nursing home

Discharging a patient to a care or nursing home requires careful
thought as giving up their own home is one of the most traumatic
events that a person has to consider. The impact on a patient and
their carer may be significant, particularly where the person lives
with a partner or family member and this would be a loss for both
of them. A thorough multidisciplinary assessment is essential,
taking into account the individual needs of the patient and their
family or carer and exploring all the options before deciding on a
care/nursing home. It is really important that carers are supported
throughout this process. In most cases the family or carer will be
the person who is looking for a care home placement. This can be
quite a daunting process and it is worth providing a list of ques-
tions and things to look for when assessing a care or nursing home
(Table 2.4).

Nursing and care home placements can be delayed while wait-
ing for funding to be approved or waiting for a suitable bed to
become available and it may therefore be necessary to consider
an interim placement (DH 2003). It is important that the patient
and carers are aware that there may be time limits on the stay
in hospital so they will be required to find a suitable placement
within an agreed timescale. Many hospitals have a policy to sup-
port staff where patients and their carers are delaying the process
of arranging a nursing home placement.

In 2007 there were important changes in the funding arrange-
ments for adults requiring registered nursing care in nursing
homes in England (DH 2013). All adults needing the skills and
knowledge of a Registered Nurse to meet all or certain ele-
ments of their care needs have that care paid for by the NHS.
The amount of funding, paid directly to the nursing home, is
dependent on a comprehensive assessment of the patient’s care
needs by a Registered Nurse, who will usually be employed by
the local Clinical Commissioning Group. NHS-funded nursing
care was originally provided via payment ‘bands’, which relate
to the level of nursing care required. However, the National
Framework (DH 2006b), which came into effect in October
2007, replaced the banding system with a weekly rate for NHS-
funded nursing care.
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Table 2.4 Questions and things to look for when assessing a care or nursing home

Questions

...........................................................

* Is the home easy for family and friends to visit, particularly those who have to rely on public transport?
* Does the home have its own transport?

First impressions

* Is the main area accessible for disabilities, e.g. wheelchairs, poor sighted, hard of hearing?

* Do the staff answer the door promptly?

* Do the staff appear friendly and welcoming?

* Does there appear to be a number of staff on duty?

* Do the residents look well cared for and clean?

* Is there an up-to-date registration certificate on display?
* It is usual to sign a visitors’ book on arrival.

* Is the home/room clean and fresh?
* Are the rooms single or shared?
* Do the rooms have ensuite facilities?

The accommodation

* Can you bring your own furniture and personal belongings?

* Where are the nearest toilets, are they accessible?

* Is there a telephone in the room and/or mobile phone reception?
* Is there a wifi connection/is there a charge for this?

* Are there quiet areas to sit in?

* What are the meal times?

¢ Is there a choice of meals/diets?

* Is there a laundry service on site?

* How often do the hairdresser, dentist, chiropody, religious support, GP visit?

Personal needs

* Does a resident change GP if they move from the local area?

* Where are medications stored?
* Can I get a newspaper?

* What activities can I join in or hobbies to continue?

* Does the home arrange outings?

* Are there quiet areas for family/friends to visit?

* Can they stay for meals?

* Is there an overnight room where they can stay?

Finances and * What are the fees?
contracts

* What are the terms and conditions?

* What services do the fees include, e.g. chiropody, hairdresser, etc.?

* Is there a reduction if the patient is admitted to hospital or goes on holiday?
* What is the notice period/terminating contract?

* When is the room available from?

* How many qualified nursing staff are on duty day and night (in a nursing home)?

Nursing needs

* How often do qualified nursing staff review a resident (in a nursing home)?
* How often does the community nursing team visit and review residents in the care home?

* What is the daily care routine?

* If the patient has very specific nursing needs, how will they be managed? Refer to the list given by the
ward staff on the patient’s specific health care needs.

* How often do the community palliative care team visit the home?

* How often is the GP or doctor in the home?

* Although a difficult thing to consider, are they able to support patients to remain in the home for end-of-

life care?

Equipment to facilitate a patient’s discharge

Patients will frequently require equipment to enable them to return
home. The equipment needs of each patient should be assessed at
pre-admission and throughout their stay. From a nursing perspec-
tive, patients may require additional equipment such as oxygen,
which should be prescribed using the appropriate national Home
Oxygen Order Forms part A and B. However, in some hospitals
this task is completed by a specialist respiratory nurse. It is useful
to know how the local procedures work and how to access oxygen
for patients at home. Consideration also needs to be given to the
monitoring and reviewing of the patient on oxygen once at home.

Specialist ongoing care provisions for

patients at home

Patients may require additional provisions to be put in place to
facilitate a safe and timely discharge. Patients may be returning
home having had interventions that mean they need specialist

nursing input. There will be locally agreed policies and proce-
dures in the community about what can be provided, therefore it
is important to confirm that the individual patient’s nursing needs
can be met before discharge.

Nutritional needs on discharge

In some cases, patients may be receiving nutritional supplements
via feeding tubes, known as enteral feeding. The common routes
for enteral feeding in the community are:

¢ radiologically inserted gastrostomy (RIG)

* percutaneous endoscopically placed gastrostomy (PEG)
* jejunostomy

* nasogastric.

Community nurses and dieticians should be contacted in advance
of a patient returning home with supportive feeding in situ to
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ascertain what information and support they need to facilitate the
patient’s safe and timely discharge.

Pumps and drains

For wound healing, in some cases patients may be discharged
with drains or pumps in situ. It is important to confirm that the
Clinical Commissioning Group will fund the equipment before
discharge. The patient should be supplied with at least 1 week’s
supply of dressings, allowing the community nurse time to order
additional supplies. This timescale may vary depending on local
agreements between acute trust and community health providers.

Medication

Before a patient is discharged, the nurse needs to ensure that the
patient and, where appropriate, the carer are competent to self-
administer medication at home. In some areas tablet dispensers
are provided, particularly for those who have difficulty opening
containers. If carers/community nurses are involved, local policies
need to be adhered to. A medicines administration record (MAR
chart) should be given on discharge, clearly stating the name of
the drug, dose and frequency and any other special instructions.
Special considerations are required for medications prescribed for
pumps and drivers, e.g. for patients who require end-of-life care of
symptom management.

Patients with particular care needs on discharge

It is important to recognize that some patients may have addi-
tional needs that they have not considered themselves whilst in
hospital (Box 2.11). If, for example, the patient lives alone or is
very frail, simple tasks such as shopping for basic provisions may
be very difficult. Consequently, some shopping may need to be
done prior to discharge. The patient may have a family member,
friend or neighbour who can do this but the patient may assume
this task is going to be done when it has not been, thus leaving
the patient at home with no basic provisions and no means of
getting them. It is therefore really important to talk to the patient
about how they might manage these tasks on discharge and con-
sider other means of support such as Age UK or a local voluntary
service.

For patients who are frail and at risk of falls, ensuring that they
know that the community pendant alarm systems can be installed
may provide the patient and family with some reassurance. Fur-
ther information regarding these alarms and the local providers is
usually held by the local authority.

Housing and impact on discharge

On discharge, consideration may need to be given to patient
accommodation, such as the suitability of the accommodation
and equipment needs, for example, if the patient’s property is in
a poor state or there are issues in relation to hoarding. A domicili-
ary visit may be required to ensure the property is habitable; this
may need to be done by or with social services. It is also possi-
ble that prior to admission patients were homeless or they have
become homeless during the admission. The patient may need to
be supported to access accommodation through the local author-
ity homelessness team. As part of the process, the patient will
need to provide evidence of eligibility for social housing.

Issues of access to patient accommodation may impact on dis-
charge plans. For example, the patient was mobile prior to admis-
sion and lives in third-floor accommodation with no lift, but is
no longer mobile. However, the patient may still be discharged
back to their property whilst the housing department reviews the
accommodation and provides suitable alternative accommoda-
tion at a later date. Where the patient is a home owner, the hous-
ing department may be less likely to intervene and it may be down
to the patient and their family to address this.

Prior to discharge
It is important to continue to review the discharge needs of
a patient up until the day of their discharge. There are certain

Box 2.11 Patients with particular care needs on discharge

Live alone.

Are frail and/or elderly.

Have care needs which place a high demand on carers.
Have a limited prognosis.

Have serious illnesses and will be returning to hospital for
further treatments.

Have continuing disability.

Have learning difficulties.

Have mental illness or dementia.

Have dependants.

Have limited financial resources.

Are homeless or live in poor housing.

Do not have English as their first language.

Have been in hospital for an ‘extended stay’.

Require aids/equipment at home.

Source: DH (2004). © Crown copyright. Reproduced under the Open Govern-
ment Licence v2.0.

issues that need to be addressed for all patients, such as transport
to enable them to return home and that medications to take home
have been ordered and are ready for discharge. For patients with
more complex needs, it may be useful to use a discharge check-
list; this can be commenced on the patient’s admission and moni-
tored throughout the patient’s hospital stay (see Figure 2.17).

Discharge at the end of life

The End of Life Care Strategy (DH 2008) requires that an assess-
ment is made of the patient’s preferred place of care and how
and where they wish to be cared for at the end of life. Some
patients may already have an advance care plan, within which
will be recorded these wishes as well as any advance decision
they have made about their end-of-life care. For some patients,
these conversations may need to take place to ensure that they
and their families are given the opportunity to make informed
decisions about their wishes. It is important that these conversa-
tions are realistic and that patients and their families are aware of
the services and potential gaps that might arise once the person
is at home. For instance, if the patient believes that community
nurses can be with them at any time day or night when a cri-
sis occurs, this may set up the patient, family and community
healthcare providers to fail.

The condition of a person nearing the end of life may change
rapidly, so it is essential that choices are made and community
services are accessed without delay. There may be occasions
when a patient is reaching the end of life and the decision is
made that their preferred place of care/death is home. Then every
effort must be made to ensure that all practicable steps are taken
to allow that to happen (Vaartio et al. 2006). Such discharges
are often complex and multifactorial and require a multidiscipli-
nary team to be flexible and responsive. It is important in the
first instance to contact relevant community teams to highlight
the need for a rapid response to any referrals being made. Com-
munity nursing, the community palliative care team and, where
available, the community matron should be notified at the earli-
est opportunity. A fast-track NHS Continuing Healthcare funding
application may need to be submitted to access funding for the
care provision. The patient may also require essential equipment
to enable them to return home, such as a profiling bed, commode
or hoist; again, these should be ordered at the first opportunity.

Once care and equipment are in place and discharge is pro-
ceeding, ensure that a medical review takes place and that the
GP, community nurses and community palliative care team are
provided with a copy of the discharge summary (Figure 2.18).
Telephone contact with the GP prior to discharge is essential to
ensure they visit the patient at home.
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Name: Hospital No:

Patients Being Discharged Home for Urgent Palliative Care
Checklist for Discharge

This form should be used to assist with planning an urgent discharge home for a patient with terminal care

needs. It should be used in conjunction with the Discharge Policy.

Sign and date to confirm when arranged and equipment given. Document relevant information in the
discharge planning section of the nursing documentation. Document if item or care is not applicable.

Appoint a designated discharge lead:

| Date & Time | Signature, Print Name & Job Title

Patient / Family Issues

Meeting with patient/family to discuss:- patient’s condition
and prognosis

Plan agreed and discussed with patient and carers. Explain
the level of care that will be provided in the community.
Ensure an understanding that there will not be 24 hour
nursing presence.

Communication with Community Nurse and Community Palliative Care Team

Discuss with patient/family:

e Patient and family needs

¢ The role of each service and the timing and frequency
of visits

¢ Community Service cover at night (to support family)
e.g. Marie Curie or other local services

¢ The need to complete the Continuing Care Application
Form, if necessary.

¢ Liaise with complex discharge co-ordinator if advice or
fast tracking needed.

Agreed planned date and time of community nurses first

Agreed planned date and time of community palliative care
team first visit..........coooeeinenn

Night nursing service Startdate..............cccocvivininnen.

Communication with GP and Community Palliative Care Medical Team- Medical Responsibilities

(Hospital medical team to organize - the nurse to confirm

when arranged)

Registrar to discuss patient’s condition with GP and request
home visit on day of discharge for death certification
purposes. Agreed date and time of visit.....................

Oxygen: HOOF and HOCF completed and faxed to relevant
company.

Company to arrange delivery date and time with family.
[Fax copies to GP for information only]

Medical summary faxed to GP (A copy with patient

Registrar or Specialist Nurse to discuss with the
Community Palliative Care team the patient’s needs and
proposed plan of care

Adequate supply of drugs prescribed for discharge (TTOs)
including crisis drugs e.g. s/c morphine, midazolam.

Authorization for drugs to be administered by community
nurses. Please refer to Subcutaneous Drugs policy and

Figure 2.18 Checklist for patients being discharged home for urgent palliative care.

(continued)
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complete the discharge checklist for the McKinley T34
syringe pump.

Prescription sheet of authorisation for drugs to be
administered by community nurses. Faxed to Community
Nurse and GP

‘Do Not Attempt Resuscitation’ letter for Ambulance Crew

Equipment - confirm delivery of equipment

Electric, profiling hospital bed

Pressure relieving equipment

Commode/urinal/bed-pan

Hoist/ slings/ sliding sheets

Other, please state
e.g. McKinley T34......ccooviiiiiiiiiiiiiieeeceeeeeen,

Provide 4 days supply of:

Dressings

Sharps bin

Continence aids

Transport (confirm by ticking appropriate boxes) = CHECK OTHER DISCHARGE DOCUMENTATION

Escort (family/nurse)

Family informed and aware that the patient may not survive
the transfer journey and that the ambulance crew will not
attempt resuscitation

Written information and documentation

Community Care Referral form completed and faxed for the
attention of .......oiviiiiii

Community Care Referral form and medical summary given
to patient or relative (specify)

Community Palliative Care Team form completed and faxed
for the attention of.........cccocviviniiviniiiiiieeiienes

Patient/carer given list of contact numbers of community
services (including night service)

Medication list, stating reasons for drugs, given and
explained to patient/ relative

Confirm with the Hospital Consultant/Complex Discharge-
Co-ordinator whether a bed should be held for this patient for|
24hrs only (unless in exceptional circumstances following
discussion with the Complex Discharge Co-ordinator)

Signature/print name of designated ward based discharge lead:.........ccccecveveveveneneninnnns

Date/Time...ccceveveieiiieieneiririenenecnencenes

File this form in the patient’s records on discharge.

Figure 2.18 Continued




The patient should be reviewed just prior to discharge by the
medical team and any changes in their clinical condition or needs
should be shared with the community healthcare providers. It
may even be necessary to review the decision and to have open
and honest conversations with the patient and their family about
what to expect in the coming hours, days or weeks.

Post-procedural considerations

A discharge delay is when a patient remains in hospital beyond
the date agreed between the multidisciplinary team and beyond
the time when they are medically fit to be discharged (DH 2003).
For every patient who is ‘delayed’, NHS trusts are required to
report the delay to their commissioners. It is the responsibility of
the health authorities, in collaboration with local authorities, to
monitor and address any issues that result in delays in the trans-
fer of patients from an acute bed to their home or community bed,
such as care home or rehabilitation bed. Trusts closely monitor
bed activity and reporting varies from weekly to daily in winter
months.
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Overview

This chapter describes the steps to be taken to minimize the risk
of individuals acquiring infections during the course of care or
treatment. Patients are most at risk but healthcare staff are also
legally obliged to take reasonable and practicable precautions
to protect themselves, other staff and anyone else who may be
at risk in their workplace (Health and Safety at Work etc. Act
1974). The chapter describes the standard precautions that must
be taken with all patients at all times regardless of their known
infection status, and the additional precautions that need to be
taken with some patients. Additional precautions can be required
either:

* because the patient is colonized or infected with micro-
organisms that may pose a particular risk to others, or

* because they are particularly vulnerable to infection them-
selves.

Note that it is quite possible for additional precautions to be
required for both these reasons with one patient — someone who
is more vulnerable to infection may well acquire an infection that
poses a risk to others.

The chapter also describes the specific precautions that must be
taken during invasive procedures, in particular aseptic technique.

Related issues such as the safe management of healthcare waste
are also considered briefly.

Infection prevention and control

Definitions

‘Infection prevention and control’ has been defined as the clinical
application of microbiology in practice (RCN 2010). More simply,
itis a collective term for those activities intended to protect people
from infections. Such activities are carried out as part of daily life
by most individuals; for example, people wash their hands before
eating to protect themselves from infection. The term is most
often used in relation to healthcare, in particular with reference to
preventing patients acquiring those infections most often associ-
ated with healthcare (such as wound infection) and preventing
the transmission of micro-organisms from one patient to another
(sometimes referred to as cross-infection).

Defined in Box 3.1 are some other terms used when discussing
infection prevention and control. Confusion may sometimes arise
because some of these terms are synonymous or have meanings
which overlap, or are used in different ways by different people or
organizations. This has been highlighted wherever possible.

Box 3.1 Terms used when discussing infection prevention and control

Infectious agent

Anything that may be transmitted from one person to another, or from the environment to a person, and subsequently cause an
infection or parasitic infestation. Infectious agents are most often micro-organisms such as bacteria or viruses.

Pathogen

A micro-organism that is capable of causing infection. Many micro-organisms are opportunistic pathogens; that is, they will cause
infection in vulnerable individuals but not, normally, in healthy adults.

Colonization

When micro-organisms are present on or in a person but not currently causing any harm, that person is said to be colonized with
those organisms. For example, human beings are normally colonized with huge numbers of several different species of bacteria.

Healthcare-associated infection (HCAI)

Any infection acquired as a result of a healthcare-related intervention or an infection acquired during the course of healthcare that
the patient may reasonably expect to be protected from. For example, a person may acquire viral gastroenteritis in many circum-
stances but, if they acquire it in hospital from another patient, it should be regarded as healthcare associated. This has replaced the
term ‘hospital-acquired infection’.

Cross-infection

Cross-infection is one term given to the transmission of infectious agents between patients within the healthcare setting. It may be
direct transmission from one person to another, or indirect, for example via an incorrectly cleaned piece of equipment.

Universal precautions

Correctly called universal blood and body fluid precautions, these are the precautions that are taken with all blood and ‘high-risk’
body fluids. They are based on the principle that any individual may be infected with a bloodborne virus, such as HIV or hepatitis
B, and so pose a risk of infection; no individual can be regarded as completely ‘risk free’. They are incorporated within standard
precautions.

Standard precautions

The phrase ‘standard precautions’ is sometimes used interchangeably with ‘universal precautions’ (see above) but is used in this
chapter and elsewhere (e.g. Health Protection Scotland 2009, Siegel et al. 2007) to describe the actions that should be taken in every
care situation to protect patients and others from infection, regardless of what is known of the patient’s status with respect to infec-
tion. Standard precautions include:

* hand hygiene at the ‘5 moments’ described by the WHO (2009a), including before and after each patient contact

* care in the use and disposal of sharps

* the correct use of personal protective equipment for contact with all blood, body fluids, secretions and excretions (except sweat)
* providing care in a suitably clean environment with adequately decontaminated equipment

* the safe disposal of waste

* the safe management of used linen.
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Transmission-based precautions

Additional infection control precautions taken with patients known or strongly suspected to be infected or colonized
with organisms that pose a significant risk to other patients. The precautions will vary depending on the route by which the
organism travels from one individual to another, but there will be common elements. Transmission-based precautions can be
divided into:

* contact

* enteric

* droplet

* airborne.

Contact precautions

Additional infection control precautions to be taken with patients known or strongly suspected to be infected or colonized with
pathogenic micro-organisms that are mainly transmitted through touch or physical contact. Contact precautions normally consist of
isolation of the patient in a single room, where possible, and use of gloves and apron for any procedure involving contact with the
patient or their immediate environment (Siegel et al. 2007).

Enteric precautions

Additional infection control precautions to be taken with patients suffering symptoms of infectious gastroenteritis, that is diarrhoea
or vomiting that does not have an obvious mechanical or non-infectious cause. Enteric precautions should be taken from the first
instance of diarrhoea or vomiting, regardless of whether a causative organism has been identified, until there is a definitive diagno-
sis that the symptoms do not have an infectious cause. Enteric precautions consist of prompt isolation of the patient in a single room
with the door closed and use of gloves and apron for any procedure involving contact with the patient or their immediate environ-
ment (Chadwick et al. 2000, DH/HPA 2008).

Droplet precautions

Additional infection control precautions taken with patients known or strongly suspected to be infected or colonized with pathogenic
micro-organisms that are mainly transmitted via droplets of body fluid expelled by an infected person. These are most often respira-
tory secretions expelled during coughing and sneezing but can include droplets from other sources such as projectile vomiting or
explosive diarrhoea. The droplets are relatively large (>5 um diameter) and do not remain suspended in the air for long so special
ventilation is not normally required. Droplet precautions consist of isolation of the patient in a single room with the door closed and
use of gloves and apron for any procedure involving contact with the patient or their immediate environment. Staff entering the room
should wear a mask (Siegel et al. 2007).

Airborne precautions
Additional infection control precautions taken with patients known or strongly suspected to be infected or colonized with pathogenic
micro-organisms that are mainly transmitted through the airborne route. These organisms are present in smaller droplets expelled
by an infected person and so remain suspended in the air. Droplet precautions consist of prompt isolation of the patient in a single
room, if possible with negative pressure ventilation or a positive pressure lobby, with the door closed, and use of gloves and apron
for any procedure involving contact with the patient or their immediate environment. Staff entering the room should wear a fitted
respirator (Siegel et al. 2007).

Some guidelines merge droplet and airborne precautions in order to provide a single set of instructions for staff caring for patients
with any respiratory or airborne infection.

Isolation

Isolation is the practice of nursing a patient in a single-occupancy room to reduce the risk of spread of pathogens and to reinforce
and facilitate additional infection control precautions.

Source isolation
The practice of isolating a patient for the main purpose of preventing the spread of organisms from that patient.

Protective isolation
The practice of isolating a patient for the main purpose of preventing the spread of organisms to that patient, normally used for
patients with impaired immune systems.

Cohorting

When the number of patients with a particular infection or carrying a particular organism exceeds the single room capacity of
a healthcare provider, they may be nursed together in a cohort. This is most often done for highly infectious conditions such as
norovirus. Patients who require isolation but have different infections cannot be cohort nursed together because of the risk of cross-
infection between them.

Barrier nursing

The practice of nursing a patient who is carrying an infectious agent that may be a risk to others in such a way as to minimize the
risk of transmission of that agent to others.

Reverse barrier nursing

The practice of nursing an individual who is regarded as being particularly vulnerable to infection in such a way as to minimize the
transmission of potential pathogens to that person.
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Related theory

People who are receiving healthcare, whether in hospital or else-
where, are at risk of infection (Loveday et al. 2014). There are
many reasons for this; for example, people who are already ill
may be less able to resist infection, and the invasive devices and
procedures that are often used in healthcare often bypass some
of the body’s normal defences. If they are in hospital, this puts
them in close proximity to other people who may also be more
vulnerable to infection (Breathnach 2005, Gillespie and Bamford
2012). However, many infections acquired by patients receiving
healthcare are preventable, as has been amply demonstrated by
the 50% reduction in MRSA bacteraemia (bloodstream infections
caused by meticillin-resistant Staphylococcus aureus) in English
NHS hospitals between 2005 and 2008 (Health Protection Agency
2010a) and dramatic falls in the number of cases of Clostridium
difficile infection in England (Health Protection Agency 2010b).
These reductions were achieved by the systematic application
and monitoring of established practices for the prevention and
control of infection, including diligent hand hygiene and correct
aseptic technique.

Common healthcare-associated infections

The 2011 national prevalence survey of patients in hospital
in England with infections identified that 64 out of every 1000
patients in hospital at the time of the survey had an infection, a
prevalence rate of 6.4%. Incidentally, this is another illustration of
the fact that many healthcare-associated infections are prevent-
able — the previous survey in 2006 showed a prevalence of 8.2%
(Smythe et al. 2008). The most common types of infection were
respiratory tract, urinary tract and surgical site infections (Health
Protection Agency 2012). Less common types of infection, for
example bacteraemia (bacteria infecting the bloodstream), may be
more severe, so all procedures must be carried out in such a way
as to minimize the risk of any infection.

Causes of infection

Infections are normally caused by micro-organisms. These are
life forms too small to see with the naked eye. In some cases,
for example prion diseases such as Creutzfeldt-Jakob disease
(CJD), it can be unclear if the causative agent is actually living
or not, while at the other extreme, infection control precautions
will be applied to prevent the transmission of visible parasites
such as scabies mites or enteric worms that may be metres in
length (although their eggs are microscopic). The term ‘infec-
tious agent’ is therefore often used to describe anything that
may be transmitted from one person to another, or from the
environment to a person, and subsequently cause an infection
or parasitic infestation.

The major groups of micro-organisms are described below.
Which group an infectious agent belongs to will have signifi-
cant implications for the treatment of an infected individual — for
example, antibiotics target bacteria but have no effect on viral
infections — but for infection prevention and control it is more
important to understand the route of transmission as this will dic-
tate if any additional, transmission-based, precautions need to be
in place (Siegel et al. 2007).

Types and classification of micro-organisms

Historically, the classification of micro-organisms was based
on physical characteristics such as their size, shape or ability to
retain a particular stain to make them visible under the micro-
scope. Some of these distinctions are still useful, but classifica-
tion is increasingly based on genetic characteristics, as analysis
reveals the actual relationships between organisms. This can lead
to confusion as new discoveries lead to species being reclassified
and renamed. It should be noted that there can also be a wide vari-
ety of characteristics within each species, leading to significant
variations in the severity of infection caused by different strains
of the same organism. A good example of this is Escherichia coli.
Every human being carries millions of these bacteria with no ill

effects but infection with the toxin-producing O157 strain can
cause serious illness.

This section describes the different types of organisms that
may be encountered in a healthcare environment as well as the
differences between and within the different types (Gillespie and
Bamford 2012, Goering et al. 2012).

Bacteria

Bacteria are probably the most important group of micro-
organisms in terms of infection prevention and control because
they are responsible for many opportunistic infections in health-
care. A healthy human being will typically be host to one quadril-
lion (1000 trillion or 10%) bacteria — around ten times as many
organisms as there are cells in the human body. In normal cir-
cumstances the relationship between these bacteria and their
host is commensal (i.e. their presence does not cause the host any
problems) and may be mutually beneficial. For example, E. coli
present in the gut can be an aid to digestion. However, when
circumstances change, these commensal organisms can cause
infections. If the E. coli in the example above are transferred from
the gut to the urinary tract, a urinary tract infection can result.

Whether or not any particular situation will result in an infec-
tion depends on a wide range of factors and is not always pre-
dictable. What is certain is that bacterial infections cannot occur
when bacteria are not present, hence the importance of measures
designed to minimize the risk of transmission. However, the pres-
ence of bacteria does not necessarily indicate an infection — as
noted above, many millions of bacteria live on and in the human
body without causing harm - so the diagnosis of a bacterial infec-
tion and any decision about treatment must be made by consid-
ering a combination of the patient’s symptoms and laboratory
results that may indicate the presence of any particular bacteria
(Gillespie and Bamford 2012).

Bacteria are what are known as prokaryotes, as opposed to
eukaryotes, the term used for more complex organisms such as
humans. This means that bacterial cells are much smaller and
simpler than human cells, typically about the size of some of the
structures such as mitochondria that exist within a mammalian
cell. This small size means that bacteria do not have separate
structures (such as a nucleus) within their cells. What bacteria
do have and mammalian cells do not is a cell wall that contains
the rest of the cell and gives it a distinctive shape (Goering et al.
2012). Some of these shapes are illustrated in Table 3.1. In terms
of healthcare-associated infections, the most important bacteria
are generally rod shaped or spherical.

The structure of the cell wall determines another important dis-
tinction in medically significant bacteria: whether they are Gram
positive or Gram negative. The ‘Gram’ in these terms refers to
Gram staining, named after its Dutch inventor, Hans Christian
Gram (1853-1938), who devised the stain in 1884. Put simply, the
structure of the cell wall determines whether or not the bacteria
are able to retain a particular stain in the presence of an organic
solvent such as acetone. The structure of the cell wall determines
other characteristics of the bacteria, including their susceptibility
to particular antibiotics, so knowing whether the cause of a bacte-
rial infection is Gram positive or negative can help to determine
appropriate treatment (Goering et al. 2012). The structure of the
two different types of cell wall is shown in Figure 3.1.

Other structures visible outside the cell wall may include pili,
which are rigid tubes that help the bacteria attach to host cells (or,
in some cases, other bacteria for the exchange of genetic mate-
rial), flagellae, which are longer, mobile projections that can help
bacteria to move around, and capsules, that can provide protection
or help the bacteria to adhere to surfaces. These are illustrated in
Figure 3.2. The presence or absence of different structures will
play a part in determining an organism’s pathogenicity - its abil-
ity to cause an infection and the severity of that infection (Goering
et al. 2012).

A final bacterial structure to consider is the spore. Bacteria nor-
mally reproduce by a process called binary fission — they create



Table 3.1 Bacterial shapes and arrangements

Shape/arrangements

Cluster

Spiral-shaped

a copy of their genetic material and split themselves in two, with
each ‘daughter’ cell being an almost exact copy of the parent
(there are mechanisms by which bacteria can transfer genetic
material between cells and so acquire characteristics such as
antibiotic resistance, but they are beyond the scope of this
chapter). However, some bacteria, notably Clostridium difficile,
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Notes/example

Different species divide in one plane to make pairs
and chains or in multiple planes to make clusters

Staphylococcus

Treponema pallidum, which causes syphilis

have the capacity, in adverse conditions, to surround a copy of
their genetic material with a tough coat. Because this structure
is created within the bacterial cell, it is sometimes referred to
as an endospore, but is more often simply called a spore. Once
the spore is formed, the parent cell dies and disintegrates, leav-
ing the spore to survive until conditions are suitable for it to
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Figure 3.2 Bacterial structures.

germinate into a normal, ‘vegetative’ bacterial cell that can then
reproduce (Goering et al. 2012). Spores are extremely tough and
durable. They are not destroyed by boiling (hence the need for
high-temperature steam under pressure in sterilizing autoclaves)
or by the alcohol handrubs widely used for hand hygiene — hence
the need to physically remove them from the hands by washing
with soap and water when caring for a patient with Clostridium
difficile infection (DH/HPA 2008).

Some medically significant bacteria are listed in Table 3.2.

A few bacteria do not easily fit into the Gram-positive/negative
dichotomy. The most medically significant of these are the Myco-
bacteria, which are responsible for diseases including tuberculo-
sis and leprosy (Goering et al. 2012).

Viruses

Viruses are much smaller, and even simpler, than bacteria. They
are often little more than a protein capsule containing some
genetic material. They do not have cells, and some people do not
even consider them to be alive. They have genes and will evolve
through natural selection, but have no metabolism of their own.
The most significant characteristic of viruses is that they can only
reproduce within a host cell, by using the cell’s own mechanisms

Table 3.2 Medically significant bacteria

Spherical Rod-shaped
‘Gram  Staphylococcus aureus  Clostridium dificile
positive  Streptococcus Spp Clostridium tetani
Bacillus spp
‘Gram  Neisseria meningitides  Pseudomonas aeruginosa

negative Neisseria gonorrhoeae  Escherichia coli
Legionella pneumophila
Acinetobacter baumannii

Salmonella

to reproduce the viral genetic material and to manufacture the
other elements required to produce more virus particles. This
often causes the death of the cell concerned (Goering et al. 2012).

The small size of viruses (poliovirus, for example, is only 30
nanometres (nm) across) means that most are smaller than the
wavelengths of visible light. They can only be ‘seen’ with a spe-
cialist instrument such as an electron microscope, which will
only be available in a very few hospital microbiology laborato-
ries. Diagnosis of viral infections is normally by the patient’s
symptoms, with confirmation by laboratory tests designed
to detect either the virus itself or antibodies produced by the
patient’s immune system as a response to infection (Goering
et al. 2012).

There are viruses that specifically infect humans, or other ani-
mals, or plants, or even bacteria. This is one characteristic that
can be used in classifying them. However, the main basis for
classification is by the type of genetic material they contain. This
can be DNA or RNA, and may be in a double strand, as seen in
other organisms’ DNA, or in a single strand. Other characteris-
tics include the shape of the viral particle and the sort of disease
caused by infection (Gillespie and Bamford 2012).

The life cycle of all viruses is similar and can be summarized as
follows (Goering et al. 2012).

1 Attachment: a virus particle attaches to the outside of a host
cell. Viruses are generally very limited in the types of cell that
they can attach to, and normally infect only a single species or
a limited range of related host organisms. Even a wide-ranging
virus such as rabies is restricted to infecting mammals.

2 Penetration: the virus particle enters the host cell. The exact
mechanism of this depends on the virus and the type of host.

3 Uncoating: the virus particle breaks down and exposes the viral
genetic material.

4 Replication: the instructions contained in the viral genes cause
the host cell mechanisms to create more viral particles.

5 Release: the new viral particles are released from the cell. Some
viruses may ‘bud’ from the surface of the cell, acquiring their
enclosing membranes in the process, but often release occurs
due to cell rupture and destruction.

This process is illustrated in Figure 3.3.

A final point to consider in relation to viral structure and infec-
tion prevention and control is the presence or absence of a lipid
envelope enclosing the viral particle. Those viruses that have a
lipid envelope, such as herpes zoster virus (responsible for chick-
enpox and shingles), are much more susceptible to destruction
by alcohol than those without, for example norovirus, which is a
common cause of viral gastroenteritis (WHO 2009a).

Fungi

Like bacteria, fungi exist in many environments on Earth, includ-
ing occasionally as commensal organisms on human beings.
Unlike bacteria, they are eukaryotic, so their cells share some
characteristics with other eukaryotes such as humans, but they
are distinct from both animals and plants. Fungi are familiar to us
as mushrooms and toadstools and the yeast that is used in brew-
ing and baking. They also have many uses in the pharmaceutical
industry, particularly in the production of antibiotics. Fungi pro-
duce spores, both for survival in adverse conditions, as bacteria
do, and to provide a mechanism for dispersal in the same way as
plants (Goering et al. 2012).

A few varieties of fungi are able to cause opportunistic infections
in humans. These are usually found in one of two forms: either
as single-celled yeast-like forms that reproduce in a similar fash-
ion to bacteria, by dividing or budding, or as plant-like filaments
called hyphae. A mass of hyphae together forms a mycelium. Some
fungi may appear in either form, depending on environmental con-
ditions. Fungal infections are referred to as mycoses. Superficial
mycoses such as ringworm and thrush usually involve only the
skin or mucous membranes and are normally mild, if unpleasant,
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but deeper mycoses involving major organs can be life-threatening.
These most frequently occur in patients who have severely impaired
immune systems and may be an indicator of such impairment; for
example, pneumonia caused by Pneumocystis jirovecii (previously
carinii) is considered a clinical indication of AIDS. Superficial infec-
tions are generally transmitted by physical contact, whereas deeper
infections can result, for example, from spores being inhaled. This
is why it is important to ensure that patients with impaired immu-
nity are protected from situations where the spores of potentially
pathogenic fungi are likely to be released, for example during build-
ing work (Goering et al. 2012).

Protozoa

Protozoa are single-celled animals, some species of which are
medically important parasites of human beings, particularly in
tropical and subtropical parts of the world where diseases such
as malaria are a major public health issue. Unlike bacteria, their
relationship with humans is almost always parasitic — that is, their
presence has an adverse effect on the host. The life cycles of pro-
tozoa can be complex, and may involve stages in different hosts.

Medically important protozoa include Plasmodium, the cause of
malaria, Giardia and Cryptosporidium, which can cause gastroen-
teritis, and Trichomonas, which is a sexually transmitted cause of
vaginitis (Gillespie and Bamford 2012).

The most common routes of infection with protozoa are by con-
suming them in food or water or via an insect vector such as a
mosquito (Goering et al. 2012). Cross-infection in the course of
healthcare is uncommon but not unknown.

Helminths

‘Helminths’ is a generic term for parasitic worms. A number of
worms from three different groups affect humans: tapeworms,
roundworms (nematodes) and flukes. Transmission is generally
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by ingestion of eggs or larvae, or of infected animals or fish, but
some are transmitted via an insect vector and some, notably the
nematode Strongyloides, have a larval stage that is capable of
penetrating the skin (Gillespie and Bamford 2012).

Helminth infections can affect almost every part of the body,
and the effects can be severe. For example, the Ascaris worm can
cause bowel obstruction if there are large numbers present; Bru-
gia and Wuchereria obstruct the lymphatic system and eventually
cause elephantiasis as a result; and infection with Toxocara (often
after contact with dog faeces) can result in epilepsy or blindness
(Goering et al. 2012). However, cross-infection in healthcare is not
normally considered a significant risk.

Arthropods

Arthropods (insects) are most significant in infectious disease in
terms of their function as vectors of many viral, bacterial, protozoan
and helminth-caused diseases. Some flies lay eggs in the skin of
mammals, including humans, and the larvae feed and develop in
the skin before pupating into the adult form, and some, such as
lice and mites, are associated with humans for the whole of their
life cycle. Such arthropod infestations can be uncomfortable, and
there is often significant social stigma attached to them, possibly
because the creatures are often visible to the naked eye. The activ-
ity of the insects and the presence of their saliva and faeces can
result in quite severe skin conditions that are then vulnerable to
secondary fungal or bacterial infection (Goering et al. 2012).

Lice

Species of Pediculus infest the hair and body of humans, feed-
ing by sucking blood from their host. The adult animal is around
3 mm long and wingless, moving by means of claws. It cannot
jump or fly, and dies within 24 hours if away from its host, so
cross-infection is normally by direct contact or transfer of eggs or
adults through sharing personal items (Wilson 2006).

Scabies

Scabies is caused by the mite Sarcoptes scabiei, an insect less
than 1 mm long, which burrows into the top layers of skin. Infes-
tation usually starts around the wrists and in between the fin-
gers because acquisition is normally by close contact with an
infected individual. The female mites lay eggs in these burrows
and the offspring can spread to other areas of skin elsewhere on
the body. The burrows are visible as a characteristic rash in the
areas affected. In immunocompromised hosts or in those unable
to practise normal levels of personal hygiene, very high levels of
infestation can occur, often with thickening of the skin and the
formation of thick crusts. This is known as ‘Norwegian scabies’
and is associated with a much higher risk of cross-infection than
the normal presentation. Scabies is most often associated with
long-stay care settings, but there have been reported outbreaks
associated with more acute healthcare facilities (Wilson 2006).

Prions
Prions are thought to be the causative agents of a group of
diseases called transmissible spongiform encephalopathies
(T'SEs), the most well known of which are Creutzfeldt-Jakob
disease (CJD) and its variant (vCJD). vCJD has been associated
with the bovine spongiform encephalopathy (BSE) outbreak in
Great Britain in the late 1980s and early 1990s. TSEs cause
serious, irreversible damage to the central nervous system and
are fatal. They are characterized by ‘plaques’ in the brain that
are surrounded by holes that give the appearance of a sponge,
hence the name. It used to be thought that this group of dis-
eases was caused by so-called ‘slow’ viruses but they are now
widely thought to be caused by prions, although this theory
is not universally accepted. The theory is described below
(Weaving 2007).

The prion protein (PrP) is a normally occurring protein found
on the surface of some cells (PrPC). The disease-causing form
of the protein (PrPCJD) appears to have an identical amino acid
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sequence but has a different three-dimensional shape. When
the normal protein PrPC is exposed to the disease-causing form
PrPCJD, it changes its conformation to that of PrPCJD. PrPCJD
appears to progressively accumulate and be deposited in the
brain, resulting in the characteristic ‘plaques’. This process is
slow compared to the replication of most micro-organisms and
‘classic’ CJD normally appears in older people.

One of the characteristics of vCJD is that it affects a much
younger age group, although the incubation period still appears to
be a number of years. There are currently no reliable tests to identify
infection before the onset of symptoms, which has led to the worry
that there could be a large pool of asymptomatic carriers of the
vCJD infectious agent who may act as a reservoir for onward trans-
mission via healthcare procedures. Routes of transmission already
confirmed for CJD and vCJD include dura mater and corneal grafts,
treatment with human-derived growth hormone, blood transfusion
and surgical instruments. The infectious agent does not appear to
be affected by decontamination processes such as autoclaving and
chemical disinfection to the same extent as more familiar micro-
organisms such as bacteria or viruses. This has led to extensive
reviews of decontamination procedures in the UK and has resulted
in an increased emphasis on effective washing to remove any resid-
ual organic material that may harbour the infectious agent, and on
the tracking of instruments to individual patients to facilitate any
look-back exercise should any patient be identified as suffering from
CJD or vCIJD at a later date (Weaving 2007).

Creutzfeldt-Jakob disease is a sporadic illness that affects
around one person in every million and probably arises from a
spontaneous genetic mutation. It should also be noted that only
a very small number of people have developed vCJD. It appears
that a combination of exposure to the infectious agent and genetic
susceptibility is necessary for progression to the disease (related
TSEs have a very strong genetic component), and there are numer-
ous measures in place to prevent both the infectious agent entering
the food chain and onward transmission through healthcare inter-
ventions. These appear to be the only routes of infection — there is
no evidence of transmission via any other route. However, there is
much that is unclear about the disease and the causative agent.

Table 3.3 Links in the chain of infection

Portal of

entry /

Transmission

Susceptible
host

Infectious

agent /

Reservoir

Figure 3.4 The chain of infection. A useful tool for seeing
how to prevent transmission. How would you break each of
the links in the chain?

Mechanisms of infection
Whether or not a particular infectious agent will cause an infec-
tion in any given circumstance is dependent on many different
factors, including how easily that agent can be transmitted, its
pathogenicity (which is its ability to cause disease) and its viru-
lence (which determines the severity of the infection produced)
(Gillespie and Bamford 2012). It is generally accepted that for
infection to occur, certain linked requirements need to be met;
these links are often referred to as the chain of infection (Damani
2011). While the chain of infection will not be strictly accurate in
every case — some ‘links’ may be missing or will overlap — it is an
extremely useful model to use when considering how infection
can be prevented, by breaking the ‘links’ in this chain. Some links
are easier to break than others — for example, it is often easier to
prevent an infectious agent entering a susceptible person than it
is to prevent it leaving an infected one.

The chain of infection is illustrated in Figure 3.4 and the links
are listed, with examples of how infection can be prevented at
each link, in Table 3.3.

Link Definition Example Examples of breaking the chain
Infectious A potentially pathogenic Any potential pathogen Removal of infectious agents through cleaning;
agent micro-organism or other destruction of micro-organisms through
agent sterilization of equipment; treatment of patient
with bacterial infection with antibiotics
Reservoir Any location where micro- Human beings; the healthcare Cleaning equipment and the environment;

organisms or other agents
may exist or reproduce

environment; stagnant water

removing stagnant water by flushing low-use
taps and showers and changing flower water
regularly; minimizing the number of people
present in high-risk situations such as surgery

Mode of
transmission

Susceptible
host

The route by which the
infectious agent leaves the
reservoir

See ‘Modes of
transmission’
The route by which the

infectious agent enters a
new host

The person that the
infectious agent enters has
to be susceptible to infection

Diarrhoea or vomit may carry
norovirus; droplets expelled during
coughing or sneezing may contain
respiratory pathogens

Organisms introduced into a
normally sterile part of the body
through use of an invasive device,
for example urinary catheter;
inhalation of airborne pathogens

The very old and very young are
more susceptible, as are people
with underlying chronic illnesses

Asking a patient with active tuberculosis
infection to wear a mask in communal areas of
the hospital

Avoiding unnecessary invasive devices;
using strict aseptic technique; staff members
wearing masks when dealing with infectious
agents that may be inhaled

Ensuring adequate nutrition and personal
hygiene; providing vaccination to healthcare
workers



Modes of transmission

The mode of transmission is the method by which an infectious
agent passes from one person or place to another. Considering
the mode of transmission allows the practitioner to implement the
measures required to prevent it.

Direct contact

This is person-to-person spread of infectious agents through
physical contact between people. It occurs through normal nurs-
ing activities and can happen during aseptic procedures if tech-
nique is poor. It can be prevented through good hand hygiene, the
use of barriers such as aprons and gloves and non-touch tech-
nique for aseptic procedures (Loveday et al. 2014).

Indirect contact

This occurs when someone comes into contact with a contami-
nated object. Many items in the healthcare environment can
become contaminated, but the most likely routes of spread are
inadequately decontaminated items of equipment used for diag-
nosis or treatment. Transmission is prevented by effective clean-
ing, decontamination and good hand hygiene (DH/HPA 2008).

Droplet transmission

When people cough, sneeze or even talk, they expel droplets of
respiratory secretions and saliva. These droplets will travel about
a metre from the person expelling them, and may contain the
agents responsible for respiratory infections such as influenza
or tuberculosis. Transmission is prevented through isolating
the affected patient and using masks, aprons and gloves to pro-
vide a barrier. Transmission of these infectious agents may also
be reduced through good hand hygiene as transmission by indi-
rect contact via contaminated surfaces is also possible (Crabtree
and Henry 2011).

Airborne transmission

Airborne transmission also involves droplets or particles contain-
ing infectious agents, but on a small enough scale that the par-
ticles can remain suspended in the air for long periods of time.
Infections spread via this route include measles and chickenpox.
Prevention is as for droplet transmission.

Parenteral transmission

This is a form of contact transmission, where blood or body fluids
containing infectious agents come into contact with mucous mem-
branes or exposed tissue. In healthcare, this can occur through
transplantation or infusion (which is why blood and organs for
transplantation are screened for bloodborne viruses such as HIV)
or through an inoculation injury where blood splashes into the eyes
or a used item of sharp equipment penetrates the skin. This last
type of incident is often referred to as a ‘needlestick’ injury. Trans-
mission is prevented by good practice in handling and disposing of
sharps and the appropriate use of protective equipment, including
eye protection (UK Health Departments 1998). A European Union
directive recently incorporated into UK legislation requires the use
of ‘safe’ or needle-free devices wherever possible in order to reduce
the risk of inoculation injury (Health and Safety Executive 2013).

Faecal-oral transmission

This occurs when an infectious agent present in the faeces of an
infected person is subsequently ingested by someone else and
enters their gastrointestinal tract. It is the route of much gastroin-
testinal illness and water- and foodborne disease. There are often
several steps involved. As an example, someone with infectious
diarrhoea whose hand hygiene is poor is likely to contaminate
any food they prepare; this exposes anyone who eats that food to
infection. Transmission is prevented through isolating any patient
with symptoms of gastroenteritis; effective hand hygiene by both
staff and patients with soap and water (as many of these organ-
isms are less susceptible to alcohol); appropriate use of gloves
and aprons; and good food hygiene (DH/HPA 2008).
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Vector transmission

Many diseases are spread through the action of a vector, most
often an insect that travels from one person to another to feed.
This route is not currently a concern in healthcare in England, but
in some areas of the world, for example where malaria is endemic,
protecting patients from vectors such as mosquitoes is an impor-
tant element of nursing care.

These definitions are useful for considering the different routes
by which infectious agents can spread but there is also overlap
between the different categories: droplet and airborne spread, for
example, or indirect contact and faecal-oral. Many agents will be
spread by more than one route or there may be a combination
of routes involved. In norovirus infection, for example, the over-
all mode of spread is faecal-oral but if someone is infected with
norovirus, they may vomit and create an aerosol of droplets that
contain the virus. Those droplets may be ingested directly from
the atmosphere or they may settle on food, surfaces or equipment
in the immediate vicinity. Anyone touching those surfaces will
pick up the virus on their hands (indirect contact) and transmit it
to their mouth either directly or via food.

Sources of infection

An individual may become infected with organisms already pre-
sent on their body (endogenous infection) or introduced from
elsewhere (exogenous infection). The majority of healthcare-
associated infections (HCAIs) are endogenous, hence the impor-
tance of procedures such as effective skin decontamination prior
to invasive procedures (Loveday et al. 2014).

Indicators and effects of infection

Generally, infection is said to have occurred when infectious
agents enter a normally sterile area of the body and cause symp-
toms as a result. There are obvious exceptions to this (for exam-
ple, the digestive tract is not sterile, being home to trillions of
micro-organisms, but many types of infectious gastroenteritis
are caused by particular organisms entering this area) but it is a
useful working definition. The symptoms of infection are listed
below. Not all symptoms will be present in all cases, and it should
be noted that many symptoms are due to the body’s response to
infection and so may not be present in severely immunocompro-
mised patients (Fishman 2011).

Symptoms of infection

* Heat: the site of the infection may feel warm to the touch, and

the patient may have a raised temperature.

Pain: at the site of the infection.

Swelling: at the site of the infection.

Redness: at the site of the infection.

Pus.

Feeling of general malaise.

In gastrointestinal infection: abdominal pain and tenderness;

nausea; diarrhoea and/or vomiting (Goering et al. 2012).

e In urinary tract infection: frequency of micturition; often con-
fusion in the elderly; loin pain and/or abdominal discomfort
(Goering et al. 2012).

Evidence-based approaches

Rationale

The principle of all infection prevention and control is prevent-
ing the transmission of infectious agents. However, the measures
taken to reduce the risk of transmission must be reasonable, prac-
ticable and proportionate to the risk of transmission and the effects
of infection with any particular agent. For example, while Staphy-
lococcus aureus can cause severe infections, it is carried by around
a third of the population and so isolating every patient carrying it
would not be practicable. MRSA can cause equally serious infec-
tions, is resistant to many of the antibiotics that would normally be
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used to treat these infections and is carried by far fewer people, so
it is both reasonable and practicable to take additional precautions
to prevent its spread in healthcare. These may include isolation in
an acute hospital but it would not be reasonable to segregate a col-
onized individual in a mental health unit where social interaction
may form part of their care and the risk to other individuals is less.

The management of any individual who is infected or colonized
with an organism that may pose a risk to other individuals must
be based on a risk assessment that takes into account the follow-
ing factors:

* how easily the infectious agent can be passed to other people

* the susceptibility to infection of other people being cared for in
the same area and the likely consequences of their becoming
infected

* the practicality of implementing particular infection prevention
and control precautions within that area or institution (the num-
ber of single rooms available, for example)

* the individual’s other nursing needs (Wilson 2006).

The infection prevention and control policies of health and social
care providers are based on generic risk assessments of their usual
client or patient group and should be adhered to unless there are
strong reasons to alter procedures for a particular individual’s care.
In such circumstances, the advice of the infection prevention and
control team (IPCT) should be sought first. Nurses working in
organizations without an IPCT should identify the most appropri-
ate source from which to seek advice, preferably before it is needed.

Indications

Infection prevention and control precautions must be taken with
all patients, regardless of whether or not they are known to be
carrying any particular infectious agent that may cause a hazard
to others. This is because it is impossible to guarantee whether or
not any given individual is free of any particular infectious agent
and because many common micro-organisms may cause infec-
tions in some circumstances. Additional infection control precau-
tions are indicated when:

* an individual is particularly vulnerable to infection because of
some deficiency in their normal defence mechanisms; or

¢ they are known to be infected or colonized with an infectious
agent that may pose a particular risk to others.

Contraindications

As mentioned previously, precautions to prevent the spread of
infection must be based on a risk assessment that takes in all
the relevant factors. In some cases precautions will need to be
modified because of a patient’s physical or psychological needs.
Isolation, for example, has been demonstrated to have an adverse
psychological effect on some individuals (Morgan et al. 2009).

Anticipated patient outcomes
The anticipated outcome is that no patient will acquire micro-
organisms from any other individual during the course of health-
care or suffer an avoidable infection.

Legal and professional issues

In England, the Health and Safety at Work etc. Act 1974 is the
primary piece of legislation relating to the safety of people in the
workplace. It applies to all employees and employers, and requires
them to do everything that is reasonable and practicable to pre-
vent harm coming to anyone in the workplace. It requires employ-
ers to provide training and appropriate protective equipment and
employees to follow the training that they have received, use the
protective equipment provided, and report any situations where
they believe inadequate precautions are putting anyone’s health
and safety at serious risk. This dovetails with the requirements
of the Nursing and Midwifery Council (NMC 2015) for nurses to
promote and protect the well-being of those in their care and to

report their concerns in writing if problems in the environment of
care are putting people at risk.

Therequirement to protect individuals from healthcare-associated
infections is further emphasized in England by the Health and
Social Care Act 2008. This legislation is monitored and enforced
by the Care Quality Commission, which assesses care providers
against the requirements of the Code of Practice on the prevention
and control of infections and related guidance (DH 2010a). Often
referred to as the Hygiene Code, this has been applied to NHS hos-
pitals in England, in one form or another, for some years and now
applies to all providers of health or adult social care. Each provider
must be registered with the Care Quality Commission and declare
compliance with the ten criteria of the Hygiene Code. These criteria
are summarized in Table 3.4. They also provide a useful guide for
healthcare providers in other countries as to the elements an organ-
ization should have in place to facilitate effective infection preven-
tion processes. For example, they could be used as the basis for a
checklist for healthcare practitioners and organizations to assess
the processes, policies and procedures that they have in place or
may wish to have to help minimize the risk of infection to patients.

In England, nurses need to be aware of the measures that are
in place in their workplace to ensure compliance with the Code
of Practice. For example, many hospital trusts have a programme
of regular visits to clinical areas by senior staff who will carry
out an inspection against the criteria of the Code as if they were
an external assessor. This programme ensures that senior staff
are familiar with the Code and that everyone is familiar with the
inspection process. In addition, nurses may need to carry out
activities to promote compliance and provide evidence of assur-
ance, such as audits of hand hygiene performance or compliance
with aseptic technique. One such set of audits in place in many
hospitals in England is the package produced by the Department
of Health (2007a) and known collectively as Saving Lives. These
are discussed in more detail later.

In addition to healthcare-specific requirements, items of legisla-
tion and regulation have also been devised with the objective of
reducing the risk of infection in any situation that apply to health-
care as much as they do to any other business or workplace.
These include legislation and regulation relating to food hygiene
(Food Safety Act 1990), water quality (Health and Safety Commis-
sion 2001), waste management (Hazardous Waste Regulations
2005) and other issues that are peripheral to healthcare but must
be taken into account when developing policies and procedures
for an NHS trust or other healthcare provider.

Competencies

The NMC Code (NMC 2015) states that all nurses must work
within the limits of their competence. This means, for example,
not carrying out aseptic procedures without being competent and
confident that they can be carried out without increasing the risk
of introducing infection through lack of knowledge or technique.
However, there are some procedures for infection prevention and
control that must be carried out as part of every care activity, and
so all nurses must be competent in these if they are to provide any
level of physical care at all. These are the standard precautions for
infection prevention and control (Wilson 2006) and include:

* hand hygiene

* use of personal protective equipment such as gloves and aprons

* appropriate segregation and disposal of waste, in particular used
sharps items and other equipment designated as single use

* appropriate decontamination of reusable equipment after use.

Pre-procedural considerations

Equipment

All infection prevention and control measures have the objec-
tive of preventing the transmission of infectious agents, whether
by removing such agents from items that may be contaminated
(hand hygiene and cleaning) or establishing a barrier (personal
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Compliance
criterion What the registered provider will need to demonstrate
1 Systems to manage and monitor the prevention and control of infection. These systems use risk assessments and
consider how susceptible service users are and any risks that their environment and other users may pose to them
2 Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and
control of infections
3 Provide suitable accurate information on infections to service users and their visitors
Provide suitable accurate information on infections to any person concerned with providing further support or
nursing/medical care in a timely fashion
5 Ensure that people who have or develop an infection are identified promptly and receive the appropriate treatment
and care to reduce the risk of passing on the infection to other people
6 Ensure that all staff and those employed to provide care in all settings are fully involved in the process of preventing

and controlling infection

Have and adhere to policies designed for the individual’s care and provider organizations that will help to prevent

and control infections

10 Ensure, so far as is reasonably practicable, that care workers are free of and are protected from exposure to
infections that can be caught at work and that all staff are suitably educated in the prevention and control of
infection associated with the provision of health and social care

Source: DH (2010a). © Crown copyright. Reproduced under the Open Government Licence v2.0.

protective equipment and isolation). There are therefore some
items that should be available for effective infection prevention
and control in any situation where healthcare is provided. It is
worth noting that it is a legal requirement in the UK for employ-
ers to provide suitable personal protective equipment when risks
cannot be controlled in other ways, and for employees to use the
equipment provided (Health and Safety Executive 2005).

Equipment for hand hygiene

It is essential that wherever care is provided, there are facilities for
hand hygiene (WHO 2009a). Hand wash basins in clinical areas
should have taps that can be turned on and off without using the
hands; that is, they should be non-touch or lever operated (DH
2006). Basins used solely by clinical staff for hand hygiene should
not have plugs (to encourage hand washing under running water)
or overflows (because they are difficult to clean effectively and
can be a reservoir for organisms such as Pseudomonas that may
cause infection in vulnerable individuals) (DH 2013a). Basins that
are also used by patients may require plugs, which will require
careful management with some client groups to reduce the risk of
flooding. In all cases, the taps should be positioned so that water
does not fall directly into the outflow as this may lead to splashes
containing organisms from within the drain. Taps should be of
a mixer type that allows the temperature to be set before hand
washing starts. Access to basins must be unobstructed by any
furniture or equipment to ensure that they can easily be used
whenever required (WHO 2009a).

Liquid soap dispensers should be positioned close to hand wash
basins and care should be taken to ensure that soap cannot drip
onto the floor from the dispenser and cause a slip hazard. Soap
should be simple and unscented to minimize the risk of adverse
reactions from frequent use. There is no advantage to using soap
or detergents combined with or containing antimicrobial agents
for routine hand washing. These preparations carry a higher risk
of adverse reactions and should not be used routinely. Bar soap
should not be used. For surgical scrub, the most commonly used
preparations contain either chlorhexidine or povidone-iodine;
both reduce bacterial counts significantly but chlorhexidine has
a residual effect that prevents rapid regrowth. A paper towel dis-
penser should be fixed to the wall close to the hand wash basin.

Hand towels should be of adequate quality to ensure that hands
are completely dried by the proper use of one or two towels. To
conveniently dispose of these towels, a suitable bin with a pedal-
operated lid should be positioned close to the basin, but not so
that it obstructs access to the basin (WHO 2009a).

Alcohol-based handrub should be available at the point of care
in every clinical area for use immediately before care and between
different care activities on the same patient (NPSA 2008). Dispens-
ers may be attached to the patient’s bed or bedside locker, and
free-standing pump-top bottles can be used where appropriate,
such as on the desk in a room used for outpatient clinics. Dispens-
ers should not be sited close to sinks unless this is unavoidable
because of the risk of confusion with soap, particularly if the dis-
pensers are similar. Smaller sized personal issue bottles are appro-
priate where there is a risk that handrub may be accidentally or
deliberately drunk, such as in paediatric areas or when caring for
a patient with alcohol dependency (NPSA 2008). Note: Antiseptic
handrubs based on non-alcoholic antiseptics are available but evi-
dence suggests that alcohol is the most useful agent in terms of
range and speed of antimicrobial activity (WHO 2009a).

Equipment for waste disposal

Also available should be disposal bags for domestic and clinical
waste and a sharps bin if the procedure is to involve the use of
any sharp single-use items (DH 2013b). The sharps bin should
always be taken to the point of use (Loveday et al. 2014); do not
transport used sharps in any other way or in any other container
(UK Health Departments 1998). Bags and containers used for
hazardous waste should be coloured according to their final dis-
posal method (DH 2013b).

Personal protective equipment (PPE)

Other equipment required for infection prevention and control
will depend on the activity being carried out, but basic PPE to
provide a barrier to body fluids and micro-organisms — non-latex
disposable gloves, disposable aprons and eye protection as a
minimum - should be readily available in the clinical area (Love-
day et al. 2014), and particularly where regular use is anticipated.
For example, it is appropriate to have dispensers for gloves and
aprons situated outside isolation rooms. All PPE sold in the UK
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must comply with the relevant regulations and standards, includ-
ing being ‘CE’ marked to demonstrate that they meet these stand-
ards (Department of Trade and Industry 2002).

Disposable gloves

Gloves will be necessary in some circumstances but should be
worn only when required (WHO 2009b). Non-sterile disposable
gloves are most usefully available packaged in boxes of 100 ambi-
dextrous gloves, in small, medium and large sizes. These boxes
should be located close to the point of use, ideally in a fixed dis-
penser to make removing the gloves from the box as easy as pos-
sible. In the past, natural rubber latex was commonly used for
these gloves but concerns about latex sensitivity mean that many
healthcare organizations have adopted gloves made of alternative
materials such as vinyl (RCN 2012). There is some evidence that
vinyl may be a less effective barrier than latex (Kerr et al. 2004),
but all gloves carry a risk of failure, often not visible to the naked
eye (Kerr et al. 2004, Korniewicz et al. 2002), hence the need for
hand hygiene regardless of whether or not gloves are worn. What-
ever the material, these gloves are single use — they should be
used for the task for which they are required and then removed
and disposed of. They cannot be cleaned and reused for another
task (MHRA 2006, Loveday et al. 2014).

Disposable aprons

Single-use disposable aprons may be obtained either in a box or
linked together on a roll. Presentation is not important as long as
it is compatible with the dispensers in use and the product meets
the requisite standards (i.e. is ‘CE’ marked). Aprons are normally
made of thin polythene and are available in a range of colours. Dif-
ferent coloured aprons can be used to designate staff doing differ-
ent tasks or working in different areas to give a visible reminder of
the risk of cross-infection. As with disposable gloves, disposable
aprons should be used for the task for which they are required and
then removed and disposed of (MHRA 2006, Loveday et al. 2014).

Sterile gloves

Single-use sterile gloves, both latex and latex free, should be
available in any area where their use is anticipated. Sterile gloves
are packed as a left-and-right pair and are manufactured in a wide
range of full and half sizes (similar to shoe sizes) so as to fit closely
and provide the best possible compromise between acting as a
barrier and allowing the wearer to work normally. Natural rubber
latex is still one of the best materials for this, so sterile gloves are
more often made of this than of alternative materials. Care must
be taken to ensure alternatives are available for patients and staff
with sensitivity to latex (RCN 2012).

Sterile gowns

To provide ‘maximal barrier precautions’ during surgery or other
invasive procedures carrying a high risk of infection, or where
infection would have serious consequences to the patient such
as insertion of a central venous catheter, a sterile gown will be
required in addition to sterile gloves. Modern sterile gowns
are most often single-use disposable products made of water-
repellent material as multiple-use fabric gowns may, over time,
lose their effectiveness as a barrier (Leonas 1998).

Eye protection

Eye protection will be required in any situation where the mucous
membranes of the eyes may be exposed to body fluid drop-
lets created during aerosol-generating procedures or surgery
with power tools. Both single-use and multiple-use options are
available. Goggles are normally sufficient as long as they are
worn in conjunction with a fluid-repellent mask. If greater pro-
tection is required, or a mask is not worn for any reason, a face
shield should be used. Face shields may also be more appropriate
for people who wear glasses. Prescription glasses will often not
provide sufficient protection and should not be relied upon (UK
Health Departments 1998).

Masks and respirators

If dealing with organisms spread by the airborne or droplet route,
a facemask or respirator will be required. When using a respi-
rator (usually used to prevent the transmission of respiratory
viruses), a good fit is essential to ensure that there is no leakage
around the sides. Staff who are likely to need to use respirators
should be ‘fit tested’ using a taste test to ensure that they have
the correct size. A taste test consists of wearing the respirator
while being exposed to a strong-tasting vapour (normally inside
a hood to contain the vapour); if the subject can taste the vapour
then the respirator is not properly fitted. Fit testing is normally
carried out by the infection prevention and control team or occu-
pational health department. Note that facial hair under the edge
of the respirator will prevent a proper seal; staff with beards that
prevent a proper seal will not be able to work safely if a respirator
is required (Stobbe et al. 1988).

Single-use masks and respirators are normally the best option
(and should be strictly single use). Multiple-use respirators are
sometimes required for people whose face shape does not allow a
good seal with disposable products (DH 2010b).

Assessment and recording tools

Assessment for infection prevention and control should take place
at every level in an organization providing healthcare, from complet-
ing an assessment of infection risks (both to and from the patient)
as part of the care planning process to the audit of compliance
in a team, unit or hospital (DH 2010a). As mentioned previously,
the Care Quality Commission assesses care providers in England
against the requirements of the Hygiene Code. Other external
assessors may also require evidence that procedures are in place to
reduce the risk of healthcare-associated infection. Such evidence
may include audits of compliance with hand hygiene against the
WHO ‘5 moments’ when hand hygiene should be performed at
the point of care (WHO 2009a) or audits to demonstrate that all the
elements of a procedure that carries a particular risk of infection
have been carried out. Such procedures are sometimes referred to
as ‘high-impact interventions’ because the risk of infection is such
that improving adherence to good practice when they are carried
out can have a significant impact on an organization’s infection
rates. The English Department of Health’s Saving Lives toolkit (DH
2007a) is a collection of guidelines for high-impact interventions in
the form of care bundles, and audits of those care bundles that can
be used both for practice improvement and as evidence of good
practice for internal and external assessment. All nurses should
know which of these tools are being used in their workplace and
actively participate in their completion.

At the level of individual patients, all additional precautions for
infection prevention should be documented within the patient’s
individual plan of care. This should include regular reassessment
and changes as necessary as the patient’s condition alters. For
example, a patient given antibiotics for a chest infection will be at
increased risk of developing Clostridium difficile infection; if they
develop diarrhoea, they must be isolated immediately. If the diar-
rhoea settles following treatment, they will no longer require isola-
tion once they have been free of symptoms for 48 hours (DH/HPA
2008). When a procedure is carried out that requires additional pre-
cautions, for example aseptic technique, it should be documented
in the record of that procedure that those precautions were adhered
to or, if not, the reasons why they could not be implemented.

Specific patient preparation

Education

All patients should be informed about the risks of healthcare-
associated infection and the measures that are known to reduce
the risk of infection. In particular, patient education programmes
that encourage the patient to ask healthcare workers ‘Did you
wash your hands?’ have been demonstrated to increase com-
pliance with hand hygiene (McGuckin et al. 2011). In addition,
patients who are infected or colonized with infectious agents that



Chapter 3 Infection prevention and control

by such agents and this may be alleviated if they are provided
with clear information. Similarly, there are adverse psychologi-
cal effects of isolation and other precautions (Gammon 1998) and
these are more likely to be mitigated if the patient has a clear
understanding of why they are being implemented (Ward 2000).

require additional precautions to be implemented to reduce the
risk of infection to other patients must be clearly told the nature of
the infectious agent and its mode of spread, the rigk to others, the
details of the precautions required and the rationale behind them.
Patients are likely to suffer anxiety if they are infected or colonized

Procedure guideline 3.1 Hand washing

Essential equipment

* Hand wash basin

* Liquid soap

* Paper towels

* Domestic waste bin

Pre-procedure

....................................................................................................................

....................................................................................................................

1 Remove any rings, bracelets and wristwatch still worn
and roll up sleeves. (Note: It is good practice to remove
all hand and wrist jewellery and roll up sleeves before
entering any clinical area and the English Department
of Health has instructed NHS trusts to implement a
‘bare below the elbows’ dress code.)

2 Cover cuts and abrasions on hands with waterproof
dressing.

3 Remove nail varnish and artificial nails (most uniform
policies and dress codes prohibit these). Nails must
also be short and clean.

Procedure

4 Turn on the taps and where possible direct the water
flow away from the plughole. Run the water at a flow
rate that prevents splashing.

7 Apply liquid soap and water to all surfaces of the
hands.

8 Rub hands together for a minimum of 10-15 seconds,
paying particular attention to between the fingers and
the tips of fingers and thumbs (Action figure 8a). The
areas that are most frequently missed through poor

hand hygiene technique are shown in Action figure 8b.

Turn off the taps using your wrist or elbow. If the taps
are not lever-type, turn them off using a paper hand
towel to prevent contact.

Jewellery inhibits good hand washing. Dirt and bacteria can remain
beneath jewellery after hand washing. Long sleeves prevent washing
of wrists and will easily become contaminated and so a route of
transmission of micro-organisms (DH 2010c, C; WHO 20093, C). Note
that many organizations’ dress codes allow staff to wear wedding
rings while providing care. Although it can be argued that a smooth
ring is less likely to retain dirt and bacteria than one with a stone or
engraving, there is no evidence to suggest that wedding rings inhibit
hand decontamination any less than other rings. E

Cuts and abrasions can become contaminated with bacteria and
cannot be easily cleaned. Repeated hand washing can worsen an
injury (WHO 2009a, C). Breaks in the skin will allow the entry of
potential pathogens. E

Long and false nails and imperfections in nail polish harbour dirt
and bacteria that are not effectively removed by hand washing
(WHO 20093, C).

Plugholes are often contaminated with micro-organisms that could
be transferred to the environment or the user if splashing occurs
(NHS Estates 2001, C).

Warm water is more pleasant to wash with than cold so hand
washing is more likely to be carried out effectively. E

Water that is too hot could cause scalding. Soap is more effective
in breaking down dirt and organic matter when used with hand-hot
water (DH 2001, C).

Soap applied directly onto dry hands may damage the skin. E
The water will also quickly mix with the soap to speed up hand
washing. E

Liquid soap is very effective in removing dirt, organic material and
any loosely adherent transient flora. Tablets of soap can become
contaminated, potentially transferring micro-organisms from one
user to another, but may be used if liquid soap is unavailable (DH
2001, C). To ensure all surfaces of the hands are cleaned. E

To ensure all surfaces of the hands are cleaned. Areas that are
missed can be a source of cross-infection (Fraise and Bradley
2009, E).

Soap residue can lead to irritation and damage to the skin. Damaged
skin does not provide a barrier to infection for the healthcare worker
and can become colonized with potentially pathogenic bacteria,
leading to cross-infection (DH 2001, C).

To avoid recontaminating the hands. E

(continued)



The Royal Marsden Manual of Clinical Nursing Procedures

Procedure guideline 3.1 Hand washing (continued)

Post-procedure

....................................................................................................................

Action Rationale
11 Dry hands thoroughly with a disposable paper towel Damp hands encourage the multiplication of bacteria and can
from a towel dispenser. potentially become sore (DH 2001, C).
12 Dispose of used paper towels in a black bag in a foot- Paper towels used to dry the hands are normally non-hazardous
operated waste bin. and can be disposed of via the domestic waste stream (DH 2013b,
C). Using a foot-operated waste bin prevents contamination of the
hands. E

Action Figure 8a 1. Rub hands palm to palm. 2. Rub back of each hand with palm of other hand with fingers interlaced. 3. Rub
palm to palm with fingers interlaced. Rub with back of fingers to opposing palms with fingers interlocked. Rub tips of fingers. Rub
tips of fingers in opposite palm in a circular motion. 4. Rub each thumb clasped in opposite hand using a rotational movement.

5. Rub each wrist with opposite hand. 6. Rinse hands with water.

Back Front

[] Most frequently missed
[] Less frequently missed
Not missed
Action Figure 8b Areas most commonly missed following

hand washing. Source: Nursing Times (1978). Reproduced
with permission from EMAP Publishing Ltd.
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Procedure guideline 3.2 Hand decontamination using alcohol handrub

Essential equipment
e Alcohol-based handrub

Procedure

....................................................................................................................

....................................................................................................................

1 Dispense the amount of handrub indicated in the

manufacturer’s instructions into the palm of one hand.

2 Rub the alcohol handrub into all areas of the hands,
until the hands are dry, using the illustrated actions in

Too much handrub will take longer to dry and may consequently
cause delays; too little will not decontaminate hands adequately. E

To ensure all areas of the hands are decontaminated. Alcohol
is a rapid-acting disinfectant, with the added advantage that it

evaporates, leaving the hands dry. This prevents contamination
of equipment, whilst facilitating the application of gloves (WHO
20093, C).

Action figure 2.

Rub back of each hand
with palm of other hand
with fingers interlaced

Rub hands together
palm to palm, spreading the
handrub over the hands

Apply a small amount
(about 3 ml) of the product
in a cupped hand

o
(=)}

Rub each thumb clasped
in opposite hand using a
rotational movement

Rub back of fingers
to opposing palms with
fingers interlocked

Rub palm to palm with
fingers interlaced

8 9
@J w
Rub tips of fingers in opposite Rub each wrist with Wait until product has
palm in a circular motion opposite hand evaporated and hands are dry
(do not use paper towels)
10

ay)

The process should take National Patient
15-30 seconds Safety Agency

cleanyourhandse
campaign

Action Figure 2 Alcohol handrub hand hygiene technique - for visibly clean hands.
Source: Adapted from WHO (2009a). © Crown copyright. Reproduced under the
Open Government Licence v2.0.
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Procedure guideline 3.3 Putting on and removing non-sterile gloves

Essential equipment

m * Non-sterile gloves

Pre-procedure

....................................................................................................................

....................................................................................................................

1 Clean hands before putting on gloves. Hands must be cleansed before and after every patient contact
or contact with patient’s equipment (Loveday et al. 2014, C).

Procedure

2 Remove gloves from the box singly (Action figure 2), to
prevent contamination of the gloves lower down. If it is likely
that more than two gloves will be required (i.e. if the procedure
requires gloves to be changed part-way through), consider
removing all the gloves needed before starting the procedure.

3 Holding the cuff of the glove, pull it into position, taking care
not to contaminate the glove from the wearer’s skin (Action
figure 3). This is particularly important when the second glove
is being put on, as the gloved hand of the first glove can touch
the skin of the ungloved second hand if care is not taken.

4 During the procedure or when undertaking two procedures with ~ Disposable gloves are single-use items. They cannot be
the same patient, it may be necessary to change gloves. Gloves cleaned and reused for the same or another patient (MHRA
are single-use items and must not be cleansed and reused. 2006, C).

6 Remove the gloves when the procedure is completed, taking
care not to contaminate the hands or the environment from
the outside of the gloves.

Remove the first glove by firmly holding the outside of the
glove wrist and pulling off the glove in such a way as to turn
it inside out (Action figure 7).

Remove the second glove by slipping the fingers of the
ungloved hand inside the wrist of the glove and pulling it off
whilst at the same time turning it inside out (Action figure 8).

Post-procedure

9 Dispose of used gloves as ‘hazardous infectious waste’ (Action

figure 9), that is, into an orange waste bag, unless instructed
otherwise by the infection prevention and control team.

10 After removing the gloves, decontaminate your hands.

Action Figure 2 Remove gloves from the box.

Whilst removing the first glove, the second gloved hand
continues to be protected. By turning the glove inside out
during removal, any contamination is contained inside the
glove. E

By putting the fingers inside the glove, they will not be in
contact with the potentially contaminated outer surface of the
glove. E

All waste contaminated with blood, body fluids, excretions,
secretions and infectious agents thought to pose a particular risk
should be disposed of as hazardous infectious waste. Orange is
the recognized colour for hazardous infectious waste that does
not require incineration and may be made safe by alternative
treatment (DH 2013b, C).

Hands may have become contaminated (Loveday et al. 2014, C;
WHO 2009b, C).

Action Figure 3 Holding the cuff of the glove, pull it into
position.
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Procedure guideline 3.4 Putting on and removing a disposable apron

Essential equipment

m * Disposable apron

Pre-procedure

....................................................................................................................

....................................................................................................................

1 Remove an apron from the dispenser or roll using clean To make it easy to put on. E
hands and open it out.

Procedure
2 Place the neck loop over your head and tie the ties To minimize the risk of contamination being transferred between
together behind your back, positioning the apron so your clothing and the patient, in either direction. E

that as much of the front of your body is protected as
possible (Action figures 2a, 2b).

3 If gloves are required, don them as described in Procedure ~ The gloves are more likely to be contaminated than the apron and
guideline 3.3: Putting on and removing non-sterile gloves.  therefore should be removed first to prevent cross-contamination

At the end of the procedure, remove gloves first. (DH 2010b, C).
4 Remove the apron by breaking the ties and neck loop; The inside of the apron should be clean. E
grasp the inside of the apron and dispose of it (Action
figure 4).
Post-procedure
5 Dispose of used aprons as ‘hazardous infectious waste’, All waste contaminated with blood, body fluids, excretions,
that is, into an orange waste bag, unless instructed secretions and infectious agents thought to pose a particular risk
otherwise by the infection prevention and control team. should be disposed of as hazardous infectious waste. Orange is

the recognized colour for hazardous infectious waste that does not
require incineration and may be made safe by alternative treatment
(DH 2013b, C).

6 After removing the apron, decontaminate your hands. Hands may have become contaminated (Loveday et al. 2014, C).

Action Figure 2a Place the neck loop of Action Figure 2b Tie the ties together Action Figure 4 Remove the apron by
the apron over your head. behind your back, positioning the apron  breaking the neck loop and ties.

so that as much of the front of your body

is protected as possible.
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Procedure guideline 3.5 Putting on and removing a disposable mask or respirator

Essential equipment
* Disposable surgical mask or respirator

Pre-procedure
Action Rationale
1 Remove surgical-type masks singly from the box, To prevent contamination of the item or others in the box or
or remove individually wrapped items from their dispenser. E

packaging, with clean hands.

2 Remove glasses, if worn. Glasses will obstruct the correct positioning of the mask or
respirator and may be dislodged and damaged. E

Procedure

3 Place the mask/respirator over nose, mouth and chin To ensure correct positioning. E
(Action figure 3).

4 Fit the flexible nose piece over the bridge of your nose To ensure the best fit. E
if wearing a respirator.

5 Secure the mask or respirator at the back of the To ensure the mask/respirator is comfortable to wear and remains
head with ties or fitted elastic straps and adjust to fit in the correct position throughout the procedure. E
(Action figure 5).

6 If wearing a respirator, perform a fit check. First, To ensure that there is a good seal around the edge of the respirator
breathe in - respirator should collapse or be ‘sucked so that there is no route for non-filtered air to pass in either
in’ to the face. Then breathe out — respirator should not  direction. Note that this check should be carried out whenever a
leak around the edges. respirator is worn and is not a substitute for prior fit testing (DH

2010Db, C).

Replace glasses, if worn. To restore normal vision. E

8 At the end of the procedure, or after leaving the room To avoid contaminating the hands with material from the outside of

in which the respirator is required, remove by grasping  the mask/respirator (DH 2010b, C).
the ties or straps at the back of the head and either

break them or pull them forward over the top of the

head. Do not touch the front of the mask/respirator

(Action figures 8a, 8b).

9 Dispose of used disposable items as ‘hazardous All waste contaminated with blood, body fluids, excretions,
infectious waste’, that is, into an orange waste bag, secretions and infectious agents thought to pose a particular risk
unless instructed otherwise by the infection prevention  should be disposed of as hazardous infectious waste. Orange is
and control team. the recognized colour for hazardous infectious waste that does not

require incineration and may be made safe by alternative treatment
(DH 2013b, C).
Post-procedure
10 Clean reusable items according to the manufacturer’s To avoid cross-contamination and ensure the item is suitable for
instructions, usually with detergent and water or a further use (DH 2010b, C).

detergent wipe.
2 £ (continued)
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Procedure guideline 3.5 Putting on and removing a disposable mask or respirator (continued)

Action Figure 5 Secure the mask at the back of the head
with ties.

Action Figure 3 Place the mask over your nose, mouth and chin.

Action Figure 8a After use, remove the mask by untying or

breaking the ties and pulling them forward. Action Figure 8b Do not touch the front of the mask.

Procedure guideline 3.6 Putting on or removing goggles or a face shield

Purpose
To protect the mucous membranes of the eyes, nose and mouth from body fluid droplets generated during aerosol-generating pro-

cedures or surgery with power tools.

Essential equipment
* Reusable or disposable goggles or face shield

Pre-procedure

....................................................................................................................

Action Rationale
1 Remove eye protection from any packaging with clean To prevent cross-contamination. E
hands.
2 Apply demister solution according to manufacturer’s To ensure good visibility throughout the procedure. E

instructions, if required.

3 Position item over eyes/face and secure using ear pieces To ensure the item is comfortable to wear and remains in the correct
or headband; adjust to fit. position throughout the procedure. E

4 At the end of the procedure, remove by grasping the ear To avoid contaminating the hands with material from the outside of
pieces or headband at the back or side of the head and the eye protection (DH 2010b, C).
lifting forward, away from the face. Do not touch the
front of the goggles or face shield (Action figure 4).
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Post-procedure

5 Dispose of used disposable items as ‘hazardous All waste contaminated with blood, body fluids, excretions, secretions
infectious waste’, that is, into an orange waste bag, and infectious agents thought to pose a particular risk should be
unless instructed otherwise by the infection prevention disposed of as hazardous infectious waste. Orange is the recognized m
and control team. colour for hazardous infectious waste that does not require incineration
and may be made safe by alternative treatment (DH 2013b, C).
6 Clean reusable items according to the manufacturer’s To avoid cross-contamination and ensure the item is suitable for
instructions, usually with detergent and water or a further use. E

detergent wipe.

Action Figure 4 Don and remove eye protection by grasping
the earpieces; do not touch the front.

Procedure guideline 3.7 Surgical scrub technique

Purpose

To reduce the release of bacteria from the hands while carrying out surgical or high-risk procedures. The difference from conventional
hand washing is the reduction in the level of resident bacteria on the hands as well as removal of the majority of transient bacteria.

Essential equipment

* Hand wash basin or surgical scrub sink with sufficient space available under the outlet to allow easy rinsing of hands and forearms
* Liquid medicated soap

e Sterile towels

* Domestic waste bin

Optional equipment

Sterile scrubbing brush, nail file or other implement for cleaning beneath the nails. Note that WHO (2009a) guidelines recommend
that scrubbing brushes should not be used as they may damage the skin and encourage the shedding of cells (including bacteria).

Pre-procedure

....................................................................................................................

....................................................................................................................

1 Remove any rings, bracelets and wristwatch still worn To ensure the ability of good hand washing as jewellery inhibits
and roll up sleeves before entering the operating theatre good hand washing. Dirt and bacteria can remain beneath jewellery
or procedure area. (Note: Most organizations will require  after hand washing. Long sleeves prevent washing of wrists and
staff entering operating theatres to change into ‘scrubs’.)  will easily become contaminated and so a route of transmission of

micro-organisms (DH 2010¢, C; WHO 2009a, C).

(continued)
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Procedure guideline 3.7 Surgical scrub technique (continued)

Action

......................................................

2 Cover cuts and abrasions on hands with waterproof
dressing.

3 Remove nail varnish and artificial nails (most uniform
policies and dress codes prohibit these). Nails must
also be short and clean.

Procedure

4 Turn on the taps and where possible direct the water
flow away from the plughole. Run the water at a flow
rate that prevents splashing.

7 Apply medicated liquid soap and water to all surfaces
of the hands.

8 Clean beneath the nails using a sterile implement
(preferred) or soft scrubbing brush.

9 Start timing. Thoroughly wash the hands for 2
minutes, using the actions shown in Procedure
guideline 3.1: Hand washing, Action figure 8a.

10 Wash each arm from wrist to elbow for 1 minute,
keeping the hand higher than the elbow at all times.

11 Rinse hands and arms thoroughly from fingertips
to elbow, keeping the hands above the elbows at all
times.

Post-procedure

12 Dry hands thoroughly with a sterile paper or cloth
towel. Dry in one direction only, from the fingertips to
the elbow.

13 Dispose of used paper towels in a black bag in an open
or foot-operated waste bin.

Rationale

..............................................................

Cuts and abrasions can become contaminated with bacteria and
cannot be easily cleaned. Repeated hand washing can worsen an
injury (WHO 2009a, C). Breaks in the skin will allow the entry of
potential pathogens.

Long and false nails and imperfections in nail polish harbour dirt
and bacteria that are not effectively removed by hand washing
(WHO 20093, C).

Plugholes are often contaminated with micro-organisms that could
be transferred to the environment or the user if splashing occurs
(NHS Estates 2001, C).

Warm water is more pleasant to wash with than cold so hand
washing is more likely to be carried out effectively. E

Water that is too hot could cause scalding. E

Soap is more effective in breaking down dirt and organic matter
when used with hand-hot water (DH 2001, C).

Soap applied directly onto dry hands may damage the skin. E
The water will also quickly mix with the soap to speed up hand
washing. E

Liquid soap is very effective in removing dirt, organic material
and any loosely adherent transient flora. The bactericidal additive
contributes to the reduction in numbers of bacteria. Chlorhexidine
has a residual effect to prevent regrowth of bacteria for a period
after hand decontamination (WHO 2009a, C).

The area under the nails may harbour dirt and micro-organisms

not easily removed by the other stages of the procedure (WHO
20093, C).

WHO guidelines suggest carrying out this stage before entering the
operating theatre; experience indicates it is more easily incorporated
into the surgical scrub procedure. E.

No advantage has been shown from scrub procedures lasting longer
than 2 minutes (WHO 2009a, C).

To avoid recontaminating the hands with water that has been used
to clean the arms (WHO 2009a, C).

To avoid recontaminating the hands with water that has been used
to clean the arms (WHO 2009a, C).

Damp hands encourage the multiplication of bacteria (DH 2001, C).
Drying from hands to elbows only reduces the risk of contaminating
hands with bacteria from parts of the arm that have not been
washed. E.

Paper towels used to dry the hands are normally non-hazardous and
can be disposed of via the domestic waste stream (DH 2013b, C).
Using an open or foot-operated waste bin prevents contamination of
the hands. E

WHO guidelines state that surgical procedures may be carried out one after the other without the need for further hand washing if
hands are perfectly clean and dry, provided that the handrubbing technique for surgical hand preparation is followed (WHO 2009a).
See Procedure guideline 3.2: Hand decontamination using alcohol handrub, Action figure 2.
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Procedure guideline 3.8 Donning sterile gloves: open technique

Purpose
To have a barrier between the nurse’s hands and the patient to prevent the transmission of infectious agents in either direction, and
to prevent contamination of a vulnerable area or invasive device through contact with non-sterile gloves.

Note that in steps 4 and 5, below, either glove can be put on first. Simply exchange ‘left’ and ‘right’ in the description if you wish
to put on the right-hand glove first.

71

Essential equipment

* Sterile disposable gloves
* All other equipment required for the procedure for which the gloves are required

Pre-procedure

....................................................................................................................

....................................................................................................................

1 Clean hands using soap and water or alcohol-based Hands must be cleansed before and after every patient contact or
handrub. contact with patient’s equipment (Loveday et al. 2014, C).

2 Prepare all the equipment required for the procedure, To avoid contaminating gloves with non-sterile packets. E
including setting up the sterile field and tipping
sterile items on to it from packets if you do not have
an assistant, but do not touch any sterile item before
putting on gloves.

Procedure

3 Open the packet containing the gloves and open out the  To prevent contamination of the gloves and to put them in the best
inside packaging on a clean surface so that the fingers position for putting them on. E
of the gloves are pointed away from you, taking care not
to touch the gloves or allow them to come into contact
with anything that is non-sterile (Action figure 3).

4 Clean hands using soap and water or alcohol-based Hands must be cleansed before and after every patient contact or
handrub. contact with patient’s equipment (Loveday et al. 2014, C).

5 Hold the cuff of the left-hand glove with your right To prevent contamination of the outside of the glove. E
fingertips, at the uppermost edge where the cuff folds
back on itself. Lift this edge away from the opposite
edge to create an opening. Keeping them together,
slide the fingers of the left hand into the glove, taking
care not to contaminate the outside of the glove, while
keeping hold of the folded edge in the other hand and
pulling the glove onto the hand. Spread the fingers of
the left hand slightly to help them enter the fingers of
the glove (Action figures 5a, 5b, 5c).

6 Open up the right-hand glove with your left-hand To prevent contamination of the outside of the glove. E
fingertips by sliding them beneath the folded-back
cuff. Taking care not to touch the left-hand glove or
the outside of the right-hand glove, and keeping the
fingers together, slide the fingers of the right hand
into the right-hand glove. Again, spread your fingers
slightly once inside the body of the glove to help them
into the glove fingers (Action figures 6a, 6b).

7 When both gloves are on, adjust the fit by pulling on To ensure the gloves are comfortable to wear and do not interfere
the body of the glove to get your fingers to the end of with the procedure. E
the glove fingers (Action figures 7a, 7b).

Post-procedure

8 Remove the gloves when the procedure is completed,
taking care not to contaminate the hands or the
environment from the outside of the gloves.

9 First, remove the first glove by firmly holding the
outside of the glove wrist and pulling off the glove in
such a way as to turn it inside out.

10 Then remove the second glove by slipping the fingers
of the ungloved hand inside the wrist of the glove and
pulling it off whilst at the same time turning it inside
out.

Whilst removing the first glove, the second gloved hand continues
to be protected. By turning the glove inside out during removal, any
contamination is contained inside the glove. E

By putting the fingers inside the glove, the fingers will not be in
contact with the potentially contaminated outer surface of the
glove. E

(continued)
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Procedure guideline 3.8 Donning sterile gloves: open technique (continued)

Action Rationale
.71 11 Dispose of used gloves as ‘hazardous infectious All waste contaminated with blood, body fluids, excretions,
waste’, that is, into an orange waste bag, unless secretions and infectious agents thought to pose a particular risk
instructed otherwise by the infection prevention and should be disposed of as hazardous infectious waste. Orange is
control team. the recognized colour for hazardous infectious waste that does not

require incineration and may be made safe by alternative treatment
(DH 2013b, C).

12 After removing the gloves, decontaminate your hands. Hands may have become contaminated (Loveday et al. 2014, C).
Action Figure 3 Open the packet containing the gloves Action Figure 5a Hold the cuff of the first glove with the
onto a clean surface and open out the inside packaging so opposite hand and slide the fingertips of the other hand (that
that the fingers of the gloves point away from you. the glove is to go on) into the opening.

Action Figure 5b Keep hold of the folded edge and pull the Action Figure 5¢ Spread your fingers slightly to help them

glove onto your hand. enter the fingers of the glove.
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Action Figure 6a Slide the fingertips of your gloved hand Action Figure 6b Slide the fingertips of your ungloved hand
beneath the folded cuff of the second glove. into the opening of the second glove.

Action Figure 7a Pull the glove onto your hand, again Action Figure 7b When both gloves are on, adjust the fit.
spreading your fingers slightly to help them enter the fingers

of the glove.

Procedure guideline 3.9 Donning a sterile gown and gloves: closed technique

Note 1: These procedures will normally require participants to also wear a mask and eye protection.
Note 2: An assistant is required to open sterile gloves and tie the back of the gown.
Essential equipment

* Sterile disposable gloves
* Sterile disposable or reusable gown

Pre-procedure

....................................................................................................................

Action Rationale
1 Prepare the area where gowning and gloving will take To ensure that there is adequate room to don gown and gloves and
place. Open the gown pack with clean hands. Do not to avoid contaminating either. E
touch the inside of the package.
2 Wash your hands using a surgical scrub technique To both disinfect and physically remove matter and micro-

with either antiseptic hand wash solution or soap. Dry  organisms from the hands (WHO 2009a, C).
using a separate sterile paper towel for each hand and
forearm. If hands have been washed with soap, apply

an antiseptic handrub to the hands and forearms. ;
(continued)
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Procedure guideline 3.9 Donning a sterile gown and gloves: closed technique (continued)
Procedure

....................................................................................................................

2y Action

....................................................................................................................

3 Open the inner layer of the gown pack, if present
(Action figures 3a, 3b).

4 Grasp the gown on its inside surface just below the To open out the gown while keeping its outer surface sterile. E
neck opening (this should be uppermost if the gown
pack has been opened correctly) and lift it up, holding
it away from the body and any walls or furniture. The
gown should fall open with the inside facing towards
you (Action figure 4).

5 Insert the free hand into the corresponding sleeve of
the gown, pulling the gown towards you, until your
fingers reach, but do not go beyond, the cuff of the
sleeve (Action figure 5).

6 Release the inside surface of the gown and insert that To pull on the gown while keeping its outer surface sterile. E
hand into the corresponding sleeve, again until your
fingers reach, but do not go beyond, the cuff of the
sleeve (Action figure 6). The assistant should help to
pull the gown on and tie the ties, without touching any
part of the gown other than the ties and rear edges.

7 The assistant opens a pair of sterile gloves and To prepare the gloves for donning while keeping them and the gown
presents the inner packaging for you to take. Place this  sterile. E
on the sterile area of the open gown package so that
the fingers of the gloves point towards you (Action
figure 7).

8 Open the inner packaging of the gloves. The fingers To don the gloves while keeping their outer surface sterile and
should be towards you, the thumbs uppermost and ensuring that there is no risk of contaminating the outside of the
the cuffs folded over. Keeping your hands within the gown. E
sleeves of the gown, slide the thumb of your right
hand (still inside the sleeve) between the folded-over
cuff and the body of the right glove. Pick up that glove.

Grasp the cuff of that glove on the opposite side with
the other hand (still inside its sleeve) and unfold it,
pulling it over the cuff of the sleeve and the hand
inside. Then push your right hand through the cuff of
the sleeve into the glove. Repeat the process with the
left hand. Once both hands are inside their respective
gloves, there is no risk of contaminating the outside
of the gloves or gown with your bare hands (Action
figures 8a, 8b, 8c, 8d, 8e, 8f, 8g).

9 If you need to change a glove because it is damaged To minimize the risk of contaminating the gown or the sterile
or contaminated, pull the sleeve cuff down over your field. E
hand as you do so and don the replacement glove
using the technique above.

10 Dispose of used gloves and disposable gowns as
‘hazardous infectious waste’, that is, into an orange

waste bag, unless instructed otherwise by the infection

prevention and control team.

All waste contaminated with blood, body fluids, excretions,
secretions and infectious agents thought to pose a particular risk
should be disposed of as hazardous infectious waste. Orange is
the recognized colour for hazardous infectious waste that does not

require incineration and may be made safe by alternative treatment
(DH 2013b, C).

Post-procedure

11 At the end of the procedure, remove gown and gloves
as a single unit by pulling the gown away from you so
as to turn it and the gloves inside out (Action figures
11a, 11b).

12 Consign reusable gowns as infected linen according to ~ To minimize any risk to laundry workers from contaminated items
local arrangements. (NHS Executive 1995, C).

13 After removing the gloves and gown, decontaminate Hands may have become contaminated (Loveday et al. 2014, C).
your hands.
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Procedure guideline 3.9 Donning a sterile gown and gloves: closed technique (continued)

Action Figure 8a Take the gloves, keeping your hands
inside your sleeves.

Action Figure 7 The assistant opens a pair of sterile gloves
and presents the inner packaging for you to take.

Action Figure 8b Open the inner glove packet on the sterile
open gown package so that the glove fingers point towards
you.

Action Figure 8c Slide the thumb of one hand (still inside
the sleeve) under the folded-over cuff of the corresponding
glove.

Action Figure 8d Push your hand through the cuff and into
the glove.
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Aseptic technique
Evidence-based approaches

Rationale

Aseptic technique is the practice of carrying out a procedure in
such a way that you minimize the risk of introducing contamina-
tion into a vulnerable area or contaminating an invasive device.
Aseptic technique is required whenever you are carrying out a
procedure that involves contact with a part of the body or an inva-
sive device where introducing micro-organisms may increase the
risk of infection. Note that the area or device on which you are
working will not necessarily be sterile — wounds, for example,
will be colonized with micro-organisms — but your aim must be to
avoid introducing additional contamination.

Aseptic non-touch technique (ANTT) is the practice of avoiding
contamination by not touching key elements such as the tip of
a needle, the seal of an intravenous connector after it has been
decontaminated, or the inside surface of a sterile dressing where
it will be in contact with the wound (Rowley and Clare 2011).
An example of non-touch technique is illustrated in Figure 3.5.
Gloves are normally worn for ANTT but they are mainly for the
practitioner’s, rather than the patient’s, protection. Non-sterile
gloves are therefore perfectly acceptable.

As with other infection prevention and control measures, the
actions taken to reduce the risk of contamination will depend on
the procedure being undertaken and the potential consequences
of contamination. Examples of different aseptic techniques and
the measures required for them are given in Table 3.5. It is there-
fore difficult to provide a procedure guideline that will apply to the
whole range of aseptic procedures. To provide a context, the fol-
lowing procedure contains steps for changing a wound dressing
but is presented as a guide to aseptic technique in general. Local
guidance and training should be sought before carrying out spe-
cific procedures. Some specific procedures are described in other
chapters of this manual.

Figure 3.5 Avoiding contamination by avoiding contact with
the key elements. Source: Reproduced with permission from
ICU Medical, Inc.

Table 3.5 Examples of aseptic procedures

Procedure Precautions required
Surgical joint Must be carried out in an operating
replacement theatre with specialist ventilation by

a team who will wear sterile gowns
and gloves, or even full body suits
with individual exhaust systems to
eliminate airborne contamination

Can be carried out in an open ward
by a practitioner wearing an apron
and sterile gloves

Peripheral intravenous = Can be performed wearing
cannulation non-sterile gloves and using an
appropriate non-touch technique

Procedure guideline 3.10 Aseptic technique example: changing a wound dressing

Essential equipment (will vary depending on procedure)

* Sterile dressing pack containing gallipots or an indented plastic tray, low-linting swabs and/or medical foam, disposable forceps,

gloves, sterile field, disposal bag. Please note that in your organization there may be specific packs available for particular proce-
dures, for example IV packs. Because the usage and availability of these vary between organizations, reference is generally made
to ‘sterile dressing pack’

Fluids for cleaning and/or irrigation; 0.9% sodium chloride is normally appropriate

Hypoallergenic tape (if required)

Appropriate dressing (if required)

Alcohol handrub (hand washing is an acceptable alternative but will take more time and may entail leaving the patient; alcohol
handrub is the most appropriate method for hand hygiene during a procedure as long as hands are physically clean)

Any extra equipment that may be needed during procedure, for example sterile scissors

Traceability system for any reusable surgical instruments and patient record form

Detergent wipe for cleaning trolley

Pre-procedure

.................................................................................................................

.................................................................................................................

1 Check that all the equipment required for the

To ensure that the patient is not disturbed unnecessarily if items
are not available and to avoid unnecessary delays during the
procedure. E

To ensure that only sterile products are used (MHRA 2010, C).

procedure is available and, where applicable, is sterile
(i.e. that packaging is undamaged, intact and dry; that
sterility indicators are present on any sterilized items
and have changed colour where applicable).

2 Explain and discuss the procedure with the patient.

To ensure that the patient understands the procedure and gives
their valid consent (NMC 2013, C).



Procedure

3

Clean hands with alcohol handrub or wash with soap
and water and dry with paper towels.
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Hands must be cleaned before and after every patient contact
and before commencing the preparations for aseptic technique, to
prevent cross-infection (Loveday et al. 2014, C).

Clean trolley with detergent and water or detergent
wipes and dry with a paper towel. If disinfection is
also required (e.g. by local policy), use disposable
wipes saturated with 70% isopropyl alcohol and leave
to dry.

To provide a clean working surface (Fraise and Bradley 2009, E);
alcohol is an effective and fast-acting disinfectant that will dry
quickly (Fraise and Bradley 2009, E).

Place all the equipment required for the procedure on
the bottom shelf of the clean dressing trolley.

Take the patient to the treatment room or screen the
bed. Ensure that any fans in the area are turned off and
windows closed. Position the patient comfortably and
so that the area to be dealt with is easily accessible
without exposing the patient unduly.

To allow any airborne organisms to settle before the sterile field
(and in this case, the wound) is exposed. Maintain the patient’s
dignity and comfort. E

To reduce the risk of contaminating clothing and of contaminating
the wound or any sterile items from clothing. E

Take the trolley to the treatment room or patient’s
bedside, disturbing the curtains as little as possible.

Hands should be cleaned before any aseptic procedure (WHO
2009a, C). Using alcohol handrub avoids having to leave the patient
to go to a sink. E

Open the outer cover of the sterile pack and, once you
have verified that the pack is the correct way up, slide
the contents, without touching them, onto the top shelf
of the trolley.

Open any other packs, tipping their contents gently
onto the centre of the sterile field.

To prepare the equipment and, in the case of a wound dressing,
reduce the amount of time that the wound is uncovered. E

Hands may have become contaminated by handling outer packets
or the old dressing (Loveday et al. 2014, C).

Carefully lift the plastic disposal bag from the sterile
field by its open end and, holding it by one edge of the
open end, place your other hand in the bag. Using it
as a sterile ‘glove’, arrange the contents of the dressing
pack and any other sterile items on the sterile field.

To maintain the sterility of the items required for the procedure
while arranging them so as to perform the procedure quickly and
efficiently. E

With your hand still enclosed within the disposal bag,
remove the old dressing from the wound. Invert the
bag so that the dressing is contained within it and
stick it to the trolley below the top shelf. This is now
the disposal bag for the remainder of the procedure for
any waste other than sharps.

To minimize risk of contamination by containing dressing in bag. E
To ensure that any waste can be disposed of without contaminating
the sterile field. E

Pour any solutions into gallipots or onto the indented
plastic tray.

Put on gloves, as described in Procedure guideline 3.3:
Putting on and removing non-sterile gloves or
Procedure guideline 3.8: Donning sterile gloves: open
technique. The procedure will dictate whether gloves
should be sterile or non-sterile.

Gloves should be worn whenever any contact with body fluids is
anticipated (Loveday et al. 2014, C). Sterile gloves provide greater
sensitivity than forceps for procedures that cannot be carried out
with a non-touch technique and are less likely to cause trauma to
the patient. E

Carry out the relevant procedure according to the
guidelines.

Post-procedure

272

Dispose of waste in orange plastic waste bags. Remove
apron and gloves and discard into orange waste bag.

To prevent environmental contamination. Orange is the recognized
colour for hazardous infectious waste (DH 2013b, C).

(continued)
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Procedure guideline 3.10 Aseptic technique example: changing a wound dressing (continued)

Action

23 Draw back curtains or help the patient back to the bed
area and ensure that they are comfortable.

To remove any contamination on the trolley and so minimize
the risk of transferring any contamination elsewhere in the ward
(Loveday et al. 2014, C).

24 Check that the trolley remains dry and physically
clean. If necessary, wash with liquid detergent and
water or detergent wipe and dry thoroughly with a
paper towel.

Hands should be cleaned after any contact with the patient or body

Rationale

....................................................................................................................

fluids (WHO 2009z, C).

Provides a record of the procedure and evidence that any items used
have undergone an appropriate sterilization process (DH 2007b, C;
NMC 2010, C).

26 Document the procedure clearly, including details
of who carried it out, any devices or dressings used,
particularly any left in situ, and any deviation from
prescribed procedure. Fix any record labels from
the outside packaging of any items used during the
procedure on the patient record form and add this to
the patient’s notes.

Source isolation
Evidence-based approaches

Rationale

Source isolation is used for patients who are infected with, or are
colonized by, infectious agents that require additional precau-
tions over and above the standard precautions used with every
patient (Siegal et al. 2007). Source isolation is used to minimize
the risk of transmission of that agent to other vulnerable persons,
whether patients or staff. Common reasons for source isolation
include infections that cause diarrhoea and vomiting, entailing
the use of enteric precautions; infections that are spread through
the air, entailing the use of airborne or droplet precautions; and
infection or colonization with antibiotic-resistant bacteria, requir-
ing contact precautions (Siegal et al. 2007). Note that the patient’s
other nursing and medical needs must always be taken into
account and infection control precautions may need to be modi-
fied accordingly.

Patients requiring source isolation are normally cared for in a
single room, although outbreaks of infection may require affected
patients to be nursed in a cohort, that is, isolated as a group
(Fraise and Bradley 2009). A single-occupancy room will physi-
cally separate patients who present a risk from others who may
be at risk, and will act as a reminder to any staff dealing with that
patient of the need for additional infection control precautions.
Single-occupancy rooms used for source isolation should have en
suite toilet and bathroom facilities wherever possible, and contain
all items required to meet the patient’s nursing needs during the
period of isolation (e.g. instruments to assess vital signs); these
should remain inside the room throughout the period of isolation.
If this is not possible because insufficient equipment is available
on the ward, any items taken from the room must be thoroughly
cleaned and disinfected (normally with a chlorine solution) before
being used with any other patient (Fraise and Bradley 2009).

The air pressure in the room should be negative or neutral in
relation to the air pressure in the rest of the ward (note that some
airborne infections will require a negative pressure room) (Siegal
et al. 2007). A lobby will provide an additional degree of security
and space for donning and removing personal protective equip-
ment and performing hand hygiene. Some facilities have lobbies
that are ventilated so as to have positive pressure with respect
to both the rest of the ward and the single-occupancy room; this
allows the room to be used for both source and protective isola-
tion (DH 2013d). Where insufficient single rooms are available

for source isolation, they should be allocated to those patients
who pose the greatest risk to others, using a tool such as the
one shown in Figure 3.6 (Jeanes et al. 2011). As a general rule,
patients with enteric symptoms, that is diarrhoea and vomiting, or
serious airborne infections, such as tuberculosis, have the high-
est priority for single-occupancy rooms. If this situation arises, it
will mean that additional precautions will be required for some
patients on the open ward; for example, gloves and aprons will
still be required while caring for someone colonized with MRSA
even if they are not isolated. Patients should receive a clear expla-
nation of prioritization and thus why they may be isolated some
times and not others; they may lose confidence in the care pro-
vided if it appears inconsistent without explanation.

Principles of care
Attending to the patient in isolation

Meals
Meals should be served on normal crockery and the patient pro-
vided with normal cutlery. Cutlery and crockery should be washed
in a dishwasher able to thermally disinfect items, that is, with a
final rinse of 80°C for 1 minute or 71°C for 3 minutes. Disposable
cutlery and crockery should only be used if specifically instructed
by the infection prevention and control team. Disposables and
uneaten food should be discarded in the appropriate bag.
Contaminated crockery is a potential vector for infectious
agents, particularly those causing enteric disease, but thermal
disinfection will minimize this risk (Fraise and Bradley 2009).

Urine and faeces

Wherever possible, a toilet should be kept solely for the patient’s
use. If this is not available, a commode should be left in the patient’s
room. Gloves and apron must be worn by staff when dealing with
body fluids. Bedpans and urinals should be bagged in the isolation
room and taken directly to the sluice for disposal. They should not
be emptied before being placed in the bedpan washer or macerator
unless the volume of the contents needs to be measured for a fluid
balance or stool chart. Gloves and apron worn in the room should
be kept on until the body waste is disposed of and then removed
(gloves first) and discarded as infected waste.

This will minimize the risk of infection being spread from
excreta, for example via a toilet seat or a bedpan (Loveday et al.
2014) and the risk of hands or clothing being contaminated by
body waste.
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(@)

(b)

Step 1 Identify infection or condition

Step 2 Use score card to:
—record ACDP hazard group
- record mode of transmission
- record evidence for transmission
— assess prevalence of infection in the hospital
— determine antibiotic resistance
— assess susceptibility of other patients
— assess dispersal characteristics of patient

Step 3 Add all scores and compare total to chart to
determine priority for isolation

(c)
Score
0-20
25-35
35+

Priority for isolation

Figure 3.6 An example of an isolation prioritization tool.

(a) How to use the tool. (b) Score card. (c) Score. (d) Shortcut
guide to priorities for isolation. (e) Infection identified (M-Z
shown only). ACDP, Advisory Committee on Dangerous
Pathogens; CJD, Creutzfeldt-Jakob disease; D&V, diarrhoea and
vomiting; ESBL, extended-spectrum beta-lactamase producers;
Gent, gentamicin; GRE, glycopeptide-resistant enterococci; ITU,
intensive care unit; MDRTB, multidrug-resistant tuberculosis;
MRSA, meticillin-resistant Staphylococcus aureus; NICU,
neonatal intensive care unit; PVL, Panton-Valentine leukocidin;
RSV, respiratory syncytial virus; SCBU, special care baby

unit; TB, tuberculosis; TSE, transmissible spongiform
encephalopathy; VHF, viral haemorrhagic fever; VRE,
vancomycin-resistant enterococci. Source: Jeanes et al. (2011).
Reproduced with permission from MA Healthcare Ltd.

Patient name:

Date: Name and designation of person scoring:

Significant details, e.g. micro-organism(s):

Criteria Classification Score Comments
ACDP 2 5
3 10
4 40
Route Airborne 15
Droplet 10
Contact/faecal-oral 5
Blood-borne 0
Evidence of Strong (published) 10
transmission Moderate (consensus) 5
Poor 0
Nil -10
Significant Yes 5 Such as MRSA, VRE,
resistance ESBL, Gent resistance
No 0
High susceptibility Yes 10 Specific for various
of other patients infections and
with serious patient populations
consequences No 0
Prevalence Sporadic 0
in hospital Endemic -5 This reflects the burden
of infection in the hospital
and cohort measures may
be more applicable
Epidemic -5 See above
Dispersal High risk 10 This includes diarrhoea,
projectile vomiting,
coughing, confused
wandering, infected
patients, etc.
Medium risk 5
Low risk 0

TOTAL SCORE (document score in patient’s notes):

Using the score to determine the priority for isolation:

Score
0-20
25-35
35+

Priority for isolation
Low
Med
High

Clinical conditions Score & Mode of

priority for transmission

isolation

Specific guidance

Several causes and can be problematic in babies

Isolate until a non-infectious cause is found or patient
has been asymptomatic for at least 48 hours

Score/criteria reflect susceptibility rather than organism.
These patients are vulnerable to infection and should

be placed in specialist ward. If they are particularly
susceptible they need positive pressure isolation

Valid reason for side room use (see below)

Valid reason for side room use and should be assessed
on a case by case basis

Isolate until a non-infectious cause is found or patient is
no longer infectious

Cellulitis Contact

Conjunctivitis Contact

Diarrhoea with or without Droplet/faecal-

vomiting (D&V) oral

(possible gastroenteritis or

Clostridium difficile)

Immunodeficiency

Palliative care

Patients under close

supervision or light

sensitive

Rash Airborne/
Droplet/contact

‘Wound oozing/infected Contact

secretions

Susceptibility of other patients and dispersal potential
is important. Medium risk is: open wound, copious
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(e)

Infection identified Score & Mode of Specific guidance
priority for transmission
isolation
Measles Droplet
Meningitis undiagnosed Droplet/faecal- | All meningitis cases should be isolated until cause
(viral or bacterial) oral is established. Meningococcal meningitis requires
isolation until patient has received 48 hours of treatment
Meningococcal septicaemia Droplet Remain in isolation until 48 hours of treatment given
Meticillin-resistant Contact/ Risk assess for isolation. High risk includes:
Staphylococcus aureus droplet * major dispersers, i.e. dry or flaky skin, expectorating
(MRSA) infected sputum
e surgical, especially in orthopaedic, cardiac or
neurosurgery areas
¢ patients with multiple devices and interventions, e.g.
ITU, NICU and SCBU
e PVL MRSA
Medium risk includes positive screening swab but
otherwise well and not in areas identified above. These
patients may be cohorted
Mumps Droplet
Norovirus/Small round Faecal-oral/
structured virus (SRSV) contact
Respiratory syncytial virus Droplet A problem in newborn, children and
(RSV) immunodeficiency
Rotavirus Droplet/faecal- | A problem in newborn, children and
oral immunodeficiency
Rubella Droplet Susceptibility of non immune may be an issue

Medium risk paediatrics and women’s health

Salmonella or Shigella

Faecal-oral

Dependent on potential for dispersal
Medium risk for patients who are incontinent or have
diarrhoea

No isolation needed if lesions are covered or dried
Medium risk is weeping lesions, non-immune women
of childbearing age, babies and children and immuno-
deficient

Remain isolated for 24 hours following treatment

Dependent on site and stage of disease

Isolated for period of 10-14 days following
commencement of treatment. MDRTB patients should
remain in isolation throughout hospital stay.

High risk: patients who have a cough, MDRTB

Scabies (Confirmed) Contact
Scarlet fever Droplet
Severe acute respiratory Droplet/
syndrome (SARS) contact
Shingles (Herpes Zoster) Contact
Streptococcus pyogenes Droplet/
(Group A strep) contact
Tuberculosis (TB) non Contact
pulmonary

Tuberculosis (TB) open Contact/
pulmonary or exuding airborne
lesion

Typhoid fever Faecal-oral

Dependant on potential for dispersal
Medium risk for patients who are incontinent or have
diarrhoea

Verotoxin producing strains
of Escherichia coli
(e.g. E. coli 0157)

Faecal-oral

Dependant on potential for dispersal
Medium risk for patients who are incontinent or have
diarrhoea

Viral haemorrhagic fever
(VHF) Lassa/Ebola/Marburg

Droplet/

blood/contact

Blood and body fluids are highly infectious - transfer to
regional infectious diseases facility

Figure 3.6 Continued

Spillages

As elsewhere, any spillage must be mopped up immediately, using
the appropriate method for the fluid spilt, and the area dried. This
removes the risk of anyone slipping and removes and disinfects
any contaminated fluid that may carry a risk of infection.

Bathing

If an en suite bathroom is not available, the patient must be
bathed elsewhere on the ward. The patient does not need to use
the bathroom last but the bathroom must be thoroughly cleaned

after use so bathing them last will minimize any delays to other
patients that this may cause. However, if the patient requires an
early bath, for example because they are leaving the ward for an
examination elsewhere, this must be catered for.

Thorough cleaning and disinfection of the bathroom will mini-
mize the risk of cross-infection to other patients.

Linen
Place infected linen in a red water-soluble alginate polythene
bag, which must be secured tightly before it leaves the room. Just



outside the room, place this bag into a red linen bag which must
be secured tightly and not used for other patients. These bags
should await the laundry collection in the area designated for this.

Placing infected linen in a red alginate polythene bag confines
the organisms and allows laundry staff to recognize the potential
hazard and avoid handling the linen (DH 2013c).

Waste

Orange waste bags should be kept in the isolation room for dis-
posal of all waste generated in the room. The top of the bag should
be sealed and labelled with the name of the ward or department
before it is removed from the room.

Cleaning the isolation room

1 Domestic staff must be instructed on the correct procedure to
use when cleaning an isolation room, including an explana-
tion as to why isolation is essential to reduce the risk of cross-
infection, the materials and solutions used, and the correct
colour coding for these materials. This will reduce the risk of
mistakes and ensure that appropriate precautions are main-
tained (DH 2001).

2 Isolation rooms must be cleaned last, to reduce the risk of the
transmission of contamination to ‘clean’ areas (NPSA 2009).

3 Separate cleaning equipment must be used for isolation
rooms. Cross-infection may result from shared cleaning
equipment (Wilson 2006).

4 Cleaners must wear gloves and plastic aprons while cleaning
isolation rooms to minimize the risk of contaminating hands
or clothing. Some PPE may also be required for the safe use of
some cleaning solutions.

5 Floor (hard surface: carpeted rooms should not be used as iso-
lation rooms). This must be washed daily with a disinfectant as
appropriate. All excess water must be removed. Daily cleaning
will reduce the number of bacteria in the environment. Organ-
isms, especially Gram-negative bacteria, multiply quickly in the
presence of moisture and on equipment (Wilson 2006).

6 Cleaning solutions must be freshly made up each day and the
container emptied and cleaned daily. Disinfectants may lose
activity over time; cleaning solutions can easily become con-
taminated (Dharan et al. 1999).

7 After use, the bucket must be cleaned and dried. Contami-
nated cleaning equipment and solutions will spread bacteria
over surfaces being cleaned (Dharan et al. 1999).

8 Mop heads should be laundered in a hot wash daily as they
become contaminated easily (Wilson 2006).

9 Furniture and fittings should be damp-dusted daily using a
disposable cloth and a detergent or disinfectant solution by

Chapter 3 Infection prevention and control

nursing or cleaning staff as dictated by local protocol, in order
to remove dirt and a proportion of any organisms contaminat-
ing the environment (Wilson 2006).

10 The toilet, shower and bathroom areas must be cleaned at
least once a day and if they become contaminated, using a
non-abrasive hypochlorite powder, cream or solution. Non-
abrasive powders or creams preserve the integrity of the
surfaces.

Cleaning the room after a patient has been discharged

1 The room should be stripped. All bedlinen and other textiles
must be changed and curtains changed (reusable curtains
must be laundered and disposable curtains discarded as infec-
tious waste). Dispose of any unused disposable items. Curtains
and other fabrics readily become colonized with bacteria (Patel
2005); paper packets cannot be easily cleaned.

2 Impervious surfaces, for example locker, bedframe, mattress
cover, chairs, floor, blinds, soap dispenser, should be washed
with soap and water, or a combined detergent/chlorine disinfect-
ant if sporicidal activity is required, and dried. Relatively inac-
cessible places, for example ceilings, may be omitted. Wiping
of surfaces is the most effective way of removing contaminants.
Spores from, for example, Clostridium difficile will persist indefi-
nitely in the environment unless destroyed by an effective dis-
infectant; bacteria will thrive more readily in damp conditions;
inaccessible areas are not generally relevant to any infection
risk (Wilson 2006).

3 The room can be reused as soon as it has been thoroughly
cleaned and restocked. Effective cleaning will have removed
infectious agents that may pose a risk to the next patient.

Discharging the patient from isolation

If the patient no longer requires isolation but is still to be a
patient on the ward, inform them of this and the reasons why
isolation is no longer required before moving them out of the
room. Also inform them if there is any reason why they may
need to be returned to isolation, for example if enteric symptoms
return.

If the patient is to be discharged home or to another health
or social care setting, ensure that the discharge documentation
includes details of their condition, the infection control precau-
tions taken while in hospital and any precautions or other actions
that will need to be taken following discharge. Suitable accurate
information on infections must be supplied to any person con-
cerned with providing further support or nursing/medical care in
a timely fashion (DH 2010a).

Procedure guideline 3.11 Source isolation: preparing an isolation room

Essential equipment

* Single-occupancy room

* Patient equipment

* Personal protective equipment
* Hand hygiene facilities

* Patient information material

Pre-procedure

..........................................................

..........................................................

1 Identify the most suitable room available for source
isolation, taking into account the risk to other patients
and staff and the patient’s other nursing needs.

..........................................................

..........................................................

To ensure the best balance between minimizing the risk of cross-
infection and maintaining the safety and comfort of the isolated
patient. E

(continued)
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Procedure guideline 3.11 Source isolation: preparing an isolation room (continued)
Procedure

....................................................................................................................

....................................................................................................................

2 Remove all non-essential furniture and equipment
from the room. The remaining furniture should be easy
to clean. Ensure that the room is stocked with any
equipment required for patient care and sufficient but
not excessive numbers of any disposable items that
will be required.

3 Ensure that a bin for clinical waste with an orange bag
is present in the room. This will be used for all waste
generated in the room. The bag must be sealed before
it is removed from the room.

5 Keep the patient’s personal property to a minimum. All
belongings taken into the room should be washable,
cleanable or disposable. Contact the infection
prevention and control team for advice as to how best
to clean or wash specific items.

6 Ensure that all PPE required is available outside the
room. Wall-mounted dispensers offer the best use
of space and ease of use but, if necessary, set up a
trolley outside the door for PPE and alcohol handrub.
Ensure that this does not cause an obstruction or other
hazard.

7 Explain the reason for isolation and the precise
precautions required to the patient, their family and
other visitors, providing relevant patient information

To ensure the availability of everything required for patient care
while minimizing the number of items that will require cleaning or
disposal at the end of the isolation period and the amount of traffic
of people and equipment into and out of the room. E

For containing contaminated rubbish within the room and
minimizing further spread of infection. E

To contain contaminated sharps within the infected area (DH
2013b, C).

The patient’s belongings may become contaminated and cannot be
taken home unless they are washable or cleanable. E

To have PPE readily available when required. E

Patients and their visitors may be more compliant if they
understand the reasons for isolation, and the patient’s anxiety may
be reduced if they have as much information as possible about their

material where available. Allow the patient to ask condition. E
questions and ask for a member of the infection

prevention and control team to visit the patient if

ward staff cannot answer all questions to the patient’s

satisfaction.

8 Fix a suitable notice outside the room where it will To ensure all staff and visitors are aware of the need for additional
be seen by anyone attempting to enter the room. This infection control precautions. E
should indicate the special precautions required while
preserving the patient’s confidentiality.

10 Arrange for terminal cleaning of the bed space that the  To remove any infectious agents that may pose a risk to the next
patient has been occupying. patient to occupy that bed (NPSA 2009, C).

Post-procedure

11 Assess the patient daily to determine if source There is often limited availability of isolation rooms (Wigglesworth
isolation is still required; for example, if enteric and Wilcox 2006, R1b) so they must be used as effectively as
precautions have been required, has the patient been possible. E
without symptoms for 48 hours?

Procedure guideline 3.12 Source isolation: entering the isolation room

Essential equipment

* Personal protective equipment as dictated by the precautions required. Gloves and apron are the usual minimum; a respirator will
be required for droplet precautions; eye protection if an aerosol-generating procedure is planned

* Any equipment required for any procedure you intend to carry out in the room

Pre-procedure

....................................................................................................................

....................................................................................................................

1 Collect all equipment needed. To avoid entering and leaving the infected area unnecessarily. E



Chapter 3 Infection prevention and control

Procedure

2 Ensure you are ‘bare below the elbow’ (see Procedure To facilitate hand hygiene and avoid any contamination of long
guideline 3.1: Hand washing). sleeves or cuffs that could be transferred to other patients. E

3 Put on a disposable plastic apron. To protect the front of the uniform or clothing, which is the most

likely area to come in contact with the patient. E

4 Put on a disposable well-fitting mask or respirator of the  To reduce the risk of inhaling organisms (DH 2010b, C; NICE
appropriate standard if droplet or airborne precautions 2006, C).
are required, for example:

(@) Meningococcal meningitis before completion of 24
hours of treatment

(b) Pandemic influenza

(c) Tuberculosis, if carrying out aerosol-generating
procedure or the TB may be multiresistant.

5 Don eye protection if instructed by infection prevention To prevent infection via the conjunctiva (DH 2010b, C).
and control team (e.g. for pandemic influenza) or if
conducting an aerosol-generating procedure (e.g.
bronchoscopy or intubation) in a patient requiring
airborne/droplet precautions.

7 Don disposable gloves if you are intending to deal with To reduce the risk of hand contamination (Loveday et al. 2014, C).
blood, excreta or contaminated material, or if providing
close personal care where contact precautions are
required.

8 Enter the room, shutting the door behind you. To reduce the risk of airborne organisms leaving the room
(Kao and Yang 2006, R1a) and to preserve the patient’s privacy
and dignity. E

Procedure guideline 3.13 Source isolation: leaving the isolation room

Essential equipment

* Orange waste bag
* Hand hygiene facilities

Procedure
Action Rationale
1 If wearing gloves, remove and discard them in the To avoid transferring any contamination on the gloves to other
orange waste bag. areas or items (Loveday et al. 2014, C).
2 Remove apron by holding the inside of the apron and To avoid transferring any contamination on the apron to other areas
breaking the ties at neck and waist. Discard it into the or items (Loveday et al. 2014, C).
orange waste bag.
3 Clean hands with soap and water or alcohol handrub. Hands must be cleaned after contact with the patient or their
Do not use alcohol handrub when patients require immediate environment (WHO 2009a, C); alcohol is less effective
enteric precautions: wash with soap and water. against Clostridium difficile spores and some enteric viruses and in
the presence of organic material such as faeces (Fraise and Bradley
20009, E).
4 Leave the room, shutting the door behind you. To reduce the risk of airborne spread of infection (Kao and Yang
2006, R1a).
5 Clean hands with soap and water or alcohol handrub. If Hands must be cleaned after contact with the patient or their
the patient requires enteric precautions, hands should immediate environment (WHO 2009a, C). Alcohol is not effective
be cleaned with soap and water. on all organisms that cause enteric infections (Fraise and Bradley

2009, E).
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Procedure guideline 3.14 Source isolation: transporting infected patients outside the source isolation area

Procedure

..........................................................

..........................................................

1 Inform the department concerned about the procedure
required, the patient’s diagnosis and the infection
control precautions required at the earliest opportunity.

The department concerned and any intervening areas will be
less busy, so reducing the risk of contact with other vulnerable

2 If possible and appropriate, arrange for the patient to
have the last appointment of the day.

..........................................................

..........................................................

individuals, and additional cleaning required following any
procedure will not disrupt subsequent appointments. E

Explanation and reinforcement will minimize the risk of cross-
infection through failure to comply with infection control
precautions (Fraise and Bradley 2009, E).

3 Inform the portering service of the patient’s diagnosis
and the infection control precautions required; ensure
that this information has been passed to any porters
involved in transfer and reinforce the precautions
required.

To attend to the patient’s nursing needs and to remind others of

infection control precautions if required. E

To prevent airborne cross-infection. E
Providing the patient with relevant information will reduce anxiety.

5 If the patient has an infection requiring droplet or
airborne precautions that may present a risk to people
encountered in the other department or in transit, they
will need to wear a mask or respirator of the appropriate
standard. Provide the patient with the mask and explain
why it is required and how and when it is to be worn
(i.e. while outside their single-occupancy room) and
assist them to don it if necessary.

Protective isolation
Evidence-based approaches

Rationale

Protective isolation is used to minimize the exposure to infec-
tious agents of patients who are particularly at risk of infection.
The evidence that protective isolation successfully reduces the
incidence of infection is limited (Wigglesworth 2003), probably
because many infections are endogenous (i.e. caused by the
patient’s own bacterial flora). However, it is used to reduce the
risk of exogenous infection (cross-infection from other people or
the environment) in groups who have greatly impaired immune
systems (Fraise and Bradley 2009), such as autologous and allo-
genic bone marrow transplant patients. Patients who have com-
promised immune systems often have greatly reduced numbers
of a type of white blood cell called a neutrophil; this condition
is known as neutropenia and those people suffering from it are
described as neutropenic. Neutropenia is graded from mild to
severe according to how few neutrophils are in the circulation
and hence how much the risk of infection is raised (Godwin
et al. 2013).

Single-occupancy rooms used for protective isolation should
have neutral or positive air pressure with respect to the surround-
ing area. High-efficiency particulate air (HEPA) filtration of the
air in the room may reduce exposure to airborne pathogens, par-
ticularly fungal spores. A room with positive pressure ventilation
must not be used for any patient infected or colonized with an
organism that may be spread through an airborne route; in this
circumstance, if an immunocompromised patient has such an
organism, they should be nursed in a room with neutral air pres-
sure or with a positive pressure lobby (DH 2013d).

Principles of care
Diet for the immunocompromised patient

* Educate the patient about the importance of good food hygiene
in reducing their exposure to potential pathogens; they should
choose only cooked food from the hospital menu and avoid raw
fruit, salads and uncooked vegetables. Stress the importance of
good hand hygiene before eating or drinking. Uncooked foods are
often heavily colonized by micro-organisms, particularly Gram-
negative bacteria (Moody et al. 2006); potential pathogens on the
hands may be inadvertently consumed while eating or drinking.
Educate the patient’s family about the importance of good
food hygiene, particularly good hand hygiene, and advise that
any food brought in for the patient should be in undamaged,
sealed tins and packets obtained from well-known, reliable
firms and within the expiry date. Correctly processed and
packaged foods are more likely to be of an acceptable food
hygiene standard.

Provide the patient with filtered water or sealed cartons of fruit
juice (not fresh) to drink (Vonberg et al. 2005). Do not supply
bottled water. Tap water may occasionally be contaminated
with potential pathogens; long-life fruit juice has been pasteur-
ized to remove micro-organisms; bottled water is not normally
of any better quality than tap water and the bacterial count may
increase after bottling (Rosenberg 2003).

Discharging the neutropenic patient

* Crowded areas, for example shops, cinemas, pubs and discos,
should be avoided. Although the patient’s white cell count is
usually high enough for discharge, the patient remains immu-
nocompromised for some time (Calandra 2000).
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* Pets should not be allowed to lick the patient, and new pets ¢ Salads and fruit should be washed carefully, dried and, if pos-

should not be obtained. Pets are known carriers of infection sible, peeled, to remove as many pathogens as possible (Moody
(Lefebvre et al. 2006). et al. 2006).

* Certain foods, for example take-away meals, soft cheese and ¢ Any signs or symptoms of infection should be reported imme-
paté, should continue to be avoided. These foodstuffs are more diately to the patient’s general practitioner or to the discharging [
likely to be contaminated with potential pathogens (Gillespie hospital. Any infection may have serious consequences if left
et al. 2005). untreated.

Procedure guideline 3.15 Protective isolation: preparing the room

Essential equipment

* Single-occupancy room

* Patient equipment

Personal protective equipment

Hand hygiene facilities inside and outside the room

Patient information material detailing the other infection prevention precautions required
Cleaning materials for the room

Pre-procedure

....................................................................................................................

....................................................................................................................

1 Identify the most suitable room available for protective To ensure the best balance between minimizing the risk of
isolation, taking into account the risk to the patient, the infection, maintaining the safety and comfort of the isolated patient
patient’s other nursing needs and other demands onthe  and the availability of single rooms for other purposes. E
available single rooms.

Procedure

2 Remove all non-essential furniture and equipment To ensure the availability of everything required for patient care
from the room. The remaining furniture should be while minimizing the amount of cleaning required and the amount
easy to clean. Ensure that the room is stocked with of traffic of people and equipment into and out of the room. E

any equipment required for patient care and sufficient
numbers of any disposable items that will be required.

3 Ensure that all PPE required is available outside the To have PPE readily available when required. E
room. Wall-mounted dispensers offer the best use of
space and ease of use but, if necessary, set up a trolley
outside the door for PPE and alcohol handrub. Ensure
that this does not cause an obstruction or other hazard.

4 Ensure that the room is thoroughly cleaned before the Effective cleaning will remove infectious agents that may pose a risk
patient is admitted. to the patient (NPSA 2009, C).

5 Explain the reason for isolation and the precise Compliance may be more likely if patients and their visitors
precautions required to the patient, their family and understand the reasons for isolation; the patient’s anxiety may be
other visitors, providing relevant patient information reduced if they have as much information as possible about their
material where available. Allow the patient to ask condition. E

questions and ask for a member of the infection
prevention and control team to visit the patient if
ward staff cannot answer all questions to the patient’s

satisfaction.
6 Fix a suitable notice outside the room where it will To ensure all staff and visitors are aware of the need for additional
be seen by anyone attempting to enter the room. This infection control precautions. E

should indicate the special precautions required while
preserving the patient’s confidentiality.

7 Move the patient into the single-occupancy room. To minimize exposure to potentially harmful micro-organisms
(Wigglesworth 2003, E).
8 Ensure that surfaces and furniture are damp-dusted Damp-dusting and mopping remove micro-organisms without
daily using disposable cleaning cloths and detergent distributing them into the air. E

solution, and the floor is mopped daily using soap and
water.
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Procedure guideline 3.16 Protective isolation: entering the isolation room

Essential equipment

* Hand hygiene facilities
* Disposable plastic apron

* Additional equipment, including PPE, for any procedure to be undertaken

Pre-procedure

......................................................

......................................................

1 Collect all equipment needed.

Procedure

2 Ensure you are ‘bare below the elbow’ (see Procedure
guideline 3.1: Hand washing).

5 Close the room door after entering.

Visitors

1 Ask the patient to nominate close relatives and friends
who may then, after instruction (see steps 1-5, above),
visit freely. The patient or their representative should
ask other acquaintances and non-essential visitors to
avoid visiting during the period of vulnerability.

2 Exclude any visitor who has had symptoms of infection
or been in contact with a communicable disease in the
previous 48 hours.

3 Educate all visitors to decontaminate their hands before
entering the isolation room.

4 Visiting by children, other than very close relatives,
should be discouraged.

..............................................................

..............................................................

To facilitate hand hygiene and to avoid transferring any
contamination to the patient from long sleeves or cuffs. E

To provide a barrier between the front of the uniform or clothing,
which is the most likely area to come in contact with the patient. E

To remove any contamination from the hands which could be
transferred to the patient (WHO 2009a, C).

To reduce the risk of airborne transmission of infection from other
areas of the ward and ensure that ventilation and air filtration
systems work as efficiently as possible. E

The risk of infection is likely to increase in proportion to the number
of people visiting but unlimited visiting by close relatives and
friends may diminish the sense of isolation that the patient may
experience; however, large numbers of visitors may be difficult to
screen and educate. E

Individuals may be infectious both before and after developing
symptoms of infection (Goering et al. 2012). E

Hands carry large numbers of potentially pathogenic micro-
organisms that can be easily removed (WHO 2009a, C).

Children are more likely to have been in contact with infectious
diseases but are less likely to be aware of this, and are more likely to
develop infections because they have less acquired immunity. E

Prevention and management of
inoculation injury

Related theory

pericardial fluid
synovial fluid
amniotic fluid
semen

Healthcare workers are at risk of acquiring bloodborne infections
such as human immunodeficiency virus (HIV), the virus that
causes acquired immune deficiency syndrome (AIDS), hepatitis
B and hepatitis C. While the risk is small, five episodes of occu-
pationally acquired HIV infection had nonetheless been docu-
mented in the UK up to 2002 (Health Protection Agency 2005).
In 2006-7, 914 incidents of occupational exposure to bloodborne
viruses were reported, of which between one-fifth and one-third
could have been prevented through proper adherence to univer-
sal precautions and the safe disposal of hazardous waste (Health
Protection Agency 2008). An understanding of the risk of infec-
tion and the preventive measures to be taken is essential in pro-
moting a safer work environment (UK Health Departments 1998).

Bloodborne viruses are present in the blood and in other high-
risk fluids that should be handled with the same precautions as
blood. High-risk fluids include:

e cerebrospinal fluid
* peritoneal fluid
* pleural fluid

vaginal secretions

breast milk

any other body fluid or unfixed tissue or organ containing vis-
ible blood (including saliva in dentistry).

Body fluids that do not need to be regarded as high risk, unless
they are bloodstained, are:

urine

faeces
saliva
sweat
vomit.

The most likely route of infection for healthcare workers is
through the percutaneous inoculation of infected blood via a
sharps injury (often called a needlestick injury) or by blood or
other high-risk fluid splashing onto broken skin or a mucous
membrane in the mouth, nose or eyes. These incidents are collec-
tively known as inoculation injuries. A European Union directive



recently incorporated into UK law requires healthcare organiza-
tions to use safe devices and systems of work to minimize the risk
of inoculation injury (Health and Safety Executive 2013). Blood or
another high-risk fluid coming into contact with intact skin is not
regarded as an inoculation injury. It carries little or no risk due to
the impervious nature of intact skin.

Evidence-based approaches
If the guidance in Box 3.2 is followed, it has been shown to reduce
the risk of sharps injuries.

Complications

In the event of an inoculation injury occurring, prompt and appro-
priate action will reduce the risk of subsequent infection. These
actions are described in Box 3.3 and should be taken regardless of
what is thought to be known about the status of the patient whose
blood has been inoculated. HIV, for example, has a 3-month ‘win-
dow’ following infection during which the patient has sufficient
virus in their blood to be infectious but before their immune sys-
tem is producing sufficient antibodies to be detected by the nor-
mal tests for HIV status.

Box 3.2 Actions to reduce the risk of inoculation injury

* Use safety devices as an alternative to sharp items wherever
these are available (Health and Safety Executive 2013).

* Do not resheath used needles.

e Ensure that you are familiar with the local protocols for the
use and disposal of sharps (e.g. location of sharps bins)
and any other equipment before undertaking any procedure
involving the use of a sharp item.

* Do not bend or break needles or disassemble them after use;
discard needles and syringes into a sharps bin immediately
after use.

* Handle sharps as little as possible.

* Do not pass sharps directly from hand to hand; use a receiver
or similar receptacle.

* Discard all used sharps into a sharps container at the point
of use; take a sharps container with you to the point of use
if necessary. Do not dispose of sharps into anything other
than a designated sharps container.

* Do not fill sharps bins above the mark that indicates that it
is full.

* Sharps bins that are not full or in current (i.e. immediate) use
should be kept out of reach of children and with any tempo-
rary closure in place.

* Sharps bins in use should be positioned at a height that en-
ables safe disposal by all members of staff and secured to
avoid spillage.

* Wear gloves in any situation where contact with blood is
anticipated.

e Avoid wearing open footwear in any situation where blood
may be spilt or where sharps are used.

e Always cover any cuts or abrasions, particularly on the
hands, with a waterproof dressing while at work. Wear
gloves if hands are particularly affected.

* Wear facial protection consisting of a mask and goggles or a
face shield in any situation that may lead to a splash of blood
or other high-risk fluid to the face. Do not rely on prescrip-
tion glasses — they may not provide sufficient protection.

* Clear up any blood spillage promptly and disinfect the area.
Use any materials or spillage management packs specifi-
cally provided for this purpose in accordance with the manu-
facturer’s instructions.

Source: UK Health Departments (1998). © Crown copyright. Reproduced under
the Open Government Licence v2.0.
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Box 3.3 Actions to take in the event of inoculation injury

* Encourage any wound to bleed to wash out any foreign mate-
rial that has been introduced. Do not squeeze the wound, as
this may force any virus present into the tissues.

* Wash any wound with soap and water. Wash out splashes
to mucous membranes (eyes or mouth) with large amounts
of clean water.

* Cover any wound with a waterproof dressing to prevent
entry of any other foreign material.

* Ensure the patient is safe then report the injury as quickly
as possible to your immediate line manager and occupational
health department. This is because post-exposure prophylaxis
(PEP), which is medication given after any incident thought to
carry a high risk of HIV transmission, is more effective the
sooner after the incident it is commenced (DH 2008).

* Follow any instructions given by the occupational health
department.

* Co-operate with any action to test yourself or the patient for
infection with a bloodborne virus but do not obtain blood or
consent for testing from the patient yourself; this should be
done by someone not involved in the incident.

* Complete a report of the incident according to local
protocols.

Source: UK Health Departments (1998). © Crown copyright. Reproduced under
the Open Government Licence v2.0.

Management of waste in the healthcare
environment

Definition

Waste is defined as ‘any substance or object the holder discards,
intends to discard or is required to discard’ (European Parliament
2008).

Evidence-based approaches

Rationale
Waste material produced in the healthcare environment may
carry a risk of infection to people who are not directly involved
in providing healthcare but who are involved in the transport or
disposal of that waste. All waste disposal is subject to regulation
and hazardous waste is subject to further controls, depending
on the nature of the hazard (DH 2013b). To ensure that everyone
involved in waste management is aware of, and protected from,
any hazard presented by the waste with which they are dealing,
and that the waste is disposed of appropriately, a colour coding
system is used. The colours in general use are shown in Table 3.6.
Waste receptacles are plastic bags or rigid plastic containers of
the appropriate colour (Table 3.7).

Legal and professional issues

The producer of hazardous waste is legally responsible for that
waste, and remains responsible for it until its final disposal by
incineration, alternative treatment or landfill (DH 2013b). In order
to track waste to its point of origin, for example if it is necessary
to identify where waste has been disposed of into the wrong
waste stream, healthcare organizations should have a system of
identifying waste according to the ward or department where it
is produced. This may be through the use of labelling or dedi-
cated waste carts for particular areas. When assembling sharps
bins, always complete the label on the outside of the bin, includ-
ing the date and the initials of the assembler. When sharps bins
are closed and disposed of, they should be dated and initialled at
each stage (DH 2013b).
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Table 3.6 Waste colours code

Colour Description
Waste which requires disposal by incineration
Yellow Indicative treatment/disposal required is incineration in a suitably permitted or licensed facility
............................................. Wastewhlchmaybe‘treated’
Orange Indicative treatment/disposal required is to be ‘rendered safe’ in a suitably permitted or licensed facility,
usually alternative treatment plants (ATPs). However, this waste may also be disposed of by
incineration
Cytotoxic and cytostatic waste
Purple Indicative treatment/disposal required is incineration in a suitably permitted or licensed facility
Offenswe/hyglenewaste* ..........................................................................................................................................
Yellow/black Indicative treatment/disposal required is landfill or municipal
incineration/energy from waste at a suitably permitted or licensed facility
Anatomical waste for incineration’
Red Indicative treatment/disposal required is incineration in a suitably permitted facility
............................................. Domest1c(mun1c1pal)waste
Black Minimum treatment/disposal required is landfill, municipal incineration/energy from waste or other

municipal waste treatment process at a suitably permitted or licensed facility. Recyclable components
should be removed through segregation. Clear/opaque receptacles may also be used for domestic waste

Medicinal waste for incineration!
Blue Indicative treatment/disposal required is incineration in a suitably permitted facility

Amalgam waste
For recovery

*The use of yellow/black for offensive/hygiene waste was chosen as these colours have historically been universally used for the sanitary/offensive/hygiene waste stream.
T The colours ‘red’ and ‘blue’ are new to the colour-coding system in this edition. Care should be taken when ordering red containers to ensure that they can be clearly
differentiated from orange. The colour-coding should be agreed as part of a contract specification.

Source: DH (2013c). © Crown copyright. Reproduced under the Open Government Licence v2.0.

Table 3.7 Waste containers

Indicative treatment/

Waste receptacle Waste types Example contents disposal
v Healthcare waste contaminated with Dressings, tubing, etc., from Appropriately licensed
radioactive material treatment involving low- incineration facility

level radioactive isotopes

‘Over-stickers’ with

the radioactive waste
symbol may be used
on yellow packaging

Infectious waste contaminated with Dressings/tubing from Incineration
cytotoxic and/or cytostatic medicinal cytotoxic and/or cytostatic
products treatment
Sharpscontam1natedw1thcytotox1candSharpsusedtoadm1n1ster ....... S
0 cytostatic medicinal products* cytotoxic products
e
5
&
o
05}
I = i requmng ................ A e
incineration including anatomical waste, theatres
diagnostic specimens, reagent or test vials,
and kits containing chemicals
........................................... PartlallydlschargedsharpsnotSyrmgebodyw1thre51dueIncmeratlon
0 contaminated with cytoproducts® medicinal product
:
05}
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Indicative treatment/

Waste receptacle Waste types Example contents disposal
Medicines in original packaging Waste in original packaging Incineration
o) c with original closures
= i
= g
........................................... MedlcmesNOTmorlglnalpackagmgWastetabletsnotmfoﬂHazardouswaste
w0 E pack or bottle incineration
(o]
£ || E
Tl e Infectious waste, potentially infectious ~ Soiled dressings Licensed/permitted treatment
waste and autoclaved laboratory waste facility
(1) Sharpsnot T med1c1nalsharps fromphlebotomySu1tablyauthor1zed .................
» products’ incineration or alternative
or treatment facility™
(i) Fully discharged sharps contaminated
()] with medicinal products other than

cytotoxic and cytostatic medicines

Domestic waste

Amalgam waste

WHITE
CONTAINER

Human hygiene waste and  Deep landfill
non-infectious disposable
equipment, bedding and

plaster casts

General refuse,* including Landfill
confectionery products,

flowers, etc.

Dental amalgam waste Recovery

* The authorization type and content for alternative treatments in Northern Ireland, Scotland, England and Wales may differ. Not all facilities are authorized to process all

types of waste.

Important: It is not acceptable practice to intentionally discharge syringes, etc., containing residual medicines in order to dispose of them in the fully
discharged sharps receptacle. Partially discharged syringes contaminated with residual medicines should be disposed of in the yellow- or purple-lidded

sharps receptacle shown above.

T The requirements for packaging are significantly affected by the presence of medicinal waste and the quantity of liquid present in the container.
* General refuse is that waste remaining once recyclates (that is, paper, cardboard) have been removed.
Source: DH (2013c). © Crown copyright. Reproduced under the Open Government Licence v2.0.

Management of soiled linen in the healthcare
environment

As with waste, soiled linen must be managed so as to minimize
any risk to any person coming into contact with it. This is done
by clearly identifying any soiled linen that may present a risk
through the use of colour coding and limiting any contact with
such linen through the use of water-soluble bags to contain the
linen so that laundry staff do not have to handle it before it goes
into the washer (DH 2013c¢).

Linen that may present a risk may be described as foul, infected or
infested. The management of all hazardous linen is similar, so the fol-
lowing procedure applies to any linen that is wet with blood or other
high-risk body fluids (see ‘Prevention and management of inocula-
tion injury’) or faeces; has come from a patient in source isolation for
any reason (that is, where enteric, contact or droplet/airborne precau-
tions are in place); or is from a patient who is infested with lice, fleas,
scabies or other ectoparasite. Note that this procedure can be much
more easily carried out by two people working together.
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Procedure guideline 3.17 Safe disposal of foul, infected or infested linen

Essential equipment

* Disposable gloves and apron

* Water-soluble laundry bag

* Red plastic or linen laundry bag in holder
* Orange waste bag

Pre-procedure

....................................................................................................................

....................................................................................................................

To avoid having to fetch anything else during the procedure and
risk spreading contamination to other areas. E

To minimize contamination of your hands or clothing from the
soiled linen. E

3

Separate the edges of the open end of the water-
soluble laundry bag.

Gather up the foul, infected or infested linen in such a
way that any gross contamination (e.g. blood, faeces)
is contained within the linen.

If there are two people, one holds the water-soluble
laundry bag open while the other puts the soiled linen
into it. If one person, hold one edge of the open end of
the water-soluble bag in one hand and place the soiled
linen in the bag with the other. In either case, take care
not to contaminate the outside of the bag.

So as to remove the need for laundry workers to handle foul,
infected or infested linen before it is washed (DH 2013c, C).

Tie the water-soluble bag closed using the tie provided
or by knotting together the edges of the open end.

Place the full water-soluble bag of soiled linen into the
red outer laundry bag. Do not touch this bag.

Remove gloves and apron and dispose of them into an
orange waste bag.

Wash hands and forearms with soap and water. and
dry hands thoroughly with a disposable paper towel.

Close the red outer laundry bag and transfer it to the
designated collection area.

To ensure it does not cause an obstruction and is transferred to the
laundry at the earliest opportunity. E
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Overview
The aim of this chapter is to define and describe effective communi-
cation as well as its role in the psychological support of patients and
those close to them. This chapter is mostly concerned with interper-
sonal communication using language comprising verbal (including
tone) and non-verbal expression. The process of offering psycho-
logical support to patients and the management of factors that con-
tribute to or compromise this process will also be considered.
There are specific sections on denial and collusion, anxiety,
depression, anger management, delirium and finally, assisting
those with sensory impairment to communicate.

Communication

Definition
Communication is a universal word with many definitions, many
of which describe it as a transfer of information between a source

and a receiver (Kennedy Sheldon 2009); that is, the sending and
receiving of verbal and non-verbal messages between two or
more people (de Vito 2013). In nursing, this communication is
primarily interpersonal: the process by which compassion and
support are offered and information, decisions and feelings are
shared (McCabe and Timmins 2013).

Anatomy and physiology
Physiologically being able to produce speech and to hear are the
two dominant physical processes involved in communication.
The human voice is produced by exhaled air vibrating the vocal
cords in the larynx to set up sound waves in the column of air
in the pharynx, nose and mouth. Pitch is controlled by the ten-
sion on the vocal cords: the tighter they are, the more they vibrate
and the higher the pitch. The sounds produced are amplified by
the physical spaces of the pharynx and nose and modified by the
lips, tongue and jaw into recognizable speech. The muscles of
the face, tongue and lips help to enunciate words (Tortora and
Derrickson 2011) (Figure 4.1).
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The ear contains receptors for sound waves and the external
or outer ear is designed to collect them and direct them inward.
As the waves strike the tympanic membrane, it vibrates due to
the alternate compression and decompression of the air. This
vibration is passed on through the malleus, incus and stapes of
the middle ear. As the stapes vibrates, it pushes the oval win-
dow. The movement of the oval window sets up waves in the
perilymph of the cochlea that ultimately lead to the generation
of nerve impulses that travel to the auditory area of the cerebral
cortex (Tortora and Derrickson 2011) (Figure 4.2).

The physiological process of communication is, however, much
greater than just speech and hearing. The central nervous sys-
tem is central to both verbal and non-verbal communication. Not
only does it continually receive information but it also selects
that which is important to respond to, so that overstimulation is
avoided. Communication issues may arise if any of these pro-
cesses are altered.

Related theory

There are many theories about interpersonal communication.
One of the earliest theories is the idea that communication can
be represented as a linear process (Miller and Nicholson 1976).

Sender Message

This Linear Model of Communication makes certain assumptions
such as: that the receiver will be a willing participant in the pro-
cess and open to receive the message; that all messages will be
clear and the sender certain about their purpose (McCabe and
Timmins 2013). However, such a model is unidirectional so more
relevant for electronic media and not necessarily representative of
the complexity of human communication.

The Transactional Model is more useful, recognizing that
human communication is a simultaneous process, so each person
involved is a communicator rather than just a sender or receiver
(McCabe and Timmins 2013) (Figure 4.3). In addition, the model
recognizes that the interpersonal context or environment affects
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Figure 4.3 Transactional model of communication.
Source: Adapted from Arnold and Underman Boggs (2011).
Reproduced with permission from Elsevier.

the process significantly, as does the channel of communication
(that is, visual, aural, gustatory, tangible or olfactory). This theory
helps nurses to reflect on the multifaceted nature of communi-
cating with patients and so recognize the many factors that can
impact on an effective process.

An aim of interpersonal professional communication training is
to support and maintain the patient’s optimum level of communi-
cation while remaining aware of the impact that the disease and its
management may have on the patient’s ability and/or motivation
to speak. An awareness of different coping styles and attitudes
of the patient and key people in their lives, other co-morbidities,
disease progression, fluctuating cognitive abilities and treat-
ment side-effects is important. All these factors demand a flexible
approach when supporting communication throughout the length
of the patient pathway (Dwamena et al. 2012, White 2004).
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Non-verbally, people communicate via gestures, body lan-
guage, posture, facial expression, touch, and the items they
surround themselves with, such as their personal possessions
which will include their clothing and accessories, books and
photographs in the hospital environment. Communication can
be heavily influenced by a multitude of external and internal fac-
tors, for example illness, culture, class, self-esteem, immediate
environment, gender, status, mood and depression, and the influ-
ence of these factors needs to be carefully considered in each
circumstance. All patients and relatives should be assessed for
their psychological needs and tailored support offered to meet
individual needs.

Evidence-based approaches

Effective communication is widely regarded to be a key deter-
minant of patient satisfaction, compliance and recovery
(Dwamena et al. 2012, Webster and Bryan 2009), yet poor com-
munication is one of the most common causes of complaints in
healthcare (DH 2013, Strachan 2004). Supportive communica-
tion is important to create an environment where the individual
patient feels heard and understood and can be helped appro-
priately. Communication needs to be highly flexible, dependent
upon cultural, social and environmental factors. Nurses need
to communicate effectively with patients in order to deliver
individualized safe care and treatment and to manage psycho-
social concerns appropriately. People with illness want to be
approached with a ‘caring and humane attitude’ that respects
their privacy and dignity (Maben and Griffiths 2008, Webster
and Bryan 2009). Patients want their personal values to be
respected and to be treated as equals by health professionals.
This can be achieved by taking the time to communicate, not
controlling dialogue, listening and offering emotional support
(Smith et al. 2005) and by striving for open, clear and honest
communication (Heyland et al. 2006, Jenkins et al. 2001). The
patient’s dignity can be promoted by enabling the expression of
concerns in a safe environment.

Patients want to be able to experience a meaningful connec-
tion and a sense of ‘being known’ by the staff they encounter
(Thorne et al. 2005, Webster and Bryan 2009). Nurses need to be
able to accurately assess how much patients want to share their
thoughts and feelings without assuming that they either do or do
not wish to.

Communication occurs in a time-pressured environment. Prac-
tical and technical tasks demand the nurse’s time and tend to
be prioritized above psychological support. The resulting com-
munication may be limited and prevent effective exploration of
psychological issues. Without effective exploration, patients are
not sufficiently encouraged to engage with and manage their own
care. Nurses need to be aware of and consider other features of
the environment that may contribute to the nature of the dialogue
that takes place (Hargie 2011) - for example, the wearing of uni-
form. Patients may not expect to discuss psychosocial issues
with nurses because of the communication bias toward physical
and medical issues (Chant et al. 2004). The task-orientated short
communication encounters that emerge do not encourage the dis-
closure of psychosocial concerns (Silverman et al. 2013).

Patient satisfaction is not necessarily related to the acquisition
of specific communication skills (Dwamena et al. 2012, Thorne
et al. 2005) but staff still need to be able to enquire about the
nature and manner of support that patients want (so that satisfac-
tion can be achieved wherever possible).

Listening and appropriate verbal responses that demonstrate
empathy remain the key skills; if nothing else is achieved, adopt-
ing these qualities will be beneficial to patients and be a valuable
use of time.

Listening

Listening is a skill often assumed to be natural. Rarely would we
consider that we were physically unable to listen and perhaps this
makes us pay little attention to this crucial skill area (Box 4.1).

Box 4.1 How to let someone know you are listening to them

* Non-verbal encouragement, e.g. head nodding, body posi-
tion, eye contact

* Verbal responses

¢ Questioning

¢ Paraphrasing

* Clarifying

* Summarizing

* Empathy

Source: Hargie (2011). Reproduced with permission from Taylor & Francis.

The physical act of hearing is distinct from that of ‘listening’.
Hearing can be considered to be passive, but listening requires
active processing and attaching meaning to what is heard.

It might be difficult for us to answer the question ‘How do we
listen?’ and perhaps a procedure of ‘how to listen” would not do
justice to the sophistication and success of good listeners. How-
ever, there are ways of describing the constituent parts of listen-
ing that, if followed, would make the person speaking appreciate
that they were being listened to.

Problems can emerge as two people may interpret the meaning
of the same dialogue differently. For example, if you ask the ques-
tion ‘How are you?’ and the patient replies ‘Getting by’, do you
assume they are doing well and coping or that this means they
are struggling and ‘putting on a brave face’?

Hopefully, you will be attending to numerous non-verbal cues
to decipher what the patient actually means. If there is a sugges-
tion of ‘incongruence’, where the patient says ‘Getting by’ in a low
and sad-sounding voice coupled with a simultaneous lowering
of the head, we might consider the latter assumption. Alterna-
tively, if the patient sounds upbeat and looks you in the face with
a smile, you might be reassured they mean the former.

There are strategies to promote successful listening, for exam-
ple ‘summarizing’ and ‘clarifying’ (at suitable moments) what the
patient is saying.

Non-verbal responses
Non-verbal communication generally indicates information trans-
mitted without speaking. Included in this would be the way you
sit or stand, facial expression, gestures and posture, whether you
nod or smile and the clothes worn; all will have an impact on the
total communication taking place (Hargie 2011). Argyle (1988)
suggests that of communication that takes place between people,
only 7% is verbal (cited in Jootun and McGhee 2011).

Egan (2013) usefully describes the acronym SOLER to summa-
rize the constituent elements of non-verbal communication.

facing the patient Squarely
maintaining an Open posture
Leaning slightly towards the patient to
convey interest
having appropriate Eye contact, not staring nor avoiding (un-
less culturally appropriate)
being Relaxed

By learning an awareness of these factors and making this behav-
iour part of your normal demeanour, patients will be encouraged
to talk more openly, facilitating emotional disclosure.

Saying nothing can also be interpreted as meaning something,
so there is always communication however reluctant or silent you
or the patient may be.

It can be argued that non-verbal information is more powerful
than verbal information, for example in the case of ‘incongruence’
where the verbal message indicates one thing and the non-verbal
suggests another. There is a tendency to believe the non-verbal



message over the verbal in these instances. This highlights the
need to communicate with genuine compassion. Without this,
supportive communication can be severely reduced in its effec-
tiveness.

Non-verbal communication becomes even more important in
the case of people whose verbal communication is impaired, for
example by stroke, trauma, learning disability, dementia or sur-
gery. Patients need to be supported, ensuring, for example, that
they have constant access to pen and paper; communication
boards can be used to good effect and it is worth considering
the use of information technology and communication software,
if available. The experience of losing the ability to speak can
be very isolating and frustrating and preparation of the patient
and practice with communication aids is important to maximize
the success of communication. It is essential that people with a
speech deficit are given more time to communicate their needs, so
patience and persistence are essential until interaction and under-
standing are gained at a satisfactory level.

Non-verbal behaviour to encourage patients to talk includes
nodding/making affirming noises, for example ‘Hmmm’. This
‘affirming’ is mostly done naturally, for example at points of eye
contact, as specific points are made and during slight pauses in
dialogue. It can be especially important to affirm when the patient
is talking about psychological issues as they will need validation
that this is an acceptable topic of conversation. Chambers (2003,
p.878) suggests that for patients with ‘limited verbal expression’,
nurses have a responsibility to build upon and recognize their
non-verbal communication to support the development of a good
working relationship with the patient.

Verbal responses

The way things are said makes a considerable difference, so
attention needs to be paid to the tone, rate and depth of speech.
This means sounding alert, interested and caring, but not patron-
izing. Speech should be delivered at an even rate, not too fast or
too slow (unless presenting difficult or complex information).

Questioning

A gkill that is used in close collaboration with listening is that
of questioning. When specific information is required, for exam-
ple in a crisis, closed questions are indicated, because they nar-
row the potential answer (Silverman et al. 2013) and allow the
gathering of specific information for a purpose. Closed questions
therefore are ones which are likely to generate a short ‘yes or no’
answer, for example ‘Are you all right?’.

In care situations with significant life-changing implications,
a broader assessment of the patient’s perspective is required
and there is also a need to show compassion and identify any
underlying psychosocial issues. Open questions and listen-
ing are therefore required. Open questions do the opposite of
closed questions; they broaden the potential answers (Silverman
et al. 2013) giving the agenda and direction of the dialogue to the
patient. So, for example, instead of asking ‘Are you all right?’, an
open question would be ‘How are you today?’ or ‘What has your
experience of treatment been like?’.

A question that enquires about a patient’s emotional experi-
ence indicates that this is also of interest to the nurse; for example,
‘How did that make you feel?” or “What are your main concerns?’.

Open questions cannot be used in isolation as the opportunity
for open discussion can easily be blocked by failing to ensure
that the rest of the fundamental communication elements are in
place. Attention must therefore be paid to protecting sufficient
time, verbal space (not interrupting) and encouragement (in the
form of non-verbal cues, paraphrasing, clarifying and summariz-
ing), so that the patient and/or relative can express their feelings
and concerns.

Open questions may not be appropriate with people who have
an acquired communication problem, such as changes to the oral
cavity following head and neck surgery or if English is not their
first language.
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Asking one question at a time is important; it is easy to ask
more than one question in a sentence and this can make it unclear
where the focus is and lead the patient to answer only one part of
the question.

Open questions can also be helpful to respond to cues that the
patient may give about their underlying psychological state. Cues
can be varied, numerous and difficult to define, but essentially
these are either verbal or non-verbal hints of underlying unease
or worry. Concerns may be easier to recognize where they are
expressed verbally and unambiguously (del Piccolo et al. 2006).

Reflecting back
This is repeating the same words back to the patient, which sig-
nals that their focus is a legitimate topic for discussion (McCabe
and Timmins 2013), but if this technique is overused it can sound
unnatural (Silverman et al. 2013).

When it is used, it needs to be done with thought and include
‘something of you in your response’ (Egan 2013), meaning that
you remain alert and caring.

Paraphrasing

This technique involves telling the patient what they have told
you but using different words that retain the same meaning; for
example:

Patient: I need to talk to them but whenever they start to talk
to me about the future, I just start to get wound up and shut
down.

Nurse: So when your family try to talk, you get tense and you
stop talking ...

Clarifying

The aim of this technique is to reduce ambiguity and help the
patient define and explore the central or pivotal aspect of the
issues raised. As nurses, we can be reluctant to explore emotional
or psychological issues in too much depth, for fear that the issues
raised are too emotional and hard to deal with (Perry and Bur-
gess 2002). However, if the principles of good communication are
applied and a focus on the patient’s agenda is maintained, dis-
tressing and difficult situations can be heard and support offered
to the patient.

The use of open questions is likely to raise certain issues that
would benefit from further exploration. Clarification encourages
the expression of detail and context to situations, helping to
draw out pertinent matters, perhaps not previously considered by
either the patient or the nurse. A mixture of open or closed ques-
tions can be used in clarification (Box 4.2).

It is sometimes necessary for the nurse to clarify their own
position, perhaps acknowledging that they don’t know some-
thing and cannot answer certain questions, for example ‘I am not
in a position to know if the treatment will work’.

Sometimes not knowing can be a valuable position, as it
prompts an enquiry about the patient’s experience rather than
making assumptions. The knowledge and experience gained
through a nursing career may mean that the experience of the
patient or relative is familiar; however, patients and relatives will

Box 4.2 Open and closed questions

* Are you feeling like that now? (closed)

* You seem to be down today, am I right? (closed)

* Can you describe how the experience made you feel? (closed)

* You say that you’ve not had enough information: can you tell
me what you do know? (open)

* You mention that you are struggling: what kinds of things do
you struggle with? (open)

* You say it's been hard getting this far: what has been the
hardest thing to cope with? (open)
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benefit from the opportunity to share their experience in their own
words and to feel ‘heard’ (Williams and Iruita 2004).

Summarizing
This intervention can be used as a way of opening or closing dia-
logue. An opening can be facilitated by recapping a previous dis-
cussion or outlining the understanding of the patient’s position.
Summarizing can be used to punctuate a longer conversation and
highlight specific issues raised.

This serves several purposes.

e It informs the patient that they have been listened to and that
their situation is understood.

¢ It allows the patient to correct any mistakes or misconceptions
that may have arisen.

* It brings the conversation from the specific to the general
(which can help to contextualize issues).

e It gives an opportunity for agreement to be reached about what
may need to happen.

An example of summarizing:

‘It sounds like you are tired and are struggling to manage the
treatment schedule. It also sounds like you don’t have enough
information and we could support you more with that ...’

Summarizing can be a useful opportunity to plan and agree what
actions are necessary, but if summarizing is used in this situa-
tion, it is important to avoid getting caught up with planning and
solution finding; the patient will gain the greatest benefit from
empathic attentive listening. In our nursing role, we are familiar
with ‘doing’ and correcting problematic situations; and although
interventions can be helpful in psychosocial issues, sometimes it
is necessary not to act and to just ‘be’ with the patient, accepting
their experience as it is, however difficult this may be.

Recognizing when to act and when to sit with distress can be
difficult. However, it is important to develop this awareness and
to accept that sometimes there are no solutions to difficult situa-
tions. The temptation to always correct problems might only serve
to negate the patient’s experience of being listened to (Connolly
et al. 2010). Sometimes all the patient may want in that moment
is to be listened to and heard.

Empathy

Sharing time and physical space with other people demands
the development of a relationship. In nursing, the relationship
with patients is defined by many factors, for example physical
and medical care. In clinical roles, it is possible to be emotionally
detached and to exist behind a ‘professional mask’ (Taylor 1998,
p.74) but when working in a supportive role, a shared experience
and bond are generated, inclusive of feelings.

Recognizing our own feelings is important to allow us to under-
stand and to ‘tolerate another person’s pain’ (McKenzie 2002,
p.34). Nurses demonstrate empathy when there is a desire to
understand the client (patient) as fully as possible and to commu-
nicate this understanding back to them (Egan 2013, p.97).

This means attempting to gain an appreciation of what the
patient might be going through, taking into consideration their
physical, social and psychological environment. This inferred
information can be used to ‘connect’ with the patient, all the time
checking that our interpretation of their experience is accurate.
Even if the nurse has experienced similar events, it is important
to determine the patient’s thoughts and feelings as they can be
very different.

Rogers (1975, p.2) seminally described the skill of empathy
as: ‘The ability to experience another person’s world as if it were
one’s own, without losing the “as if” quality’. That means allow-
ing ourselves to get into the patient’s shoes and experience some
of what they might be experiencing, without allowing ourselves
to enter the experience wholly (it isn’t our experience). Empathy

allows for an opportunity to ‘taste’ and therefore attempt to under-
stand the patient’s perspective. Understanding emotions and
behaviours in this way encourages an acceptance and positive
negotiation of them. Maintaining the ‘as if’ quality protects us
from adopting too great an emotional load. Having too much of
a sense of loss or sorrow may prevent us from offering effective
support, as we are drawn to focus on our own feelings more than
is necessary or helpful for ourselves or the patient.

Empathy may not always come easily, especially if a patient is
angry. What can be very useful in the development and use of
empathy is the ability to step back from the situation and reflect
upon what it is that you, as the nurse, feel and how this relates to
what is happening for the patient.

Barriers to effective communication

Poor communication with patients can negatively affect decision
making and quality of life (Dwamena et al. 2012, Fallowfield et al.
2001, Thorne et al. 2005).

The environmental conditions in which nurses work, with com-
peting professional demands and time pressures, can reduce the
capacity to form effective relationships with patients (Hemsley
et al. 2012, Henderson et al. 2007).

There is a personal, emotional impact when providing a support-
ive role for patients with psychological and emotional issues (Botti
et al. 2006, Dunne 2003, Turner et al. 2007) and it is therefore likely
that blocking or avoidance of patients’ emotional concerns relates to
emotional self-preservation for the nurse. Young (2012) states that
in caring for patients who have dementia, professional caregivers
are likely to avoid communication which can result in further isola-
tion and frustration in the patient which in turn could lead to anger.

When communicating and assessing patients’ needs, nurses may
be anxious about eliciting distress and managing expressed con-
cerns. They may lack confidence in their ability to clarify patients’
feelings without ‘causing harm to the patient or getting into dif-
ficulty themselves’ (Booth et al. 1996, p.526). As a consequence,
nurses can make assumptions, rather than assessing concerns
properly (Booth et al. 1996, Kelsey 2005, Schofield et al. 2008). To
illustrate this point, Kruijver et al. (2001) demonstrated how nurses
verbally focus upon physical issues, which accounted for 60% of
communication with patients. Nurses often recognize this bias
and suggest that they feel greater competence discussing physi-
cal rather than psychological issues and seek better skills to help
them to manage challenging situations (McCaughan and Parahoo
2000). Being supported practically and emotionally by supervisors
and/or senior staff can help to decrease blocking behaviours (Booth
et al. 1996, Connolly et al. 2010). Clinical supervision can aid the
transfer of communication skills into practice (Heaven et al. 2006).

Institutions, work environments and the nature of the senior
staff within them can influence the nature of communication
(Booth et al. 1996, Chant et al. 2002, McCabe 2004, Menzies-Lyth
1988, Wilkinson 1991). Nurses may improve their own practice
by identifying where environmental barriers lie and attempting to
mitigate the features of the clinical environment that inhibit psy-
chological care. These barriers to communication may be even
more significant for patients who have any cognitive or physical
impairment, such as learning disability, dementia, hearing or
sight impairment. Approaches to patients who have additional
communication needs require consideration and planning.

Despite the difficulties outlined, it has been argued that nurses
can communicate well when they are facilitated to provide indi-
vidual patient-focused care (McCabe 2004).

Legal and professional issues

There are a number of legal and professional concepts and issues
that impact on effective communication and psychological sup-
port. These include:

* professional responsibility for effective communication
* confidentiality and appropriate disclosure of information about
the patient



* consent communicating about a procedure and ensuring that a
patient is fully cognisant of what it involves

* assessment of an individual’s mental capacity to engage in
care and treatment.

Professional responsibility for effective
communication
The Francis Report (DH 2013) recommended that there should be
an increased focus on a culture of caring, compassion and consid-
eration in nursing. The steps to achieving this are set out in Com-
passion in Practice (DH 2012a). Underpinning this vision are six
fundamental values: care, compassion, competence, communica-
tion, courage and commitment, and associated with these are six
areas of action to support nursing staff in delivering excellent care.
Communication is one of the six fundamental values in the
vision and is defined as:

‘central to the caring relationships and to effective team work-
ing. Listening is as important as what we say and do and
essential for ‘no decision about me without me’. Communica-
tion is the key to a good workplace with benefits for those in
our care and staff alike’ (DH 20123, p.13).

However, it is also important to note that ‘Compassion: care
given through relationships based on empathy, respect and dig-
nity ... also described as intelligent kindness’ (DH 2012a, p.13) is
also a fundamental professional responsibility.

This professional responsibility of every nurse to communi-
cate effectively and compassionately is an explict standard of The
Code (NMC 2015):

‘Make the care of people your first concern, treating them as

individuals and respecting their dignity.

* You must listen to the people in your care and respond to
their concerns and preferences.

* You must make arrangements to meet people’s language
and communication needs.

* You must share with people, in a way they can understand,
the information they want or need to know about their
health.

* You must uphold people’s rights to be fully involved in their
care’.

There are four essential features of maintaining dignity in com-
munication.

1 Attitude. Being aware of the other person’s experience, our atti-
tudes towards them and how this affects the care provided.

2 Behaviour. Being respectful and kind, asking permission, giv-
ing your full attention and using understandable language.

3 Compassion. Being aware of and in touch with our own feelings
and ‘acknowledging the person beyond their illness’ (Chochi-
nov 2007, p.186).

4 Dialogue. Being able to demonstrate an appropriate knowledge of
the patient’s history, experience and family context (Webster and
Bryan 2009). You might usefully make educated guesses about
the likely experiences of the patient, for example ‘It must have
been difficult to have received the news at that point in your life’.

These qualities are recognized as so essential to nursing practice
that the Francis Report (DH 2013) recommended that an aptitude
test to explore an individual’s qualities of caring and compassion
should be included in the selection process of aspiring nurses.

Confidentiality

‘Information provided in confidence should not be used or dis-
closed in a form that might identify a patient without his or her
consent’ (DH 2003, p.7). The Code (NMC 2015) states that every
nurse must respect people’s right to confidentiality, ensuring they
are informed about how and why information is shared by those
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who provide their care. In addition, it is a legal obligation and
should be part of the terms and conditions of employment of any
healthcare professional (DH 2003).

However, if there is a concern that an individual may be at risk
of harm, this must be appropriately disclosed following the guid-
ance of the organization in which the nurse works.

Consent

One of the principles that guides the NHS in the Constitution is:
‘NHS services must reflect the needs and preferences of patients,
their families and carers. Patients, their families and carers where
appropriate will be involved and consulted on all decisions about
their care and treatment’ (DH 2012b).

The NHS Constitution (DH 2012b) also states that a patient
has the right to accept or refuse treatment that is offered and not
be given any physical examination or treatment unless they have
given valid consent.

The Code (NMC 2015) states that nurses have a responsibility
to ensure they gain consent and that they must:

* gain consent before treatment or care starts

* respect and support people’s rights to accept or decline treat-
ment or care

* uphold people’s rights to be fully involved in decisions about
their care

* be aware of the legislation regarding mental capacity

* be able to demonstrate that they have acted in someone’s best
interests if emergency care has been provided.

For consent to be valid, it must be given voluntarily by a compe-
tent person who has been appropriately informed and who has
the capacity to consent to the intervention in question (NMC
2013). This will be the patient or someone authorized to do so
under a Lasting Power of Attorney (LPA) or someone who has
the authority to make treatment decisions as a court-appointed
deputy (DH 2009).

The validity of consent does not depend on a signature on
a form. Written consent merely serves as evidence of consent.
Although completion of a consent form is in most cases not a
legal requirement, the use of such forms is good practice where
an intervention such as surgery is to be undertaken (DH 2009).

If there is any doubt about the person’s capacity to make a deci-
sion about consent, the nurse should determine whether or not
the person has the capacity to consent to the intervention and
secondly that they have sufficient information to be able to make
an informed decision (DH 2009). This should be done before the
person is asked to sign the form. Documentation is necessary and
the nurse should record all discussions relating to consent, details
of the assessment of capacity, and the conclusion reached, in the
patient’s notes (NMC 2008).

Obtaining consent is a process and not a one-off event (NMC
2013). Usually the person undertaking the procedure should be
the person seeking to obtain consent. There may be situations
when a nurse has been asked to seek consent on behalf of other
staff. Providing the nurse has had training for that specific area,
they may seek to obtain consent (NMC 2013).

As part of the nursing assessment, the nurse needs to estab-
lish if the person can understand the verbal communication, what
they are being consented for and that they are able to read or
write or communicate their decision in a reliable manner. If they
are unable, they may be able to make their mark on the form to
indicate consent by any reasonable means. If consent has been
given validly, the lack of a completed form is no bar to treatment,
but a form can be important evidence of such consent (DH 2009).
If the patient is unable to consent because they do not understand
the information or are unable to communicate their decision, the
Mental Capacity Act 2005 allows decisions to be made in the
patient’s best interest. If the consent is about medical treatment
then a best interest decision may be required; this will depend on
the seriousness of the decision (Mental Capacity Act 2005).
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Consent may be expressed by a person verbally, in writing or
by implication (NMC 2013); an example of implied consent would
be where a person, after receiving appropriate information, holds
out an arm for their blood pressure to be taken. The nurse should
ensure that the person has understood what examination or treat-
ment is intended, and why, for such consent to be valid (DH 2009).
It is good practice to obtain written consent for any significant
procedure, such as a surgical operation or when the person par-
ticipates in a research project or a video recording (NMC 2013).

A competent adult may refuse to consent to treatment or care
and nurses must respect that refusal (NMC 2013). Where a
patient declines an intervention, consideration must be given to
the patient’s capacity. If the patient is deemed to have capacity
and refuses care, this needs to be recorded clearly in their notes.

Equality and diversity

An additional aspect of communication and psychological sup-
port from the legal persepctive is to ensure that it is as equitable
as possible. The Equality Act (2010) reinforces the duty to ensure
that everybody, irrespective of their disability, sex, gender, race,
ethnic origin, age, relationship status, religion or faith, has equal
access to information and is communicated with equitably. This
means, for example, that provision is necessary to meet the infor-
mation needs of blind and partially sighted people (Section 21 of
the Disability Discrimination Act, October 1999).

People from black and minority ethnic (BME) groups consti-
tute 14% of the population in England and Wales (Jivraj 2012).
Originating primarily from the Caribbean, Africa, South Asia and
China, the majority of people falling into this group continue to
maintain strong cultural links with their countries of origin even
after being resident in the United Kingdom for several generations.

Communication needs are individual and information require-
ments are also culturally sensitive. People may hold different
beliefs about why they have developed an illness, for instance
thinking that they are being punished for something that they
may or may not have done (Dein 2006, McEvoy et al. 2009).

Medical language is full of technical vocabulary and jargon
which is often difficult to comprehend even for native English
speakers. Macdonald (2004) suggests that people from BME
groups may often come from communities where the opportu-
nity for education is limited, thus making it difficult for them to
comprehend the information that has been provided, particularly
when their first language is not English. Macdonald (2004, p.131)
states that ‘sentences should be short, clear and precise’.

Patients from different ethnic backgrounds will often take a
family member to health-related appointments. The family mem-
ber is there to assist in the dialogue between the patient and the
medical/nursing practitioner. Macdonald (2004) discusses the
fact that communication is a two-way process and suggests that
for it to be effective, the information provided needs to be patient
focused. The process of translation and interpretation is never
without potential problems, however, and it is important to try to
find more effective ways of ensuring that the information provided
is not misunderstood or misinterpreted (McEvoy et al. 2009).

In addition to the written word, there are also reputable tele-
phone helplines that can facilitate the translation from one lan-
guage to another. It is good practice that these services be utilized
rather than relying on family or friends of the patient (Macdonald
2004). The reason for this is that the latter may not fully under-
stand what they are being asked to translate, or might miscon-
strue or misrepresent what is being said (Macmillan Cancer
Relief 2002).

Patients who are elderly may need additional support to be able
to make informed decisions about care. Older patients are more
likely to have hearing or sight loss although this should not be
assumed. This needs to be considered when communicating as
well as considering the patient’s dignity. If a patient is hearing
impaired there may be a temptation to shout, but in a busy clinical
environment this might breach a patient’s right to confidentiality
and to be treated with dignity. Information provided in small print

may be inappropriate and inaccessible for the patient, impacting
on their ability to make an informed choice.

Patients with dementia may have additional communication
needs, and there is a danger of assuming that because a person
has dementia they will not be able to make decisions for them-
selves. Daniel and Dewing (2012) suggest that this idea needs
to be avoided as it fails to meet the requirements of the Mental
Capacity Act (2005). The Mental Capacity Act (2005) makes it
clear that consent must be decision specific and, as such, each
significant decision needs to be assessed. If a patient with
dementia has communication issues, it is important to work with
them and their family to maximize their ability to be involved in
decision making even when the person is assessed as lacking
capacity. The Mental Capacity Act ‘promotes the autonomy and
rights of an individual who lacks decision-making capacity’ (Grif-
fith and Tengnah 2008, p.337).

In communication with people who have a learning disability,
50-90% experience communication difficulties, such as impaired
speech, hearing or sight loss (Jones 2002, p.566). It is important to
know what tools can be used to support this patient group to com-
municate their needs whilst receiving healthcare, the most impor-
tant of which are the communication skills of the person providing
the care (Chambers 2003). Many patients with learning disabilities
will have a hospital or My Health passport which will include infor-
mation on how best to communicate with the person. The person
with a learning disability may have a communication book, which
is full of symbols which they can use to communicate their needs.

With any patient who has additional communication needs, it
is important to work with the people who know them well such
as family, carers or other professionals. The family, carers and
friends will be able to interpret the non-verbal communication
more easily and so can support nurses in providing care; carers
should be seen as partners in the caring process.

Mental Capacity Act (2005)
The Code also makes explicit the responsibility to be aware of
the legislation regarding mental capacity, a factor that can have
a significant impact on communication. The Mental Capacity Act
(2005) sets out clear guidance and has produced a code of prac-
tice to support professionals working with people who may have
impairment in their capacity.

The first principle of the act is the presumption of capacity and
so we must presume a person has mental capacity unless they:

e are unable to understand information given to them to make
choices

* can understand but are unable to retain the information

* are unable to weigh up and relate the information accurately to
their situation

* are unable to communicate their wishes or choices (by any
means) (BMA 2007).

If any of these factors are in question, the Mental Capacity Act
(2005) recommends that determining an individual’s decision-
making capacity is best achieved through multidisciplinary
assessment. A separate assessment of capacity must take place
for every decision involving the individual. It is important, how-
ever, to ensure that the person is involved as much as they can
be in the decision making and that all reasonable steps have been
made to support the patient to make the decision for themselves
(Dimond 2008). Brady Wagner (2003) specifies four key areas
that need to be fulfilled in order to have the capacity to make a
decision.

1 Understanding the diagnosis and other information given
regarding treatment and non-treatment options.

2 Manipulating those options and consequences in relation to
one’s personal values and goals.

3 Reasoning through a decision.

4 Communicating the preference/decision.
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Table 4.1 NHS Knowledge and Skills Framework. four dimensions of communication competence

..........................................................

Establish and maintain
communication with people
about routine and daily
activities, overcoming any
differences in communication
between the people involved

Establish and maintain
communication with
other people on routine
and operational
matters

...........................................................

Establish and maintain
communication with
various individuals and
groups on complex
potentially stressful topics
in a range of situations

Establish and maintain
communication with
individuals and groups about
difficult or complex matters,
overcoming any problems in
communication

Source: Adapted from NHS Knowledge and Skills Framework and Development Review Guidance. Working draft, v6.0 (2003).

The mental capacity of an individual needs to be considered
in any communication but particularly if it involves the patient
making a decision about treatment or care options and in
respect of consent. The assessment as to whether an individual
has capacity or not can be a complex one and it is important
to ensure that the principles of the Mental Capacity Act (2005)
are applied in any decisions relating to a patient where there
is a concern about impairment in the functioning of mind or
brain and as such the person’s capacity to communicate their
consent is questioned (Daniel and Dewing 2012). At any time
before making any referral or sharing patient information to
enable access to further support, it is important that the patient
fully understands and consents and, where this is not possible,
the decision may need to be made in the patient’s best interests,
ensuring the principles of the Mental Capacity Act (2005) are
applied.

There are some patient groups in which the issue of com-
munication and consent may be more challenging, particularly
when the person does not wish to engage in the care or treat-
ment. If, for instance, a person with dementia was indicating
by their non-verbal communication that they did not want to be
treated but the treatment was required, in an adult with capac-
ity this would be considered withdrawal of implied consent. In
these situations where the adult has been assessed as lacking
capacity and treatment is to be given, how the person is com-
municated with during this process is really important. The
patient may feel threatened and anxious and so explaining
what is happening, keeping calm and talking in a quiet voice
may help facilitate the care without causing more distress to
the patient.

Competencies

Communication is such an essential aspect of the role of anybody
in healthcare that the NHS Knowledge and Skills Framework spec-
ifies four levels of skill in communication (Table 4.1). Nurses are
expected to be competent as a minimum to level 3. This is a base-
line and much work has been done in developing programmes to
advance communication skills further.

The consistency of the success of training interventions has
been widely discussed (Chant et al. 2004, Heaven et al. 2006,
Schofield et al. 2008). The NHS Connected programme was
developed initially to develop further the skills of key members
of multidisciplinary teams in cancer care (Fellowes et al. 2004);
this work has now been merged with the Health and Social Care
Information Centre (http://systems.hscic.gov.uk/).

Ongoing development of communication skills should include
learning how to negotiate barriers to good communication in the
clinical environment, tailoring and individualizing communica-
tion approaches for different patients, conflict resolution and
negotiation skills (Gysels et al. 2005, Roberts and Snowball 1999,
Schofield et al. 2008, Wilkinson 1991).

Courses with a behavioural component of communication
training, that is, role-playing situations in the classroom, are
preferable as this is indicated to influence effectiveness (Gysels
et al. 2005).

If an issue appears to be beyond the scope of practice of the
nurse, it is essential that further advice and help are sought to
manage a patient’s psychosocial needs. Self-care and supervision
are key factors in maintaining the ability to support other people.
This will mean having a balanced lifestyle, knowing self, and hav-
ing relevant accessible support structures in place.

Pre-procedural considerations

Time

In an acute hospital environment time is always pressured. This
has an impact on communication unless steps are taken to create
time for effective, supportive communication to take place. From
the patient’s perspective, they need to know that they have the
nurse’s attention for a set period of time. It is therefore essential
to be realistic and proactive with the patient to negotiate a spe-
cific conversation for a prescribed length of time at a prearranged
point in the day. It is important to be realistic but also to keep to
the arrangement, otherwise there is the potential for the patient
to consider that their psychological needs are not important
(Towers 2007).

Environment

Conversations in a hospital environment can be very difficult,
especially if privacy is sought. However, there are actions
that can be taken to make the environment as conducive as
possible to enable supportive communication to take place
(Towers 2007) (Box 4.3). This preliminary work might seem

Box 4.3 Making the environment conducive to supportive
communication

* Can the patient safely and comfortably move to a more suit-
able area to talk with more privacy?

* Do they wish to move?

* Do they wish other people/members of the family to be
there?

* Clear a space if necessary, respecting the patient’s privacy
and property.

* Check whether sitting on one side or another is preferable
to them.

* Remove distractions, for example switch off a television,
with the patient’s permission.

* [s the patient able to sit comfortably?

* Will the patient be too hot or cold?

* As far as possible, choose a seat for yourself that is comfort-
able, and on the same level as the patient.

* Position your seat so you can have eye contact with each
other easily without having to turn significantly.

e If you are in an open area on a ward, draw the curtains (with
the patient’s permission), to give you some privacy. Obvi-
ously, this does not prevent sound transfer and it is worth
acknowledging the limitations of privacy.
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also select Discuss if you wish to speak about it with your health professional.

Choose not to complete the assessment today by selecting this box [J

Practical concerns
Caring responsibilities
Housing or finances
Transport or parking
Work or education

Date: Click here to enter text.

Name: Click here to enter text.

Hospital/NHS
number:

Click here to enter text.
Information needs

Difficulty making plans
Grocery shopping

Please select the number that best describes
the overall level of distress you have been

feeling during the last week, including today: Preparing food
Bathing or dressing

10 Extreme distress /101 Laundry/housework
Family concerns
Relationship with children

Relationship with partner
Relationship with others
Emotional concerns
Loneliness or isolation
Sadness or depression
Worry, fear or anxiety
Anger, frustration or guilt
Memory or concentration
Hopelessness

Sexual concerns

No distress

O N WM OO N ®O
Oooooooooog o

For health professional use Spiritual concerns
Regret about the past
Loss of faith or other spiritual concern

Loss of meaning or purpose in life

Date of diagnosis: | Click here to enter text.

Diagnosis: Click here to enter text.

Pathway point: Click here to enter text.

London Holistic Needs Assessment
For each item below, please select yes or no if they have been a concern for you during the last week, including today. Please
Yes No Discuss Physical concerns Yes No Discuss
O O O High temperature O O O
O O O Wound care O O O
O O O Passing urine O O O
O O O Constipation or diarrhoea O O O
O O O Indigestion O O O
O O O Nausea and/or vomiting O O O
O O O Cough O O O
O O O Changes in weight O O O
O O O Eating or appetite O O O
O O O Changes in taste O O O
Sore or dry mouth O O O
O O O Feeling swollen O O O
O O O Breathlessness O O O
O O O Pain O O O
Dry, itchy or sore skin O O O
O O O Tingling in hands or feet O O O
O O O Hot flushes O O O
O O O Moving around/walking O O O
O O O Fatigue O O O
O O O Sleep problems O O O
O O O Communication O O O
O O O Personal appearance O O O
Other medical condition O O O
O O O
O O O
O O O

Figure 4.4 The London Holistic Needs Assessment tool. Source: Reproduced with permission from London Cancer Alliance
(www.londoncanceralliance.nhs.uk/) and London Cancer (www.londoncancer.org/). Adapted with permission from the

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for Distress Management V.2.2014. © 2014 National
Comprehensive Cancer Network, Inc. All rights reserved. The NCCN Guidelines® and illustrations herein may not be reproduced
in any form for any purpose without the express written permission of the NCCN. To view the most recent and complete version
of the NCCN Guidelines, go online to NCCN.org. NATIONAL COMPREHENSIVE CANCER NETWORK®, NCCN®, NCCN
GUIDELINES®, and all other NCCN Content are trademarks owned by the National Comprehensive Cancer Network, Inc.

insignificant and time consuming but it underlines the impor-
tance of the communication to the patient and illustrates an
interest in them.

Assessment

Nurses need to make careful assessments of the patient’s com-
munication and psychological needs. This will include an assess-
ment of their communication style, skills and ability to relate (see
Chapter 2: Assessment and discharge). In addition, nurses need
to assess the psychological well-being of their patients. This
will include observing their cognitive state, mood level, coping
strategies and support networks. Patient needs and presenta-
tion are likely to vary at different points in the treatment journey.
An ongoing professional relationship between a nurse and a
patient can help identify alterations in mood and cognitive abil-
ity. Assessment and recording tools may be helpful in supporting
discussions with patients as well as noting change over time.

Recording tools
The Distress Thermometer is a validated instrument for meas-
uring distress (Gessler et al. 2008, Mitchell 2007, Ransom

et al. 2006). It is similar to a pain analogue scale (0 = no distress,
10 = extreme distress) and is thus simple to use and understand
(Mitchell et al. 2010) (Figure 4.4). The tool helps to establish
which of the broad range of challenges that may face any unwell
person is dominant at any given time. It provides a language to
help patients talk about what is concerning them (Mitchell 2007).
The patient marks where they feel they are at that moment or
for an agreed period preceding the assessment. Trigger ques-
tions included with the Distress Thermometer can then be used
to explore the nature of the distress, for example exploring family
difficulties, financial worries, emotional or physical problems. A
score of over 5 would warrant some supportive discussion and
exploration of whether other support is necessary or desired. It
may be that no further referral is necessary and the structured
discussion this tool provides is sufficient in lowering the level of
distress (NCCN 2010).

Principles of communication

Communication with a patient that is compassionate and sup-
portive in a clinical environment cannot be described as a linear
process but certain principles can increase its effectiveness.
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Chapter 4 Communication

Principles Table 4.1 Communication

Principle Rationale

Consider whether the patient is comfortable and doesn’t Pain and the medication used to treat it and other distractions

need pain relief or to use the toilet before you begin. and discomforts may limit a patient’s ability to reason and
concentrate. E

Protect the time for psychosocial focus of conversation. Patients may observe how busy nurses are and withhold worries

This involves telling other staff that you don’t wish to be and concerns unless given explicit permission to talk (McCabe

disturbed for a prescribed period. 2004, R3b).

Set a realistic time boundary for your conversation at the You may only have 10 minutes and therefore you need to articulate

beginning. the scope of your available time; this will help you to avoid

distraction and give your full attention during the time available. E

Introduce yourself and your role and check what the This helps to establish initial rapport (Silverman et al. 2013, C).
patient wishes to be called.

Spend a short time developing a rapport and indicating Patients want to feel known. P
your interest in the patient, for example comment on a
picture by the bedside.

Be ready to move the conversation on to issues that may Be aware that some patients may stay with neutral topics as

be concerning the patient. the central focus of the conversation and withhold disclosure of
psychosocial concerns until later in a conversation (Silverman
et al. 2013, C).

Suggest the focus of conversation, for example ‘T would This indicates to the patient that you are interested in their

like to talk about how you have been feeling’ or ‘I psychological issues. E

wondered how you have been coping with everything’.

Respond to and refer to cues. Patients frequently offer cues — either verbal or non-verbal hints

about underlying emotional concerns — and these need to be
explored and clarified (Levinson et al. 2000, R3b; Oguchi et al.
2010, R3b).

Responding to cues: ‘I noticed you seemed upset earlier.
I have 10 minutes to spare in which we can talk about it
if you wish’ or “You seem a little frustrated. Is now a good
time to talk about how I can help you with this?’

If the patient does not wish to talk, respect this (it is still The patient may not wish to talk at that moment or may prefer to
important that you have offered to talk and the patient talk to someone else. E

may well wish to talk at another time).

Ask open questions: prefix your question with ‘what’, Open questions encourage patients to talk (Hargie 2011, R5).
‘how’.

Use closed questions sparingly. If patients have a complicated issue to discuss, closed questions

can help them be specific and can be used for clarification as well
as when closing dialogue (Hargie 2011, R5).

Add a psychological focus where you can, for example This will help elicit information about psychological and emotional

‘How have you felt about that?’ issues (Ryan et al. 2005, R3a).

Listen carefully and feed back your understanding of Listening is a key skill — it is an active process requiring

what is being said at opportune moments. concentration, verbal and non-verbal affirmations (Silverman et al.
2013; Wosket 2006, R5).

Be empathic (try to appreciate what the other person may Empathy is about creating a human connection with your patient

be experiencing and recognize how difficult that is for (DH 2012a, C; Egan 2013, R5).

them).

Allow for silences. This can give rise to further expression and allows useful thinking
time for yourself and the patient (Silverman et al. 2013, C).

Initially avoid trying to ‘fix’ people’s concerns and the As an individual is listened to, they may feel comfort, relief and a

problems that they express. It might be more powerful sense of human connection essential for support (Egan 2013, R5).

and important to simply sit, listen and show your

understanding.

Ask the patient how they think you may be able to help The patient will know what they need better than you do. E

them.

Avoid blocking (Box 4.4). Blocking results in failing to elicit the full range of concerns a
patient may have (Back et al. 2005, R3a).

When you are nearing the end of the time you have The patient can find this easier to accept if you have clearly

agreed to be with the patient, let the patient know; that is, expressed the time you had available in the first place

mention that soon you will need to stop your discussion. (Towers 2007, R5).

(continued)
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Principles Table 4.1 Communication (continued)

Principle

.........................................................

Acknowledge that you may not have been able to

cover all concerns and summarize what has been
discussed, checking with the patient how accurate your
understanding is.

If further concerns are raised at this point, you will need
to make it clear that you cannot support them at the
current time. Let the patient know when you or other staff
may be available to talk again, or where else they may get
further support.

Agree any action points and follow up as necessary. If
needs remain unmet, offer support from a clinical nurse
specialist or a counselling service, if available. You must
discuss what this means and be realistic with regard to
waiting times. Consent from the patient for any further
referral is essential (unless you consider the patient to be
at risk).

Document your conversation, having agreed with the
patient what is appropriate to share with the rest of the
team.

Consider your own support needs. If you are affected

by any discussions you have had, seek discussion with
supportive senior members of staff or consider debriefing
and/or supervision.

Box 4.4 Characteristics of blocking behaviours

Blocking can be defined as:

¢ failing to pick up on cues (ignoring emotional content)

* selectively focusing on the physical/medical aspects of care

* premature or false reassurance, for example telling people
not to worry

* inappropriate encouragement or trivializing, for example

telling someone they look fine when they have expressed

altered body image

passing the buck, for example suggesting it is another pro-

fessional’s responsibility to answer questions or sort out the

problem (doctors or counsellors, for example)

changing the subject, for example asking about something

mundane or about other family members to deflect the con-

versation away from issues that may make the nurse feel

uncomfortable

jollying along, for example “You'll feel better when you get

home’

using closed questions (any question that can be answered

with a yes or a no is a closed question).

Source: Adapted from Faulkner and Maguire (1994).

Communicating with those who are
worried or distressed

Definition

Interpersonal communication is the process of discussion
between healthcare professionals and patients and carers, which
allows patients and carers to explore issues and arrive at deci-
sions (NICE 2004).

Rationale

The patient can correct any misinterpretations and this can lead to
satisfactory agreement about the meeting. It also signifies closure
of a meeting (Hargie 2011, R5).

Clarity and honesty are important, as is working within
boundaries. Knowing the limits of your time and expertise will
help to prevent confusion about where the patient can receive
types of support. E

Having made a suitable assessment, you can involve further
support if appropriate. E

It is essential to document your conversation so other members of
the team are informed and to meet your professional requirements
(NMC 2015, C; NMC 2010, C).

You may have unintentionally controlled the communication or
blocked expression of emotion. Reflection will increase your self-
awareness and help develop your skills. E

Clinical supervision supports practice, enabling registered nurses
to maintain and improve standards of care (NMC 2008, C).

...........................................................

Related theory

Patients will naturally have an emotional response to serious
illness. At its most mild, this is seen as sadness and worry.
At its most serious, however, patients experience severe psy-
chological responses such as adjustment reactions, anxiety
states or depression (NICE 2004). This is because illness
changes lives, or at least threatens to. Nurses must know how
to respond, therefore, to sad and worried patients. The abil-
ity to listen fully is perhaps the most frequently used skill or
competence of a nurse. Noticing when a patient is worried,
listening carefully to their concerns without interrupting, and
responding helpfully are components of effective communica-
tion with an individual who is distressed. When health workers
have such skills, patient outcomes are improved and staff feel
more satisfied with their work (Fallowfield and Jenkins 1999,
Fellowes et al. 2004, Ong et al. 2000, Razavi et al. 2000, Stewart
1996, Taylor et al. 2005).

Before learning how to listen and respond to patient worries,
it is worth knowing about unhelpful communication habits.
Health workers often focus on physical and practical concerns
but ignore the emotional issues of patients (Booth et al. 1999,
Maguire et al. 1996). This is despite the fact that patients hint
at their worries (Uitterhoeve et al. 2010). It seems that health
workers are eager to give advice, reassurance and information
before hearing all the patient’s concerns (Booth et al. 1999).
This rush to fix problems may be one cause of incomplete
listening.

Evidence-based approaches

Research evidence suggests that nurses and other health work-
ers should listen to all of the concerns, even those that have no
resolution (Booth et al. 1999, Pennebaker 1993). Nurses should
enquire about the resources (help) that patients have around them
and patients should be given an opportunity to describe for them-
selves what would help, before the health worker offers advice,
information or reassurance (Booth et al. 1999, Tate 2010). It is also



known to be helpful for health workers to use a structure in their
own minds to organize their thoughts and questions (Silverman
et al. 2013). Patients or their carers will often have disorganized
thoughts because their thinking is clouded by emotions. A help-
ful health worker, on the other hand, needs to be calm, organized
and sensitive. The SAGE & THYME model (Connolly et al. 2010)
presented below is one way for nurses and other health workers
to conduct a structured and evidence-based conversation. The
model suggests a sequence of sensitive questions which allow
the health worker to hear about strong emotions and remain calm
themselves.

Principles Table 4.2 SAGE & THYME

Principle

..........................................................

SETTING - think first about the setting. Can you respond
to this hint from the patient now or should you return when
you and they can protect ten minutes? Can you create some
privacy? Would they like to talk?

ASK - ask the patient what is concerning or worrying them
(don’t worry yourself about problems that you cannot solve —
just listen).

GATHER - gather all of the concerns, not just the first few
(ask if there is something else). Repeat back to the patient
what you have heard (this proves that you are listening) and
make a list of all the concerns (actually write them down).

EMPATHY - say something which suggests that you are
aware of the burden of their worry, such as: ‘I can see that
you have a lot to be worried about at the moment’.

TALK - ask who they have to talk to and what support they
have. Make a list of all the people who would help. ‘Who do
you have that you can talk to about your concerns?’

YOU - ask the patient: ‘What do you think would help?’ or
‘What would help?’

ME - ask the patient: ‘Is there something you would like me
to do?’

END - summary and strategy. ‘I now know what you are
worried about and the support you have. I know what you
think would help and what you want me to do. I'll get on with
that and come back to you when I can. Is it OK to leave it
there for now?’

Chapter 4 Communication

Pre-procedural considerations

Patients need privacy to discuss emotions and worries: they also
need time. Nurses, therefore, should create the conditions for
patients to describe their worries. Nurses are often busy because
there are many competing demands for their time, yet proper lis-
tening requires time and privacy. Nurses create time and privacy
to dress a wound. They dress wounds expertly, in a logical and
sequential way which has been carefully learned and practised.
Listening to the worries of the patient also needs uninterrupted
time and a logical sequence. This skill must also be learned and
mastered if the nurse is to become an expert listener.

Rationale

..........................................................

Patients notice that nurses are busy and withhold worries
unless given an explicit opportunity to describe their
concerns (McCabe 2004, R3b). It is important to create the
setting or environment within which patients or carers can
disclose their concerns (Hase and Douglas 1986, R5).

Patients frequently hint about their underlying concerns.
These hints need to be noticed and responded to (Oguchi
et al. 2010, R3b). Asking specifically about emotions
encourages patients to describe psychological and
emotional issues (Ryan et al. 2005, R3a). Specific questions
about psychological concerns are important (Booth et al.
1999, R3b; Maguire et al. 1996, R3b).

Listening is an active process, requiring concentration,
silences and verbal affirmation that you hear what is being
said (Silverman et al. 2013, R5; Wosket 2006, R5). It is
important to hear all the patient’s concerns, to summarize
and check that you have understood correctly (Maguire et al.
1996, R3b; Pennebaker 1993, R3b).

Empathy is about creating a human connection with your
patient (Egan 2013, R5). Empathy shows that you have
some sense of how the patient is feeling (Booth et al. 1999,
R3b; Maguire and Pitceathley 2002, R3b).

Patients commonly rely on family and friends for support
(EIl 1996, R5). Good social support is associated with
enhanced coping skills for the patient (Chou et al. 2012,
R3b). Supportive ties may enhance well-being by meeting
basic human needs for companionship, intimacy and a
sense of belonging (Berkman et al. 2000, R5). It is helpful
to know what social support surrounds the patient (Stewart
1996, R5).

People’s social networks may help them reinterpret events
or problems in a more positive and constructive light (Thoits
1995, R5). The support from family and friends commonly
involves reassurance, comfort and problem solving
(Schroevers et al. 2010, R5).

It is helpful to use a style of problem solving which seeks
the patient’s own solutions first (Booth et al. 1999, R3b;
Tate 2010, R5).

It is helpful to use a negotiated style of communication
which gives the patient control over what, if any,
professional help they receive with their concerns or
dilemmas (Fallowfield and Jenkins 1999, R3b).

It is important to know how to summarize and close an
interaction (Bradley and Edinberg 1990, R5).
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Problem-solving table 4.1 Prevention and resolution (Principles table 4.2)

Problem

...........................................................

DIRECT REQUESTS

Patients often have concerns at the same time as direct
requests or direct questions. When listening for all the
concerns, it is easy to be distracted by the direct request.

The following is an example: ‘I keep hearing different things
and it makes me feel as though nobody really knows what is
happening. That’s scary for me. Am I having this scan or not?’

MISTAKING THE Y’ OF THYME

Some learners of the SAGE & THYME model mistake the
You of THYME by wrongly interpreting this as a challenge to
patients: ‘What can you do for yourself?’

NOBODY IN THE ‘T’ OF THYME

Some patients will have no support. No people in their lives to
help them think through or cope with the difficulties they face.
This becomes obvious in the ‘T’ question in THYME (‘Who do
you have to talk to about your worries/concerns?’).

Informing patients

Here we cover the principles of providing information to patients
and discussing procedures to be carried out.

Related theory

Research conducted by the Picker Institute (Ellins and Coulter 2005)
shows that 80% of people actively seek information about how to
cope with health problems. Information is of prime importance in
helping to support people in the decision-making process, particu-
larly when they are vulnerable and feeling anxious. It is important
that high-quality, reliable and evidence-based information should
be accessible to patients, their relatives and carers at the right time,
making it an integral part of their care (DH 2008a). This is reiterated
in the White Paper Our Health, Our Care, Our Say (DH 2006), which
states that ‘people with a long-term condition and/or long-term
need for support — and their carers — should routinely receive infor-
mation about their condition’ and the services available to them.
Information prescriptions represent good practice for supporting
the information needs of individuals (DH 2009). High Quality Care
for All (DH 2008b) requires NHS organizations to provide accessi-
ble information to patients who have a learning disability.

Evidence-based approaches
With any procedure, it is essential that the patient (assuming con-
sciousness and ability to make rational decisions) is psychologi-
cally prepared and consented. This requires careful explanation
and discussion before a procedure is carried out.

As nurses, we can become so familiar with procedures that we
expect them to be considered ‘routine’ by our patients. This can
prevent us from providing thorough and necessary information

Action

..........................................................

It is tempting to deal only with the direct request (about the
scan) and to ignore the other cues and concerns (different
messages, nobody knows what is happening, scary).
However, the direct request cannot be ignored either. A
clear-thinking nurse will notice both the direct question and
the other cues and concerns. ‘I hear that you are scared, that
you feel that nobody knows what is going on, that you are
getting different messages and that you want to know about
the scan. I promise to find out about the scan; would you
prefer me to do that straight away or can I come back to that
once we've discussed you feeling scared and that nobody
knows what is going on?’ In this way, the direct question is
addressed but the process of gathering concerns continues.
You are back in SAGE because you have ‘parked’ the request
about the scan. Alternatively, you find out immediately about
the scan and then return to the other concerns.

This is not recommended. It risks the unfair suggestion

that the patient is not doing enough for themselves. Nurses
should practise hearing themselves asking the correct
questions as follows: “‘What do you think would help?’ and
‘Is there something else that would help?’. The questions
relate to the patient’s own ideas about what could be helpful:
‘What do you think would help?’ or ‘What would help?’.
These questions are important because research suggests
that we should seek the patient’s own ideas about what
would help before we ask about what we can do to help.

In these circumstances, there is no purpose asking the ‘H’
question (‘How do these people help?’). Move straight on to
the next question: ‘What do you think would help?’

and gaining acceptance and co-operation from our patients. We
therefore need to avoid assuming that repetitive or frequent pro-
cedures do not require consent, explanation and potential discus-
sion, for example taking a temperature.

It is important to consider giving information in small amounts
and checking whether the patient understands what has been
said after each part has been explained. Keep language simple
and clarify common and complex medical terms, for example
‘cannula’, ‘catheter’.

Check frequently whether the patient wishes you to continue
to provide them with the same level of information. If confusion
is arising, consider whether you are providing too much detail
or using too many medical terms. Be aware whether the patient
is paying attention or appears anxious (e.g. fidgety/non-attentive
behaviour). Do not ignore these cues: name them. For example:
‘I notice you seem a little anxious while I am describing this ...’
or “You seem concerned about the procedure, what can I do to
help?’. This recognition of behaviour will help to fully explore and
support the patient’s concerns.

Prior to starting, establish how the patient can communicate
with you during the procedure; for example, confirm that they can
ask questions, request more analgesia or ask for the procedure to
stop (if this is realistic).

Information must be presented accurately and calmly and with-
out ‘false reassurance’; for example, do not say something ‘will
not hurt’ or it ‘will not go wrong’, when it might. It is better to
explain the risk and likely outcome. Explain that working with
the nurse and co-operating with instructions are likely to improve
the outcome and that every effort will be made to reduce risk and
manage any problems efficiently.

Respect any refusal unconditionally; however, you may wish to
explore the reasons for refusal and explain the potential (realistic)



consequences. Document carefully and discuss with the multi-
disciplinary team. If a patient has had a procedure before, do not
assume that they are fully aware of the potential experience or
risks involved, which may well have changed.

Attention to good communication, honesty, confidence and
calmness will help to reassure the patient, thus gaining their
compliance and improving the potential outcome (Maguire and
Pitceathly 2002).

Giving the right amount of information is important; for exam-
ple, it has been shown that getting the level of information wrong
(too much or too little) at diagnosis can significantly affect the
subsequent level of coping (Fallowfield et al. 2002). Getting the
level right can be achieved by simply asking how much people
want to know and frequently checking if the level of information
is satisfactory for the individual.

Principles of giving information to a patient

The term ‘giving information’ implies that the healthcare pro-
fessional’s agenda is uppermost and results in a paternalistic
model of care (Redsell and Buck 2009). Whilst this approach
can at times be justified (e.g. in an emergency situation), wher-
ever possible, it is important to allow patients the opportunity
to be a partner in their care and to be involved in decision
making (DH 2012b). In addition, the principles of ‘facilitative’
communication (Wilkinson 1991) remain relevant when giv-
ing information; this type of conversation is still a dialogue —
therefore patients should be allowed time to speak, be listened
to and to contribute.

There are many different theories and models for giving infor-
mation to patients, but the following paragraphs are based on the
principles of giving information taken from self-management and
person-centred approaches to care.

Principles Table 4.3 Information giving

Principle Rationale

...........................................................

Informed patients can better manage their health, illness, treatment and

There are benefits if a patient is well

informed. medication.

Chapter 4 Communication

Giving information implies that there is a message to be shared
and someone who is to receive it. This means that the person
receiving the information is able and willing to have information
given to them. The first step to giving information is to assess the
patient’s readiness and ability to hear what is going to be said.

It is wise to ensure patients are comfortable and able to absorb
information, so attend to analgesia, and allow them to visit the
toilet if necessary. It is helpful to outline the purpose of the con-
versation at the beginning, before any information is shared - this
will enable the patient to begin to actively listen, which requires
concentration and is tiring. Therefore, make sure that the session
is brief and that as much verbal information as possible is sup-
plemented and reinforced with written and visual resources.

Patients should be asked their preferred role in the decision-
making process before information is given, so that the style of
delivery can be tailored to their preferences and wishes (Alex-
ander et al. 2012, Redsell and Buck 2009). In addition, many
patients will be well informed about their condition or have exist-
ing understanding or knowledge, so it is important to establish
and assess patients’ existing knowledge and ability/capacity to
learn something new (Price 2013).

Information should be given in ‘chunks’ or small sections
(Smets et al. 2013), pausing after a key point to allow the infor-
mation to be absorbed and processed, and giving the patient the
opportunity to respond, ask questions or make comments.

During the conversation, remember to use empathic statements
(Egan 2013) and encourage the patient to express their worries
and concerns. Giving information is more than a cognitive exer-
cise — it also includes relational, affective aspects (Smets et al.
2013) and therefore the principles of supportive communica-
tion apply, especially the need to notice, listen and respond to
patients’ cues and concerns.

..........................................................

Informed patients have lower levels of pain, e.g. if they understand the causes of
pain and the principles of pain management.

Patients value honesty from their healthcare professionals - it increases a sense

of trust.

Anxiety, distressing symptoms, fear and denial can affect a person’s ability or
willingness to listen and retain information.

Patients can find it difficult to absorb
information.

Write down information so that there is a record of the conversation or
instructions which can be followed. Keep the written information simple.

Avoid using jargon or technical language or abbreviations when giving
information to patients. If appropriate, use pictures, e.g. to explain anatomy.

Colours can be used to colour code information if this would be helpful.

Encourage a relative or friend to be present whilst information is being given — so
that someone else is hearing what is being said and can support the patient later.

Giving too much information in one session can be overwhelming and prevent a
patient from remembering what was said.

Never rush information giving — patients will feel overwhelmed and exhausted. If
you are short of time, give a small part of the information.

Observe the patient closely — read their non-verbal cues and, if necessary, stop
and allow them to process what they have been told.

Chunk and check. Divide the information into small sections. Check that the patient has understood
before moving on, e.g. ask ‘Do you understand?’, ‘Is there something you would
like to ask at this point?’, “‘Would you like to explain to me what I have just shared

. s
with you?’. (continued)
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Principles Table 4.3 Information giving (continued)

Principle Rationale

...........................................................

Encourage the patient to repeat back to
you what you have explained.

..........................................................

You could ask the patient to explain what they are going to tell their family when
they get home — this will help you to identify whether they have misunderstood

anything you have told them.

Listen carefully to the questions the patient asks you — these can indicate where

misunderstandings have occurred.

Receiving information is tiring. Be prepared to pause or stop the session and
allow the patient time to absorb and process what has been explained.

Remember that the information might have an emotional impact on the patient —

Monitor the patient’s response and non-
verbal cues.

Show empathy.

acknowledge this and be supportive.

Pre-procedural considerations

Patient information
Patient information in this context refers to information about
disease, its treatment, effects and side-effects, and the help and
support available to people living with a chronic condition, their
relatives and carers.

When writing information for patients and carers, considera-
tion should be given to information already available on the cho-
sen topic. The purpose of the information may be to:

* address frequently asked questions
* inform about a treatment or service
* reduce anxiety

* give reference material.

Ideas should be shared with other members of the team or clini-
cal unit, and patients and carers involved, from the outset. The
content of the material should be accurate and evidence based
and meet the current Department of Health and NHS Litigation
Authority requirements.

When writing the information, everyday language should be
used as if speaking face to face and avoiding the use of jargon;
16% of adults in England do not have the literacy levels expected
of an 11-year-old (DfES 2003). However, there is no need to be
patronizing or use childish language. The Plain English cam-
paign (www.plainenglish.co.uk) offers a downloadable guide
entitled How to Write Plain English.

When producing written information for patients, it may
be worth considering accessibility for patients who may be
non-verbal or have a learning disability. An easy-to-read, infor-
mation resource with pictures and images and few words can
support people with learning disabilities to have a greater under-
standing of information and support their decision making.

Principles Table 4.4 Giving information about a clinical procedure

Principle

...........................................................

Prepare for discussion, ensuring you are familiar with the
procedure, disease process, medication or other aspect of
care to be discussed.

If possible, discuss the procedure some time before it is to be
carried out for the first time. Provide the patient with leaflets,
DVDs or videos, if available, so the patient has time to review
the information at their own pace.

Introduce yourself.

Information should be dated and carry a planned review date.
Sources of information should be acknowledged. This gives the
reader confidence in the material.

The provision and production of information must take into
account diversity in ethnicity, culture, religion, language, gen-
der, age, disability, socio-economic status and literacy levels, as
stated in the Department of Health publication Better Informa-
tion, Better Choice, Better Health (2004). See Principles table 4.4:
Giving information about a clinical procedure for the provision
of information.

Information should be ratified according to local trust policy.
Where a trust does not produce patient information materials to
meet specific patient needs, suitable alternative sources of infor-
mation should be sought.

Other sources of information

Patients and their families may benefit from information and sup-
port available in the wider community, away from the environment
of statutory health services. Sources of additional information
include:

* disease-specific national charities, for example the Multiple
Sclerosis Society or the British Heart Foundation: these organi-
zations produce written material in booklet and fact sheet for-
mat, as well as having websites

* the ‘illness memoir’ and internet blogs: personal accounts are
easily accessible online and through bookstores. It may help
patients to hear other people’s stories as this can reduce the
sense of isolation and powerlessness and promote hope (Chelf
et al. 2001). It must be borne in mind that not everyone will
benefit from these sources of information

* peer support. the therapeutic benefits of groups are extensively
documented (NICE 2004) and most of the support charities will
have a directory of local and national groups available.

Rationale

..........................................................

What may have been relevant before may now not be the same.
People’s circumstances and needs change. E

Accurate information giving is an essential part of nursing
care. E

Give patients the opportunity to digest information in their own
time (Lowry 1995, E). In certain groups it can be demonstrated
to improve clinical outcomes, satisfaction, chances of meeting
the targeted discharge date and quicker return to prior
functional status (Lookinland and Pool 1998, R2b).

Ensure the patient understands who you are and your role
and specific aim. Promote patient satisfaction (Delvaux et al.
2004, R1b).
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Principle

...........................................................

Explain that you have a procedure to carry out, considering
privacy in giving information.

Name the procedure. Elicit, clarify and check the information
received by the patient.

Explain the procedure, avoiding the use of medical jargon. Be
prepared to repeat information or rephrase until the patient
understands. (If the patient doesn’t understand, they haven’t
consented.)

Confirm consent: ensure that the patient is happy for you

to proceed. Allow the patient an opportunity to ask further
questions or say no to the procedure. (If the patient fully
understands what is involved, they may decide that they are
not ready to proceed.)

Start the procedure, reiterating the main issues as you go
along and keeping the patient updated on progress.

Make it clear when the procedure has finished and what
has been achieved. Offer opportunity for discussion of
implications, disclosing as much information as the patient
wishes.

Communicating with those with specific
psychological needs

Denial and collusion

Definitions
Denial is a complex phenomenon (Vos and Haes 2010) and can
be considered a mechanism for slowing down and filtering the
absorption of traumatic information, ‘allowing for avoidance of
painful or distressing information’ (Goldbeck 1997, p.586).
Collusion is when two or more parties develop a shared,
sometimes secret understanding, that may involve withholding
information from another person. It is important that health pro-
fessionals resist invitations to collude with inaccurate patient
understanding (Macdonald 2004). It can be argued that collusion
is consistent with some patients’ wishes (Helft 2005) and can be
a necessary protection against unbearable facts and feelings (Vos
and Haes 2010. p.227).

Related theory

Diagnosis of any potentially life-threatening illness is experi-
enced in many different ways and can cause strong emotional
responses. Patients are likely to feel a degree of distress and expe-
rience a wide range of emotions that may be lessened if health-
care professionals (HCPs) are truthful and open with patients
about their diagnosis and prognosis.

People may use denial as a way of coping when faced with fright-
ening situations. Denial can be conscious or unconscious and is
commonly recognized in cancer settings (Vos and Haes 2011).

Literature on denial tends to be focused within the cancer field
and prevalence rates are difficult to assess. Vos (2008) found
that most lung cancer patients displayed some level of denial,
which increased over the course of the illness. This was con-
sidered to be a normal phenomenon and not a sign of disturbed
coping (Vos 2008). Denial may be conscious or unconscious
(Vos and Haes 2011).

Nurses can be unsettled by the presentation of denial as it cre-
ates uncertainty about levels of understanding, coping and engage-
ment with treatment. Family members and nurses can collude with
patient denial, perhaps as a means of protecting the patient or
themselves from facing the full impact and pain of the situation.
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Rationale

..........................................................

Establish mutual understanding. Gain compliance with
procedure: minimize risk (NMC 2015, C). Improve outcome
(Fellowes et al. 2004, R1a). Help patients manage side-effects
and adhere to care and treatment (Dwamena et al. 2012, R3a).

Respecting the rights of the individual (NMC 2015, C).
Obtaining consent correctly (NMC 2013, C).

To maintain open dialogue and address issues and questions,
as they arise. E

So that the patient is aware and has the information they need
and want (Jenkins et al. 2001, R2b).

Nurses need to be aware of the pitfalls of colluding with patient or
family denial and consider how they may contribute to it.

As human beings, we live our lives in our own individual,
unique ways and also deal with a life-threatening diagnosis in
our own way. For some people, focusing on hope and cure is the
priority, whilst for others it is first necessary to prepare them-
selves and their family for the possibility that their illness may
be incurable. Denial is a complex, fluid process, as is living with
a life-threatening diagnosis. Patients’ understanding of what is
happening to them can fluctuate from minute to minute.

Denial is not an ‘all or nothing’ phenomenon. A patient may
accept his illness in the morning, but by evening deny that he has
it (Dein 2005, p.251).

Medical and nursing staff, family members and patients may all
be ‘in denial’ at some point — to protect either themselves or those
they care about.

Evidence-based approaches

Assessment of denial

In order to try to understand as fully as possible the emotions that
patients are experiencing and the resources they have for coping,
a careful assessment of each patient’s circumstances is important.

Nurses need to establish what information the patient has been
given, before assuming that the patient is experiencing denial. We
need to be sure that patients have been given adequate, digestible
information, if necessary on several occasions.

It is helpful to view denial as a process (Vos and Haes 2011)
and to see its expression along a continuum. This needs to be
acknowledged in the assessment process.

Repeated assessments of denial may help us to understand
how various factors might influence denial and to better under-
stand its dynamic nature.

Complications

Balancing the reality of the illness with reasonable hope is often
difficult for health professionals and caregivers (Kogan et al. 2013,
Parker et al. 2010). When working with patients who we think
are in denial, the challenge for healthcare professionals is not so
much the confrontation of denial but rather the avoidance of col-
lusion with it (Houldin 2000) as doing this offers the health pro-
fessional the opportunity to avoid the distress.
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Principles Table 4.5 Supporting a patient in denial

Principle

..........................................................

Healthcare professionals should aim to provide honest
information to patients with the use of good communication
skills, to the depth and detail the patient requests.

Useful skills are those of listening, reflecting and
summarizing.

If denial is affecting a treatment regime or decisions for
the future, it may need to be gently challenged. This can
be done by either questioning any inconsistencies in the
patient’s story or asking if at any point they have thought
that their illness may be more serious.

If the patient remains in denial it shouldn’t be challenged
any further (Dein 2005).

The delivery of bad news and information giving needs
to be recorded clearly. The degree to which the patient
accepts the information is variable and needs to be
respected and carefully documented.

Collusion can leave healthcare professionals, patients and rela-
tives feeling confused. Recognizing collusion, challenging it and
discussing our concerns with colleagues is important. Working
with our multiprofessional team helps to improve communication
and to ensure a collaborative approach to care. Drawing on the
richness of experience of others can help.

Clinical supervision can provide a safe reflective space for
healthcare professionals to explore their practice. It is an ideal
place to explore the complex phenomenon of denial and collu-
sion, and be supported with it.

Anxiety

Definition

Anxiety is a feeling of fear and apprehension about a real or
perceived threat and may cause excessive worry and height-
ened tension, affecting important areas of normal functioning
(NICE 2011). The source of the feeling may or may not be known
(Kennedy Sheldon 2009).

Anatomy and physiology
Anxious feelings can result in physical symptoms related to the

flight or fight response as the body responds to the threat, real or
otherwise. The sympathetic nervous system releases adrenaline

Principles Table 4.6 Supporting an anxious individual

Principle

Listen to and incorporate individual needs and preferences to
promote informed decison making about treatment and care.

Encourage the patient to talk about the source of their anxiety
if they can. Work openly to explore worries, information
requirements and treatment options.

Listen and only when the patient has expressed all their
concerns offer tailored information. Gentle challenging of
misunderstanding about treatment, processes or outcomes may
be beneficial if this is the source of the anxiety.

Rationale

..........................................................

This enables patients to have control over the rate at which
they absorb and integrate news and information that may have
life-threatening implications for them (Maguire 2000, R5).

This will establish a supportive relationship which in the future
may provide the patient with the security to acknowledge the
gravity of the information they have been given. E

These questions may help the patient get closer to knowledge
they may already have about the seriousness of their illness.
With the right support, they might be able to face their fears
and be more fully involved in decisions about future care and
treatment. E

‘Confrontation, if pursued in an insensitive or dismissive way
or in the absence of adequate trust and support mechanisms,
may increase denial, may reduce treatment compliance, or
may even precipitate a complete breakdown in the health care
professional-patient relationship’ (Goldbeck 1997, p.586).

Good communication can help prevent patients receiving
mixed messages. E

that is responsible for an increase in heart rate and therefore pal-
pitations and raised blood pressure, faster, shallower breathing
(hyperventilation), dizziness, dry mouth and difficulty swallow-
ing, relaxation of sphincters leading to an increase in urinary and
faecal elimination, reduction in blood supply to the intestines
leading to feelings of ‘butterflies’, knotted stomach and nausea,
increase in perspiration as the body seeks to cool down the tense
muscles, and musculoskeletal pains (particularly in the back and
neck) (Powell and Enright 1990). These are all unpleasant physi-
cal symptoms for the patient and can escalate further if not man-
aged at an early stage.

Related theory

There are a number of theories about anxiety, its causes and
how to manage it (Powell and Enright 1990). To be effective
in supporting and communicating with a patient with anxiety,
it is necessary to know that there are three aspects of feeling
anxious.

* Bodily sensations.

* Behaviour: how the individual behaves when faced with the
fear, especially if the behaviour involves avoiding it.

* Thinking: this is the ideas, beliefs and mental pictures about
what might happen in the situation feared (Powell 2009).

Rationale

..........................................................

If people feel in control they are likely to feel less worried
(NICE 2011, C).

Early recognition and intervention may help to prevent
worsening of symptoms. E

Patients may find some benefit from expressing their
concerns and being heard. E

Information about a procedure, particularly an operation,
can reduce anxiety and improve outcomes (Nordahl et al.
2003, R2b; Scott 2004, R3a).



Principle

If the patient doesn’t know why they are feeling anxious,
encourage them to describe what is happening in their body,
when it started, what makes it worse, what makes it better.

Ask the patient if they have had the feelings before. What has
helped previously (coping mechanisms) and what do they think
may help this time?

Anxiety is a normal response to threatening events but can
become a problem when it is frequent, exaggerated or experi-
enced out of context (Blake and Ledger 2007). As levels of anxi-
ety increase, awareness and interaction with the environment
decrease, and recall and general function are also impaired
(Kennedy Sheldon 2009). Anxiety can become a general and
protracted problem, even when the immediate source of anxiety
has abated.

Evidence-based approaches

Managing generalized anxiety is initially about early recognition
and helping people understand the problem, providing them with
appropriate information that might allay the source of anxiety. If
this is not effective then people can choose between ‘individual
non-facilitated self-help, individual guided self-help or psycho-
educational groups’. If these interventions are ineffective, indi-
vidual high-intensity psychological interventions (involving cog-
nitive behavioural therapy and relaxation) or drug treatments are
advocated (NICE 2011).

Panic attacks (acute anxiety)

Related theory

The body has a normal response to fear and stress but, if this
response is exaggerated, people might experience a sense
of panic. A number of symptoms can be experienced includ-
ing palpitations, nausea, trembling, weak legs and dizziness
(Box 4.5). Panic attacks can have a sudden onset and may last
5-20 minutes (MIND 2013). The more these thoughts intrude,
the more extreme the physiological response becomes (Powell
2009). An indication for many individuals that a panic attack is
beginning is a feeling of tightness in the chest or being aware
that their breathing is fast. If not managed, this progresses to
hyperventilation (Powell 2009).

Box 4.5 Criteria for defining a panic attack

A discrete period of intense fear or discomfort in which four (or
more) of the following symptoms develop abruptly and reach a
peak within 10 minutes.

Palpitations, pounding heart or accelerated heart rate
Sweating

Trembling or shaking

Sensations of shortness of breath or smothering
Feeling of choking

Chest pain or discomfort

Nausea or abdominal distress

Feeling dizzy, unsteady, light-headed or faint
Derealization or depersonalization

Fear of losing control or going crazy

Fear of dying

Pins and needles in extremities

Chills or hot flushes

Source: Adapted from Donohoe and Ricketts (2006). Reproduced with permis-
sion from Sage Publications Ltd.
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Rationale

..........................................................

Patient feels listened to and less alone, which may increase
their sense of security and therefore reduce anxiety. E

The patient is encouraged to take control and apply their
own coping mechanisms. E

Evidence-based approaches

Managing acute anxiety (including panic attacks) can help to
avoid the development of a panic disorder and generalized anxiety
disorder. Nurses can support patients to avoid anxiety attacks by
taking time to talk issues through. If the anxiety has progressed
further and the patient is experiencing the warning signs that
they are on the verge of hyperventilation, it is helpful to:

* remind them that the symptoms they are feeling are not harmful

* help them to actively release tension in the upper body by
encouraging them to sit up and drop their shoulders in a side-
ways widening direction. This makes hyperventilation more
difficult since the chest and diaphragm muscles are stretched
outwards

* breathe slowly ... in to a count of 4 and out to a count of 4.
(Slowing your own breathing down can help the patient)

* encourage them to concentrate on breathing out and trying to
breathe through their nose (adapted from Powell 2009).

A panic or anxiety attack does not necessarily mean that the
patient has a pathological disorder. Prompt treatment and man-
agement are important to prevent transient anxiety turning into a
disorder (NICE 2011).

If the patient has a history of panic attacks and these become
a prolonged problem for the individual, it is important to provide
them with evidence-based information about treatment, including
the use of medication (and its side-effects), self-help groups and
individual intensive cognitive behavioural therapy (NICE 2011). It is
important to include families and carers and support them to help.

Pre-procedural considerations
Pharmacological support

Panic disorder

Benzodiazepines, antipsychotics and sedating antihistamines
are associated with a worse long-term outcome and pharma-
cological interventions should be either tricyclic or selective
serotonin reuptake inhibitor (SSRI) antidepressant medication
(NICE 2011).

Non-pharmacological support

The rebreathing technique

This involves the patient rebreathing the air they have just
breathed out (Box 4.6, Figure 4.5). This air is high in carbon diox-
ide so has less oxygen. This means that there will be a lower
amount of oxygen in the blood, thus activating the parasym-
pathetic nervous system and promoting relaxation (Blake and
Ledger 2007).

After the panic attack, it is important to reflect with the patient
about what happened and try to identify any triggers. Explanation
and education about physiological responses can help to show
the patient the importance of slowing their breathing which will
in turn give them a sense of control.

If these panic attacks continue or if the patient has a history
of anxiety then the management of this will include a referral for
psychological support (with consent). Medication may be indi-
cated after assessment (NICE 2011).
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Principles Table 4.7 Supporting an individual having a panic attack

Principle

..........................................................

Firstly, exclude any physical reasons for the patient’s
distress such as an acute angina episode or asthma attack.

Remain calm and stay with the patient. Ask them about
history of anxiety or panic attacks.

Maintain eye contact with the patient. Consider holding
the patient’s hand.

Guide the patient to breathe deeply and slowly,
demonstrating where necessary.

Box 4.6 Rebreathing technique instructions for a patient

* Make a mask of your hands and put them over your nose
and mouth and keep them there (see Figure 4.5).

* Breathe in and out through your nose once.

* Breathe in your own exhaled air through your nose.

* Breathe out hard through your mouth.

This should be done slowly without holding your breath.

Repeat this four or five times but no more. Remain calm and

relaxed while doing it.

Source: Adapted from Powell (2009). Reproduced with permission from Speech-
mark.

Figure 4.5 Hand position for rebreathing technique.

Depression

Definition

Depression is a broad and heterogeneous diagnosis. Central to
it is a depressed mood and/or loss of pleasure in most activities
(NICE 2009b). Depression is often accompanied by symptoms
of anxiety, and can be short-lived (sometimes dependent upon
physical symptoms) or chronic.

Related theory

Depression is a common psychological response in patients
with a chronic physical illness such as heart disease, diabetes
and cancer. When this occurs, it is referred to as a ‘co-morbid’

Rationale

..........................................................

If the symptoms of a panic attack have a physical cause,
management needs to be instigated as soon as possible. E

The patient will not be reassured by others reacting with tension
or anxiety about the situation. E

This helps the patient to be connected to reality and engage
with your attempts to support them. Some patients may be
reassured by physical touch, but assess each individual for
appropriateness. E

This gives the patient an activity to concentrate on and may help
normalize any carbon dioxide and oxygen blood imbalance. E

depression. Co-morbid depression is difficult to detect as symp-
toms can be similar to the expected side-effects of the illness
or treatment. For example, undetected depression rates in adult
patients with cancer can be as high as 50% (Brown et al. 2009).
Depression can be found in 20% of patients with a chronic
physical illness (NICE 2009a), which is 2-3 times higher than
individuals in good health. It is therefore essential that patients
with a long-term physical illness are regularly assessed for anxi-
ety and depression.

Box 4.7 sets out some of the symptoms of depression
(NICE 2009a).

A normal low mood is differentiated from what is medically
diagnosed as a depressive episode by the length of time the low

Box 4.7 Symptoms that indicate a diagnosis of clinical
depression

Behavioural

Tearfulness

Irritability

Socially withdrawn

Changes to sleep patterns
Lowered appetite

Lack of libido

Fatigue

Diminished activity

Attempts at self-harm or suicide

Physical

* Exacerbation of pre-existing pains

* Pains secondary to increased muscle tension
* Agitation and restlessness

* Changes in weight

Cognitive

¢ Poor concentration

* Reduced attention

* Pessimistic thoughts

* Recurring negative thoughts about oneself, past and future
¢ Mental slowing

¢ Rumination

Emotional

* Feelings of guilt

¢ Worthlessness

* Deserving of punishment
Lowered self-esteem
Loss of confidence
Feelings of helplessness
Suicidal ideation



mood is experienced. Low mood that persists for 2 weeks or more
or rapid-onset/severe low mood are reasons for concern. The pres-
ence of other depressive symptoms contributes to a diagnosis as
well as a consideration of how this low mood affects the indi-
vidual’s ability to interact socially. Depression frequently follows
a pattern of relapse and remission and the key aim of intervention
is to relieve symptoms (NICE 2009a).

Evidence-based approaches

Approaches to treatment of depression are influenced by the
severity of the condition. Diagnosing depression has improved
following the introduction of ICD-10 which lists ten depressive
symptoms, dividing them into:

¢ subthreshold <4 symptoms

* mild 4 symptoms

* moderately depressed  5-6 symptoms

* severe 7 or more symptoms with or without

psychosis.
* Symptoms need to be present for greater than 2 weeks.

Core management skills include risk assessment plus the
following:

* good communication skills are required to enable the nurse to
elicit information from the patient (Brown et al. 2009) and show
understanding of the problem

¢ asufficient understanding of the signs and symptoms of anxiety
and depression and ability to make a preliminary assessment

¢ asufficient understanding of antidepressant medication to ena-
ble an explanation of its actions to the patient

e an ability to ‘refer on’ when it is recognized that the issues are
beyond the scope of experience. This must be done with the
patient’s consent

¢ awareness of the stigma attached to a diagnosis of depression,
and protection of the patient’s privacy and dignity

* sensitivity to diverse cultural ethnic and religious backgrounds
considering variations in presentations of low mood

e awareness of any cognitive impairments or learning disabili-
ties to ensure that specialist therapists are involved (where
needed).

Use of available psychological support services can assist with
the care and treatment of patients as well as providing a supervi-
sory and support framework for staff. Working with psychologi-
cal support services can enable nurses develop their assessment
skills of anxiety and depression, helping them to identify the
appropriate time for referral to a specialist service if required
(Towers 2007).

Pre-procedural considerations

Pharmacological support

There are four main types of antidepressant: tricyclic, monoamine
oxidase inhibitors (MAQI), selective serotonin reuptake inhibitors,
(SSRI) and serotonin-norepinephrine reuptake inhibitors (SNRI)
(RCPsych 2013). When a patient is prescribed antidepressants,
the two main considerations are the presence of other physical
health problems and the side-effects of the drugs which may
affect the underlying physical disease.

There is little difference between the effectiveness of each type
of antidepressant; however, there are clear differences in the
side-effects of the different classes and types of antidepressants.
Selective serotonin reuptake inhibitors are safer in overdose than
tricyclic antidepressants (TCAs), which can be dangerous. There
is, however, an increased risk of gastrointestinal bleeding with
SSRIs so they should be avoided for patients who are taking non-
steroidal anti-inflammatory drugs. Monoamine oxidase inhibitors
can affect blood pressure, particularly when certain food types
are eaten.
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Table 4.2 Most commonly prescribed antidepressants

Medication Trade name Group
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MAQI, monoamine oxidase inhibitor; NaSSA, noradrenergic and specific
serotonergic antidepressant; SNRI, serotonin-norepinephrine reuptake inhibitor;
SSRI, selective serotonin reuptake inhibitor.

Serotonin-norepinephrine reuptake inhibitors are not appro-
priate for patients with heart conditions as they too increase
blood pressure. Citalopram and sertraline (both SSRIs) are
associated with fewer interactions and so are more likely to
be prescribed if the patient has a long-term chronic condition
(NICE 2009D).

Table 4.2 lists the most commonly prescribed antidepressants.
The therapeutic effect of antidepressants may take some time to
appear and treatment should continue for at least 6 months after
a response to the treatment.

Nurses have an important role in exploring with the patient
any concerns they may have about taking an antidepressant.
The patient should be given all the necessary information
regarding the optimum time to take the medication and the
expected length of time before any therapeutic effect becomes
apparent. Medication should be taken for at least 6 months fol-
lowing remission.

In general, treatment should not be stopped abruptly and
discontinuation of treatment usually requires gradual reduc-
tion of dose over 4 weeks (NICE 2009b). Concerns regarding
addiction require further information and reassurance confirm-
ing that this is unlikely to happen with modern antidepressant
treatments. Further information on pharmacological inter-
vention can be found in the NICE guidelines on depression
(NICE 2009a).

Non-pharmacological support

Nurses can be involved in assessing depression in patients with
physical illness. NICE guidance sets out a four-step model for
managing a patient with depression. The first step (Box 4.8) could
be managed by a nurse in an acute environment.

Assessment of how the patient’s low mood has affected their
usual daily activities such as eating, dressing and sleeping is
important. The nurse can also encourage the patient to engage
with activities that would be normal for them.
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Principles Table 4.8 Communicating with a depressed person

Principle
Initiate the conversation, develop rapport.
Develop a person-centred communication style.

Show understanding, caring and acceptance of
behaviours, including tears or anger.

Encourage patient to identify their own abilities or
strategies for coping with the situation.

Rationale

Good communication is essential to assess and individualize support
(NICE 2009a, C).

Accepting the patient as they are without attempting to block or contain
their emotions helps them to express their feelings accurately. E

Promote self-efficacy. E

..........................................................

Problem-solving table 4.2 Prevention and resolution (Principles table 4.8)

Problem Cause Prevention
Patient expresses Low mood,
ideas of self-harm or depression.

taking their own life.

plan.

Crucially you will also need to explore what stops the
patient from acting and what changes might cause them
to act. If you consider the patient is at risk, explain to them
that you need to refer them for further support.

Box 4.8 Managing the patient with depression: NICE guidance,
step 1

Key questions

1 During the last month, have you often been bothered by:
¢ feeling down, depressed or hopeless?
* having little interest or pleasure in doing things?

2 How long have you felt like this for?

If the patient answers ‘yes’ to question 1 and the time scale
is longer than 2 weeks, it is important that a referral is made
for further assessment by a healthcare professional with
clinical competence in managing depression, such as a clini-
cal psychologist or a registered mental health nurse, so they
can determine if the patient has been bothered by ‘feelings of
worthlessness, poor concentration or thoughts of death’ (NICE
2009a, p.4).

Other questions should assess for the following

e Other physical health problems that may be significantly
affecting their mood such as uncontrolled pain, sleep dis-
ruption, excessive nausea and vomiting, physical limitations
on their independence or body image disturbance.

A history of psychological illness such as depression.

A consideration of the medication the patient is taking, spe-
cifically medication for mental health problems. Have they
been able to take it and absorb it or have they had any diges-
tive issues?

Social support for the patient: who else is around to support
the person, are they isolated?

Source: Adapted from NICE (2009a).

Anger, aggression and violence management

Definition
Anger is an emotional state experienced as the impulse to behave
in order to protect, defend or attack in response to a threat or

the person’s low mood and asking them if they have ever
thought of hurting themselves.

Explore any expressions of suicidal ideas for intention to
act. This can be achieved by asking if the patient has a

Action

..........................................................

Assess for risk: this can be as simple as remarking upon

If you have any
concerns that the
patient is at risk,
follow the procedure
of your organization.
This may include
contacting psychiatric
liaison services or
other psychological
support.

challenge. Of itself, anger is not classifed as an emotional disor-
der. This emotional state may range in intensity from mild irrita-
tion to intense fury and rage and becomes a problem when it is
associated with poor impulse control.

Related theory

Nurses may be exposed to anger and aggression. Poor com-
munication is frequently a precursor to aggressive behaviour
(Duxbury and Whittington 2005). Aggression and abuse tend
to be discussed synonymously in the literature and are reported
to occur with some frequency in nursing (McLaughlin et al.
2009). Anger is felt or displayed when someone’s annoyance
or irritation has increased to a point where they feel or display
extreme displeasure. Verbal aggression is the expression of
anger via hostile language; this language causes offence and
may result in physical assault. Verbal abuse may actually be
experienced as worse than a minor physical assault (Adams
and Whittington 1995).

Whatever the cause of anger or conflict, people can behave
in a number of challenging ways and with varying degrees of
resistance to social and hospital rules. People may simply refuse
to comply with a request or may behave more aggressively, for
example by pushing someone aside (without intent to harm)
or by deliberately striking out at others. Mental capacity issues
should be considered when assessing the causes of aggressive
behaviours.

When patients do feel anger, they may feel too depleted by
experiences of disease and treatment to express it (Bowes et
al. 2002).

For some people, anger may be the least distressing emotion to
display. Sometimes helplessness, sadness and loss are far harder
to explore and show to others. Anger therefore can be a way of
controlling intimacy and disclosure, but it can escalate to threat-
ening, abusive or violent behaviour.

Evidence-based approaches

Prevention is the most effective method of managing anger;
that is, diffusing stressful or difficult interactions before
they become a crisis. Understanding why angry or chal-
lenging behaviour occurs can be helpful in establishing a



l—m—l

» Aggressive/violent behaviour ¢ A specific diagnosis

¢ Cognitive factors
(e.g. communication problems)

¢ Physical factors (e.g. pain,
sensory impairment)

* Psychological/emotional
factors (e.g. fear, anxiety,
depression, fixed beliefs,

e Intent to harm others

* Mental health condition/
self harm/suicide attempts

¢ Abuse or trauma
¢ Cognitive factors

¢ Previously detained under the
Mental Health Act

current thinking)

e Forensic/criminal history
¢ Substance and alcohol abuse

or withdrawal
¢ Disruption to service delivery

and resources

y
TRIGGERS/ANTECEDENTS

Environmental factors
* New environments, busy, active, crowded treatment areas
¢ Other agitated or distressed persons
¢ Lack of meaningful activities

Situational factors
¢ Activities (e.g. washing, dressing and giving medications)
¢ Services being provided and client group
 Inconsistent staff attitude, awareness and approach
 Staffing levels, skill levels and training
¢ Time of day
» Patient mix/tensions, patient on patient incidents

 Restrictions, denial or confrontation
(e.g. a person wanting to leave, cigarette requests)

y
I

Recognizable cues
(e.g. tense/angry facial expressions, pacing, vocalizing distress)

CHALLENGING BEHAVIOUR

Non verbal, verbal, physical actions

Figure 4.6 Managing and assessing risk behaviours. A
framework for explaining challenging behaviour. Source:
NHS Protect (2013). Reproduced with permission from NHS
Protect (www.nhsprotect.nhs.uk/reducingdistress).

comprehensive approach to prevention. NHS Protect (2013)
proposes a framework for explaining challenging behaviour.
This includes considering:

e historical factors: such as substance and alcohol abuse

* current presentation: diagnosis, physical factors such as pain

e triggers or antecedents: which include environmental factors
such as other agitated individuals, busy or noisy areas and
situational factors such as inconsistent staff attitude, time of
day. Figure 4.6 presents this in more detail.

In some instances, challenging or difficult behaviour can
be seen to be related to underlying stress and difficulty in a
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person’s situation. Anger, aggression and violence may have
‘biological, psychological, social and environmental roots’
(Krug 2002, p.25). People frequently get angry when they feel
they are not being heard or when their control of a situation
and self-esteem are compromised. Institutional pressures can
influence healthcare professionals to act in controlling ways
and may contribute to patients’ angry responses (Gudjons-
son et al. 2004). Patients are often undergoing procedures that
threaten them and they may consequently feel vulnerable and
react aggressively as a result (NHS Protect 2013). Another
source of anger can be when personal beliefs in the form of
rules are broken by others. We therefore need to strive to be
aware of individual and cultural values and work with them to
avoid frustration and upset.

People also can become angry when they feel that they have
not been communicated with honestly or are misled about treat-
ments and their outcomes. To prevent people’s frustration esca-
lating into anger or worse, health professionals need to ensure
that they are communicating openly, honestly and frequently
(NHS Protect 2013).

Some patients may appear or sound aggressive when they are
not intending to be and the nurse must therefore use good judge-
ment to clarify their behaviour in these instances. Nurses need to
be aware of their own boundaries and capabilities when dealing
with challenging or abusive situations.

Threats, uncertainty and disempowerment may predispose
people to anger, and living with and being treated for any seri-
ous condition can be sufficiently threatening and disempowering
(NHS Protect 2013).

Legal and professional issues

Nurses may be inclined to accept aggressive behaviour as part
of the job (McLaughlin et al. 2009) due to being encouraged
to be caring, compassionate and accepting of others. Despite
this, nurses have the right to work without feeling intimidated
or threatened and should not tolerate verbal or physical abuse,
threats or assault. Personal comments, sarcasm and innuendo
are all unacceptable.

Employers have a responsibility to adhere to Management
of Health and Safety at Work Regulations (HM Government
2000, NHS Protect 2013). This involves providing a safe envi-
ronment for people to work in and one that is free from threats
and abuse. With any physical assault, the police should be
involved.

Pre-procedural considerations

Assessment

Box 4.9 lists signs indicating that people may be angry. It is nec-
essary to engage people sensitively and carefully to attempt to
help them whilst maintaining a safe environment for all.

Evidence-based approaches
It is frequently possible to engage with and manage some of the
underlying features without endangering anyone. People who are
behaving aggressively probably do not normally act that way and
may apologize when helped.

Talking down or de-escalation of situations where someone is
being non-compliant can be achieved with careful assessment

Box 4.9 Warning signs that a patient is angry

* Tense, angry facial signs, restlessness and increased vol-
ume of speech

* Prolonged eye contact and a refusal to communicate

* Unclear thought process, delusions or hallucinations

* Verbal threats and reporting angry feelings


http://www.nhsprotect.nhs.uk/reducingdistress
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Box 4.10 Phrases that might help when talking with an angry
person

* I can see that you are angry about this...

* T'would like to help you try to sort this out, how can I do that?

* In order for me to help you, I need you to stop shouting.

You are shouting at me and I can’t help you until you stop.

Please stop (unacceptable behaviour), you are making me

and these other people quite frightened.

* Can you tell me what is making you so angry so that I might
be able to help you sort it out?

Try to agree with the patient where possible (this can be a

good way to defuse tensions).

* I can see how that would annoy you ... let’s see what we can
do about it.

* What might I/we do, for you to ... (comply with the rules/
request)?

Principles Table 4.9 Communicating with a person who is angry

Principle

...........................................................

Verbally acknowledge the person’s distress/anger and
suggest you wish to help.

Acknowledge issues that may be contributing, for example
being kept waiting.

Consider what causes there may be, for example medication
or disease (consider diabetes — hypo/hyperglycaemia),
medical, circumstantial and so on.

Consider safety — try to move to another area (ideally where
you can sit down). If others might be intimidated or in
danger, be clear about moving one of the parties away where
practical, but do not endanger yourself in the process.

If a person’s behaviour is hostile and intimidating, tell them
you are finding their behaviour threatening and state clearly
you wish them to stop/desist (see Box 4.10 for suggested
phrases).

Assess individual situations and make use of relatives
or friends if they are present and can be of assistance in
defusing the situation.

Create some physical distance or summon assistance if the
patient does not concur and continues to be threatening,
abusive or passively non-compliant (e.g. refuses to move).

Warn the person that you will contact security staff/police if
necessary — avoid threatening language. If possible, make a
personal or practical appeal.

Attempt to talk the individual down; that is, calm them down
by remaining calm and professional yourself, keeping your
voice at a steady pace and a moderate volume. Try to engage
the person in conversation.

Avoid personalizing the anger but do not accept unwarranted
personal criticism.

You may suggest walking with the patient to discuss issues
but ensure you remain in a public/safe environment.

The key communication skills discussed in the skills
section will be helpful here but fundamentally you need

to listen to what the grievance is, treat the person as an
individual, preserve their dignity and attempt to help where
you realistically can. Avoid passing the buck or blocking in
another way.

of the situation and skilful communication. NICE (2005) clinical
guidelines on managing disturbed and violent behaviour recom-
mend remaining calm when approaching someone and offering
them choices. It is acknowledged, however, that there is little
research indicating the correct procedure to follow. Box 4.10
suggests phrases that might help when talking with an angry
person.

Pharmacological support
Short-term use of a benzodiazepine, for example diazepam or
lorazepam, may be indicated. Assess this carefully; that is, do not
assume that it is necessary. Once a situation is more under con-
trol, you can ask if the person feels less angry and whether they
feel that they need further support. Suggesting this at the wrong
time or insensitively may inflame the situation.

A psychiatrist may prescribe an antipsychotic medication for
short-term use, for example risperidone.

Rationale

..........................................................

The person may respond positively and accept help (NHS
Protect 2013, C).

Some people may not be aware of the impact of their
behaviour and will change it when it is pointed out that it is
unacceptable (NHS Protect 2013, C).

Sometimes people will listen more to a person who is close to
them. E

People need clear information about the consequences of
their actions. E

Your behaviour will have an impact on theirs (NHS Protect
2013, C).

If we personalize then we are likely to react in a way that
exacerbates the situation but neither should you accept
abuse. E

Changing the environment may help to recontextualize
behaviour and movement channels agitation. E

People need to be heard and understood (NHS
Protect 2013, C).



Principle

...........................................................

If a patient is no longer abusive or threatening but is
struggling to reduce their anger, they may benefit from some
further psychological support or medication to help them
feel calmer.

In rare and extreme circumstances where patients are violent
and do not respond to de-escalation attempts and where

the safety of other people is compromised, you must take
immediate action by involving security and the police. If they
are an ambulant outpatient, you need to ask them to leave if
their behaviour is not acceptable.

Restraint and sedation may be required in some cases.
Follow individual hospital security/emergency procedures in
these instances.

Document the incident according to the hospital incident
reporting process.

Post-procedural considerations

The ideal outcome for an encounter with an angry, aggressive
or threatening person is that safety is not compromised and the
healthcare professional is able to talk the person down, help-
ing them to express the reason why they are angry. Follow-up
support should be offered to help stop the person repeating the
same behaviour. However, people should also be made aware of
potential sanctions if they are unable to comply, for example with-
drawal of treatment and involvement of the police.

It can be distressing to be exposed to threatening or abusive
people and it is good practice to seek a debriefing interview. This
can help you and the institution reflect upon the experience and
procedures in place to manage such situations. Check with your
occupational health or human resources department to establish
where you can access support facilities.

Delirium

Definition

Delirium is a distressing and underdiagnosed syndrome of acute
alteration in mental state. The core clinical features that indicate a
diagnosis of delirium are:

* impaired consciousness and attention

* disorientation, impaired recent memory, perceptual distortions,
transient delusions

* psychomotor disturbances (hypo- or hyperactivity)

e disturbed sleep/wake cycle

¢ emotional disturbances (various) (ICD-10 1992).

Delirium can present in three forms.

* Hypoactive delirium: a subtype of delirium characterized by
becoming withdrawn, quiet and sleepy.

* Hyperactive delirium: a subtype of delirium characterized by
people who have heightened arousal and can be restless, agi-
tated or aggressive.

e Mixed: with both hypoactive and hyperactive features.

Related theory

In most cases, delirium is caused by a general medical condition,
intoxication or withdrawal of medication/substances which act
upon the neurochemical balance of the brain (Ross 1991). Causa-
tive factors like infection, post-anaesthesia and medication (espe-
cially analgesics) need to be considered, particularly for sudden
onset of delirium in the hospital environment.
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Rationale

..........................................................

Maintaining safety for all. E

Maintain the safety of the patient and staff members (NHS
Protect 2013, C).

So such incidents can be investigated.

The prevalence of delirium in hospital patients is between 20%
and 50% (NICE 2010). Certain factors predispose to or are risk
factors for developing delirium.

e Other serious illness such as uncontrollable cardiovascular or
respiratory conditions, diabetes

Multiple co-morbidities

Older age

Alcohol dependence syndrome

Previous or existing other mental disorder, such as dementia
Hypoalbuminaemia

Infection

Taking medications that affect the mind or behaviour
Uncontrolled pain

Taking high doses of analgesia (Irving et al. 2006)

Being an inpatient in a hospital environment can contribute to
the development of delirium. The following factors can increase
the risk.

* Patient not UK resident and/or English is not their first language.

* Changing clinical environment such as room or ward on a num-
ber of occasions.

* Absence of any means of gauging the time of day.

* Absence of family or other close friend.

* Catheterization.

The greater the number of risk factors present, the greater the
likelihood of delirium developing (NICE 2010).

The disturbance can develop quickly and fluctuate during the
course of a 24-hour period (DSM IV 1994). Environmental cues
during the daytime act as stabilizing factors and this makes symp-
toms typically worse at night. The disturbance can resolve within
hours/days or can last longer if co-existing with other problems like
dementia. A patient’s behaviour may change to indicate potential
delirium before a full set of diagnostic symptoms is observable
(Duppils and Wikblad 2004). There is considerable morbidity and
mortality associated with delirium, delaying recovery and rehabili-
tation (Irving et al. 2006, NICE 2010). Recognizing and addressing
delirium is important because of the distress it causes patients,
families and staff (Lawlor et al. 2000). A marked feature of delirium
is the variety and fluctuating nature of symptoms.

Evidence-based approaches
Nurses play a critical role in the prevention, early detection (Milisen
et al. 2005) and management of delirium. Delirium is frequently
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iatrogenic (i.e. caused by medical intervention) and hence can often
be corrected once the causative factor has been identified.

Addressing the causative factors as part of good nursing and
medical care will help prevent the development of delirium.
This means ensuring hydration and nutritional requirements
are met and any electrolyte imbalances are monitored and
corrected.

Nurses need to be aware that patients over the age of 65 (espe-
cially those having anaesthesia) will be highly prone to develop-
ing delirium so need to be monitored carefully over a period of
time to pick up any early signs. The effect of analgesia (especially
opiates) also needs to be considered.

The emergence of delirium can also be significant at the end of
life and significantly complicate care (Delgado-Guay et al. 2008).
Terminal restlessness is a term often used to describe this agi-
tated delirium in end-of-life care, where the causes may require
specific management different from that of other types of delirium
(Travis et al. 2001). A progressive shutdown of body organs in
the last 2-3 days of life (Lawlor et al. 2000) leads to irresolvable
systemic imbalances. The management of delirium in end-of-life
care therefore shifts from a focus on reversing the cause to allevi-
ating the symptoms. Nurses should avoid medicating symptoms
unless this is in the patient’s best interests.

Principles of care
Initial screening for any cognitive issues on admission is impor-
tant to identify predictive factors and establish a baseline of cog-
nitive functioning. Involving the family can be crucial to an accu-
rate assessment where there are existing changes.

If risk factors are identified, nursing care for an individual with
delirium should focus on minimizing hyperarousal from the envi-
ronment.

* Minimize the frequency of moving the patient from one ward/
bed/room to another.

* Ensure that there is cognitive stimulation — television is work-
ing, patient is in an environment with other patients.

* Access to means of determining the time of day, e.g. clock/can
see a window.

* Have access to hearing aids/glasses, etc.

* Encourage friends/relatives/spiritual advisors (if appropriate) to
vigit.

And in addition, nursing care should include optimizing physical
health for the patient to maintain mobility (if appropriate), hydra-
tion and nutrition, and prevent constipation and incontinence.
This will take place in parallel to the medical management which
should focus intially on attempting to establish the potential
reversible causes. These will include:

newly started medications

changes in dosage

opioid toxicity, withdrawal from opioids or alcohol

use of corticosteroids

metabolic imbalances or organ failure affecting the processing
and excretion of drugs

e infections

* hypercalcaemia

* constipation.

Legal and professional issues

In the case of medium-term to longer-term delirium, another per-
son may make decisions on the patient’s behalf as long as this
has been agreed as a part of a best interest assessment and the
principles of the Mental Capacity Act have been applied. The best
interest assessment must include the views of family or informal
carers and the decision maker would generally be the lead clini-
cian for the patient (Griffith and Tengnah 2008). However, if the
patient has a Lasting Power of Attorney for welfare and this appli-
cation has been registered with the Public Guardianship Office,

then the relevant person will be able to make decisions on the
patient’s behalf.

The Mental Capacity Act sets out principles for protection of
liberty when caring for someone with reduced capacity. This is
reliant upon accurate and suitable assessment of capacity and
best interests which are well documented and reviewed.

Physical restraint

Wherever possible, nurses must attempt to create an environment
where restraint is not going to be necessary. It is a rare require-
ment and all feasible steps to avoid the use of restraint must be
explored. Any action taken must be the ‘least harmful’ interven-
tion in the circumstance. The aim is to balance the patient’s right
to independence with their and others’ safety. However, if physi-
cal restraint is necessary to maintain the safety of the patient,
then it requires careful ethical considera