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INTRODUCTION
This second edition of the Preparation guide for the professional examination of the Ordre des
infirmières et infirmiers du Québec (OIIQ, 2003) is the result of an update of the content of the guide
published in 2003. 1 It takes into account the professional standard for documentation of the
therapeutic nursing plan (TNP), whose application is mandatory as of April 1, 2009. The TNP is an
integral part of the OIIQ’s professional examination since September 2009 examination session.
To help students, graduates from Quebec and elsewhere, as well as professors and teachers to
prepare for the examination, the second edition of the guide contains thirteen situations related to
the therapeutic nursing plan. These include eight situations from chapter 3 concerning the written
part of the examination and five situations from chapter 4 concerning the practical part of the
examination. Intended as a supplement to the content of the current version of the guide, these
situations will help users become familiar with the different ways the determination, adjustment
and implementation of the therapeutic nursing plan is evaluated.
CHAPTER 3 – How to answer the questions in the written part (p. 27)
Chapter 3 of the current guide contains more than 65 open-ended short-answer questions relating to
23 clinical situations. In addition to the questions, users will find the answers, rationales and the
references used to develop the questions, as well as suggestions for further reading. The “Rationale”
section also allows users to expand their knowledge.
In the written part of the examination, evaluation as it relates to the therapeutic nursing plan (TNP)
may take different forms, such as carrying out directives in an existing TNP, adding a new
assessment finding or a new directive related to a new finding, adjusting the TNP, or writing up a
progress note to give the rationale for entering an assessment finding or a nursing directive in the
TNP.
CHAPTER 4 – How to do the clinical situations in the practical part (p. 157)
Chapter 4 of the current guide already contains ten simulated OSCE (objectively structured clinical
examination) situations presented in the form of exercises for which the answers are provided. Each
situation is followed by a synthesis that allows users to review the relevance and accuracy of their
knowledge, along with a list of reading suggestions to improve upon it.
In the practical part of the examination, evaluation as it relates to the TNP mainly concerns
adjustment of the TNP or, alternatively, the TNP is integrated as an element of the situation that
must be taken into account in the candidate’s interventions.

1

The second edition was coordinated by Lucie Laberge and produced in collaboration with many nurses whose
names will be provided in the publication.
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Instructions
Instructions are given at the beginning of each chapter as to how to work through the exercises. The
same instructions apply to situations containing a therapeutic nursing plan. However, an excerpt
from the TNP form is provided in most cases and, for each answer requiring an entry in the TNP, the
user must write the date, the time, her initials and her name in the spaces provided. In the guide,
the dates and times in the TNPs have been provided as examples to make the TNPs easier to
understand. The dates and times will be adjusted for each exam session.
Key points to remember
Given the purpose of the examination, which is to assess candidates' readiness to practise and in
particular, their ability to make appropriate clinical decisions, the answers and behaviours expected
have more to do with the content than the form of the TNP and take into account of the examination
context and the expectations of a beginner.
This guide was not designed to train users on the TNP, but rather to prepare them for the
examination. Consequently, most situations contain only the necessary excerpts from the TNP.
There may be some differences between what is expected during the examination and what is taught
or even done in clinical practice. For example:


In the examination context, to simplify the formulation of nursing directives, unless the
presence of nursing assistants or orderlies is specifically mentioned, the candidate is to
assume that there are none.
In clinical practice, since it is difficult to know the composition of the team at all times,
nurses generally take nursing assistants into account when formulating their directives.



A directive must be specific and avoid use of the concept of PRN, by establishing a criterion
for carrying it out, if applicable (e.g., administer breakthrough dose of morphine if pain > 2
on a scale of 0 to 10).



Since the column is entitled "Signature of Nurse," the nurse may add her title (N or RN)
after her signature if she wishes.
Remember that the candidate is to sign as a nurse during the examination, since it is her
aptitude to practise as a nurse that is being evaluated.



The date and time must be entered at least at the start of each entry when entering findings
or directives in the TNP. However in the guide, when there are several possible answers, the
date and time are entered at the start of each answer.
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When entering findings or directives in the TNP, the nurse must enter her initials at the end
of each entry. In the guide, the initials of the nurse are written after every finding and every
directive, thus corresponding to the current practice in clinical settings.



Candidates need not fill in the TNP section entitled "Program / Service" during the exam.
Consequently, it has been shadowed in this guide to show that no answer is expected. It will
also be shadowed in the exam.

For questions or further information, contact:

Manon Bellehumeur
Assistant Examination Coordinator
Scientific Department
Ordre des infirmières et infirmiers du Québec
514-935-2501 or 1-800-363-6048
manon.bellehumeur@oiiq.org
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How to answer the questions
in the written part
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Context

Mrs. Jolicoeur, age 35, gave birth at 38 weeks of gestation to her second child under epidural at
11:25 following a difficult 15-hour labour.

She has a third-degree perineal tear. She was

transferred to the postpartum unit at 13:00.
At the 16:00 report, the nurse tells you that the client’s first void was 100 mL at 14:30; at that
time, the uterine fundus (UF) was at 0/0, midline and firm. The lochia is dark red and soaks
one sanitary pad per hour. The vital signs at 15:30 were: BP 110/60, P 72/min., reg., R 20/min.,
reg., normal depth, T°37.3°C. Her first time up was well tolerated.
When you are doing your rounds at 16:25, you note that Mrs. Jolicoeur’s uterine fundus is at
1/0 and has deviated to the right. The client complains of “severe cramp-like” pain in her lower
abdomen.



QUESTION 1
Based on your assessment of Mrs. Jolicoeur’s clinical situation, what problem do you suspect?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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You carry out the necessary interventions to resolve Mrs. Jolicoeur’s problem.



QUESTION 2
Identify two (2) signs or symptoms that will tell you that your interventions have resolved Mrs.
Jolicoeur’s problem.
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

At 17:00, Mrs. Jolicoeur has moderate edema of the perineum and pain that she rates at 4/10.
You give her acetaminophen (Tylenol) 325 mg/tab, 2 tabs and naproxen (Naprosyn) 250 mg/tab,
1 tab. The client would like to know other ways she could obtain relief and take fewer
analgesics.



QUESTION 3
What recommendations must you make to Mrs. Jolicoeur to respond to her request?
Identify two (2).
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Mrs. Jolicoeur has anemia. The doctor has prescribed an iron supplement to take until her
next follow-up medical appointment.



QUESTION 4
Mrs. Jolicoeur would like to follow the medical prescription and continue to consume dairy products.
What recommendation will you provide?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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The following findings have already been entered in Mrs. Jolicoeur’s therapeutic nursing plan (TNP):

ASSESSMENT FINDINGS
Date

Time

No.

2008-12-12

11:25

1

Vaginal delivery at 38 wks

MB

2

3rd-degree perineal tear

MB

Signature of nurse
Mathilde Bergeron, RN



Priority problem or need

Initials
MB

Initials

Program/dept.

RESOLVED/SATISFIED
Date
Time
Initials

Signature of nurse

Initials

Professional/
department involved

Program/dept.

PostPartum 5N

QUESTION 5
What new finding must you enter in the TNP to reflect the evolution of Mrs. Jolicoeur’s clinical
profile in connection with the clinical follow-up of her health situation?

ASSESSMENT FINDINGS
Date

Time

No.

2008-12-12

11:25

1

Vaginal delivery at 38 wks

MB

2

3rd-degree perineal tear

MB

Signature of nurse
Mathilde Bergeron, RN

Priority problem or need

Initials
MB

Initials

Program/dept.

RESOLVED/SATISFIED
Date
Time
Initials

Signature of nurse

Post Partum 5N
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Initials

Professional/
department involved

Program/dept.
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Context

At 19:30, 4-year-old Karine is hospitalized for fever of unknown etiology and a fracture of the
left humerus. A cast was put on in the emergency room and an antipyretic analgesic was
administered 30 minutes ago. Intravenous antibiotics were started in the emergency room.
Her mother is with her.
When Karine arrives on the unit, you immediately take her oral temperature: 37.7°C. Her
other vital signs as well as her neurovascular and neurological signs are normal. During the
physical examination, you notice multiple bruises on the posterior aspect of the child’s right
arm, on the front of both legs, between her shoulder blades and in the lower back area. They
vary in shape, size and colour.
Karine’s mother tells you that before she left for work yesterday, her daughter tripped over a
toy on the stairs and fell.
After Karine’s mother leaves, her father arrives. In the course of the conversation, he says to
you: "Karine falls all the time, she’s clumsy. She’s always covered in bruises. If she had
listened to me, she wouldn’t have fallen off her bicycle!" You also notice that Karine avoids eye
contact and that she prefers to remain some distance away.



QUESTION 1
What is your priority action in this situation of probable child abuse?
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
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Based on your assessment, you enter the following finding in Karine’s TNP:

ASSESSMENT FINDINGS
Date
2008-12-12

Time No.
19:30

2

Priority problem or need
Probable physical abuse

Signature of nurse
Your name



Initials

RESOLVED/SATISFIED
Date
Time
Initials

Initials

Professional/
department involved

Your initials

Program/dept.

Signature of nurse

Initials

Program/dept.

Your initials

QUESTION 2
Write up a progress note giving the rationale for your finding of probable physical abuse. Identify
four (4) items of information that you consider essential.

Progress notes
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QUESTION 3
With respect to the problem of probable physical abuse, enter one (1) nursing directive in the TNP to
provide clinical follow-up for Karine.

ASSESSMENT FINDINGS
Date
2008-12-12

Time

No.

19:30

2

Priority problem or need
Probable physical abuse

RESOLVED/SATISFIED
Date
Time
Initials

Initials

Professional/
department involved

Your initials

CLINICAL FOLLOW-UP
Date

Time

No.

Signature of nurse
Your name

Nursing directive

Initials

Initials

Program/dept.

Signature of nurse

Your initials
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DISCONTINUED/CARRIED OUT
Date
Time
Initials

Initials

Program/dept.
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Context
Mr. Landry, age 50, was hospitalized 24 hours ago for a relapse of his ulcerative colitis. He
is a widower and does not have any children. It is 15:00 and you are filling out the fluid
balance chart for your shift. You enter the following data:

Fluid balance
Intake

7:00 to 15:00

Output

IV infusion

PO

Urine

400 mL

200 mL

400 mL

Stool
6 (± 800 mL)
liquid,
blood tinged

Vomit
0

The medical orders for Mr. Landry are:





Dextrose 5% + NaCl 0.45% 1000 mL + 20 mEq KCl IV at 100 mL/h



Strict intake and output



Electrolytes and Hgb Hct qd



Low-residue diet



Hydromorphone (Dilaudid) 2 mg SC q 3-4 h PRN



Methylprednisolone (Solu-Medrol) 60 mg IV q 6 h

QUESTION 1
What priority intervention must you carry out following your analysis of Mr. Landry’s fluid balance?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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QUESTION 2
With respect to the ulcerative colitis, enter one (1) nursing directive in the TNP for the nursing
assistant so that she can help monitor Mr. Landry’s clinical condition.

ASSESSMENT FINDINGS
Date

Time

No.

2008-10-20

15:00

1

Priority problem or need

Initials

Relapse of ulcerative colitis

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

KL

CLINICAL FOLLOW-UP
Date

Time

No.

Signature of nurse
Kathleen Langelier, RN

Nursing directive

Initials
KL

Program/dept.

Initials

Signature of nurse

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Initials

Program/dept.

Surgery 2N

Given the deterioration in Mr. Landry’s overall condition, a proctocolectomy and a permanent
ileostomy are performed.
A few days after the surgery, the methylprednisolone (Solu-Medrol) IV is replaced with
methylprednisone 40 mg PO qd. It is 8:00 and you bring Mr. Landry 8 methylprednisone 5 mg
tablets. The client says to you: "I hate taking so many tablets all at once. I’m afraid it will
irritate my stomach. At home, I take half my medication in the morning and the other half
around suppertime."



QUESTION 3
What explanation will you give Mr. Landry as to why it is important that he take all his medication
in the morning?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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A few days later, Mr. Landry is still finding it hard to participate in his ostomy care. He says
that he finds the smell disgusting.

QUESTION 4



Give Mr. Landry three (3) recommendations to prevent offensive odours.
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Despite your many attempts to convince Mr. Landry, he still refuses to participate in his
ostomy care and says that he feels overwhelmed by events.

QUESTION 5



Given this finding, enter one (1) nursing directive in the TNP to promote Mr. Landry’s self-care.

ASSESSMENT FINDINGS
Date

Time

No.

2008-10-20

15:00

2

Priority problem or need

Initials

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

Refusal to perform ostomy care

CLINICAL FOLLOW-UP
Date

Time

Signature of nurse

No.

Nursing directive

Initials

Program/dept.

Initials

Signature of nurse
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DISCONTINUED/CARRIED OUT
Date
Time
Initials

Initials

Program/dept.
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Context

It is 10:00 and Mr. Jean Drolet, age 25, is admitted to the unit for spontaneous pneumothorax.
He has a chest tube on continuous suction. During the initial assessment, he says to you: “I
have 2 beers a day and a case of 24 every weekend with my friends, but I could do without beer
if I wanted to. It relaxes me at the end of the day. It helps me fall asleep, although I don’t sleep
better, I wake up 3 or 4 times a night.”



QUESTION 1
What information will you give Mr. Drolet about the effect his alcohol consumption has on the
quality of his sleep?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________



QUESTION 2
In addition to suggesting more appropriate ways to relax given his situation, what priority
recommendation must you make to Mr. Drolet to improve the quality of his sleep?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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Three hours after Mr. Drolet is admitted, his mother comes to visit him. She tells you that her
son drinks a lot more alcohol than he says and has done so regularly since he was 15. In view of
this new information, you enter the following nursing directive in the TNP: notify the nurse if
signs of withdrawal [dir. orderly’s work plan].



QUESTION 3
When you give this directive to the orderly, what signs of withdrawal do you note in his work plan?
Identify four (4).
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Three days after he is admitted, Mr. Drolet has not shown any signs of withdrawal.



QUESTION 4
Adjust Mr. Drolet’s TNP, if necessary. Give the rationale for your decision in the progress notes.
Adjustment of the TNP:

ASSESSMENT FINDINGS
Date

Time

No.

Priority problem or need

Initials

2008-12-12

10:00

2

Profile of alcohol dependency

KL

2008-12-12

13:30

3

Risk of withdrawal

KL

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

CLINICAL FOLLOW-UP
Date

Time

No.

2008-12-12

13:30

3

Signature of nurse
Karine Langis, RN

Nursing directive

Initials

Notify nurse if signs of withdrawal [dir. orderly’s work plan]

Initials
KL

Program/dept.

Signature of nurse

Medecine 4E
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DISCONTINUED/CARRIED OUT
Date
Time
Initials

KL

Initials

Program/dept.
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Progress notes

After lunch, the nursing assistant informs you that Mr. Drolet eats very little: his trays are
untouched when the orderly collects them. Mr. Drolet tells you he has lost his appetite since
he was hospitalized.
You obtain the following information from the file:
 Weight on admission: 52 kg

Weight 3 months ago: 63 kg

Height: 1.80 m

 BMI: 16 (normal 18.5 to 24.9)
 Albumin: 28 g/L (normal 35 to 50 g/L)



QUESTION 5
Based on this data, what new assessment finding will you enter in Mr. Drolet’s TNP?

ASSESSMENT FINDINGS
Date

Time

No.

2008-12-12

10:00

2

Profile of alcohol dependency

KL

2008-12-12

13:30

3

Risk of withdrawal

KL

Signature of nurse
Karine Langis, RN

Priority problem or need

Initials
KL

Initials

Program/dept.

RESOLVED/SATISFIED
Date
Time
Initials

Signature of nurse

Medecine 4E
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Initials

Professional/department
involved

Program/dept.
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Context

Mr. Lemieux, age 70, who is known to have heart failure, underwent a right nephrectomy at
8:00 this morning. You are working on the evening shift and read the following information
in the file:
14:00:


Return from the recovery room;



Very alert and oriented to place;



Intravenous infusion running: dextrose 5% + NaCl 0.45% at 80 mL/h.

15:00:


Pain at the surgical site rated at 7/10;



Hydromorphone (Dilaudid) 1 mg SC administered in the right arm.

At 19:00, you give the client a dose of hydromorphone (Dilaudid) 1 mg SC for pain at the
surgical site rated at 5/10. In the urinary drainage bag, you note that he has voided an
average of 50 mL/h of pink urine. The dorsolumbar dressing is intact. The vital signs are:
BP 110/70, P 72/min. reg., R 16/min., reg., normal depth, T° 36.9°C, SpO2 98%.
At 22:00, Mr. Lemieux is awake.

You observe that he is incoherent and having visual

hallucinations. He is unable to follow simple instructions. He is agitated and disoriented to
time and place. His vital signs are: BP 110/70, P 72/min., reg., R 16/min., reg., normal depth,
T°37°C, SpO2 99%.



QUESTION 1
After assessing Mr. Lemieux’s mental status:
a) Enter the priority problem you observe in Mr. Lemieux at 22:00 in the TNP;
b) Enter one (1) directive concerning the clinical monitoring required for Mr. Lemieux’ problem.
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ASSESSMENT FINDINGS
Date

Time

No.

Priority problem or need

Initials

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

CLINICAL FOLLOW-UP
Date

Time

No.

Signature of nurse



Nursing directive

Initials

Program/dept.

Initials

Signature of nurse

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Initials

Program/dept.

QUESTION 2
Identify three (3) factors likely to contribute to Mr. Lemieux’ altered mental status.
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

At 23:30, the nursing assistant reports that Mr. Lemieux is very drowsy and that his face is
pale. You are at Mr. Lemieux’ bedside and you notice that his extremities are cold and that
his face is sweating. He remains in a stupor, despite your attempts to rouse him. His vital
signs are: BP 85/65, P 124/min., reg., R 32/min., reg. and shallow, SpO2 95%. He has passed
15 mL of pink urine in the last hour.



QUESTION 3
What additional item of data must you check to complete your assessment of Mr. Lemieux’ clinical
condition?

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
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QUESTION 4
Identify two (2) priority interventions to carry out for the client before calling the doctor.
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Twenty-four hours after his surgery, Mr. Lemieux’ clinical condition has improved. He was
started gradually on a light diet with oral fluids restricted to 1.5 L/day.
The 23:00 fluid balance chart indicates that Mr. Lemieux has passed 260 mL of strawcoloured urine since 16:00. In the 24-hour fluid balance chart, you note: intake 4000 mL,
output 820 mL. Given Mr. Lemieux’s fluid balance and his history of myocardial infarction 5
years ago and subsequent left-sided heart failure, you are afraid that he will develop
circulatory overload (acute pulmonary edema).
It is 00:30, you are planning your care for the night.

You are working with a nursing

assistant.



QUESTION 5
What signs will you ask the nursing assistant to report to you to provide the clinical monitoring
required when there is a risk of circulatory overload? Identify four (4).
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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Context

Mrs. Carrier, age 70, has been hospitalized for a secondary bronchial infection. It is her
second hospitalization in the last two months. She is recovering well. She has moderate to
severe chronic obstructive pulmonary disease (COPD). At the report, you are told that she
was given her 7:00 medication and that she slept well.
The medical orders in the file are as follows:


tiotropium (Spiriva), 18 mcg/cap, 1 cap by inhaler qd (7:00)



fluticasone and salmeterol (Advair) 250/50 mcg, diskus, 1 inhalation bid (7:00 ; 22:00 )



salbutamol (Ventolin) 100 mcg 2 puffs q 4 h (PRN)



prednisolone (Pediapred) 50 mg PO qd (8:00)



moxifloxacin (Avelox) 400 mg 1 tab PO qd (8:00)



O2 1 to 3 L/min. via nasal prongs to maintain SpO2  92%



capillary blood gases qd at 7:30

It is 8:10, you go into Mrs. Carrier’s room: she has just come out of the bathroom. She is
sitting on a chair, leaning forward. Her vital signs are: BP 158/74, P 82/min., reg., R 32/min.,
reg. and shallow, SpO2 88%. She is receiving O2 via nasal prongs at 2 L/min. You stay at her
bedside to reassure her.



QUESTION 1
Identify two (2) other priority interventions you must carry out immediately to relieve Mrs. Carrier’s
dyspnea.
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

20

Extracts of the Preparation guide for the professional examination of the OIIQ – 2nd Edition



QUESTION 2
What additional signs and symptoms must you verify to confirm the deterioration in Mrs. Carrier’s
respiratory condition? Identify four (4).
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Mrs. Carrier’s discharge is scheduled in 2 days’ time. Your client lives with her daughter, who
visits her every afternoon. You note that Mrs. Carrier has difficulty recognizing the early signs
of deterioration in her respiratory condition, even though they were explained to her the last
time she was hospitalized. In connection with this finding, you enter the following directive in
the TNP: reinforce the teaching on the application of the COPD action plan.



QUESTION 3
What other nursing directive must you enter in the TNP as an intervention strategy in anticipation
of Mrs. Carrier’s discharge in order to help her recognize the signs of a deterioration in her
respiratory condition once she is back home?

ASSESSMENT FINDINGS
Date

Time

No.

2008-12-10

10:00

2

Priority problem or need

Initials

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

Difficulty recognizing the early signs of
deterioration in her respiratory condition

NB

CLINICAL FOLLOW-UP
Date

Time

No.

2008-12-10

10:00

2

Signature of nurse
Nathalie Badaclesch, RN

Nursing directive

Initials

Reinforce the teaching on the application of the COPD action plan

Initials
NB

Program/dept.

Signature of nurse

Medecine 3S

21

DISCONTINUED/CARRIED OUT
Date
Time
Initials

NB

Initials

Program/dept.
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As she is leaving, Mrs. Carrier says to you that before she was hospitalized, she used to go
for a walk every day. She says: “I’d like to start going for walks outside again, but now I get
out of breath just getting washed.”



QUESTION 4
Make three (3) recommendations to Mrs. Carrier to help her resume her activities.
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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Context

Mr. Marc Miron, age 16, has been hospitalized on your unit since this morning following a
high-speed car accident. At the 16:00 change-of-shift report, you are told that he has a
fracture of the 5th cervical vertebra with compression of the vertebral body and no
neurological deficit. Your client is conscious and well oriented.
The medical history contains the following information:


amnesia for events surrounding the accident;



loss of consciousness for 2 minutes;



score of 14/15 on the Glasgow Coma Scale on arrival in the emergency room;



minimal epidural hematoma, no surgical treatment required;



CT scan (computed tomography) result: C5 compression fracture.

The medical orders are:


cervical collar at all times;



vital and neurological signs every hour.

It is 20:00, Mr. Miron is resting in his bed in a supine position. His vital signs are: BP
125/80, P 72/min., R 16/min., reg., normal depth, T°37.8°C. He has the hiccups, feels
nauseous and is retching. You decide to place him in a lateral position.



QUESTION 1
Identify one (1) precaution you must take when you place Mr. Miron in a lateral position.
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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At 21:00, Mr. Miron vomited. As soon as he feels better, you place him in a supine position
again.



QUESTION 2
Given the risk of neurological deficit in Mr. Miron’s case, enter one (1) nursing directive in the TNP
to provide the clinical monitoring required following changes of position.

ASSESSMENT FINDINGS
Date

Time

No.

2008-11-12

21:00

2

Priority problem or need

Initials

Risk of neurological deficit

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

LB

CLINICAL FOLLOW-UP
Date

Time

No.

Signature of nurse
Leïla Beaulieu RN

Nursing directive

Initials
LB

Initials

Program/dept.
Trauma Unit 6E

Signature of nurse

Initials

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Program/dept.

Around 21:30, you observe that Mr. Miron doesn’t open his eyes when you call his name,
doesn’t answer your questions and doesn’t respond to verbal stimuli. You are unable to assess
his muscle strength. The vital signs are: BP 200/90, P 42/min., reg., R 8/min., shallow.
Pupillary reflex is absent.



QUESTION 3
What other information must you collect to complete your neurological assessment of Mr. Miron
before calling the doctor? Identify three (3) items.
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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Following the medical assessment of Mr. Miron’s condition, a transfer to the intensive care
unit is prescribed.



QUESTION 4
What priority problem will you enter in the TNP after your neurological assessment of Mr. Miron?

ASSESSMENT FINDINGS
Date

Time

No.

Signature of nurse

Priority problem or need

Initials

Initials

Program/dept.

RESOLVED/SATISFIED
Date
Time
Initials

Signature of nurse
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Initials

Professional/
department involved

Program/dept.
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Context

Three days ago, Mrs. Denise Brunet, age 48, underwent an abdominal hysterectomy and a
bilateral salpingo-ovariectomy. The operation went smoothly and the client is recovering
well.
The progress notes indicate that Mrs. Brunet cries frequently and that her movements are
slow. When you explore the situation with her, she tells you that she has separated from her
partner and that she blames herself for the situation.

She says she has been feeling

extremely sad and exhausted for several weeks. She says to you: “I don’t know if I feel like
going on with the struggle.” You suspect major depressive disorder.



QUESTION 1
What other signs and symptoms would be indicative of major depressive disorder in Mrs. Brunet’s
case? Identify three (3).
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Mrs. Brunet’s doctor diagnoses major depression and prescribes citalopram (Celexa) 20 mg PO qd.
According to your assessment, Mrs. Brunet does not have a suicidal plan.



QUESTION 2
Identify two (2) priority problems and two (2) nursing directives you must enter in the TNP to
provide clinical follow-up for Mrs. Brunet.
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ASSESSMENT FINDINGS
Date

Time

No.

Priority problem or need

Initials

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

CLINICAL FOLLOW-UP
Date

Time

No.

Signature of nurse

Nursing directive

Initials

Initials

Program/dept.

Signature of nurse

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Initials

Program/dept.

For 2 days, Mrs. Brunet has been taking her daily antidepressant as prescribed. It is 9:00 and
you bring her her medication. She says to you: “I don’t want to take it anymore. I’ve been taking
it for a few days and I don’t feel any better, there’s no point in taking it.” The progress note
indicates that the client has been reluctant to take the medication since treatment was started.
Explanations have already been given to her to make her understand the importance of this
pharmacological treatment, in particular its beneficial effects, but she remains skeptical.



QUESTION 3
What priority information must you give Mrs. Brunet to encourage her to keep taking her
medication?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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QUESTION 4
Does Mrs. Brunet’s reaction to taking an antidepressant require clinical follow-up? Adjust the TNP,
if necessary.

ASSESSMENT FINDINGS
Date

Time

No.

Priority problem or need

Initials

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

CLINICAL FOLLOW-UP
Date

Time

Signature of nurse

No.

Nursing directive

Initials

Initials

Program/dept.

Signature of nurse
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Initials

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Program/dept.
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Context

Mrs. Jolicoeur, age 35, gave birth at 38 weeks of gestation to her second child under epidural
anaesthesia at 11:25 following a difficult 15-hour labour. She has a third-degree perineal tear.
She was transferred to the postpartum unit at 13:00.
At the 16:00 report, the nurse tells you that the client’s first void was 100 mL at 14:30; at that
time, the uterine fundus (UF) was at 0/0, midline and firm. The lochia is dark red and soaks one
sanitary pad per hour. The vital signs at 15:30 were: BP 110/60, P 72/min., reg., R 20/min., reg.,
normal depth, T°37.3°C. Her first time up was well tolerated.
When you are doing your rounds at 16:25, you note that Mrs. Jolicoeur’s uterine fundus is at 1/0
and has deviated to the right. The client complains of “severe cramp-like” pain in her lower
abdomen.



QUESTION 1
Based on your assessment of Mrs. Jolicoeur’s clinical situation, what problem do you suspect?



Expected answer
• Distended bladder or urinary retention.



Rationale and additional information
In this situation, several elements indicate the presence of a distended bladder: the uterine fundus is
at 1/0, whereas it should be at 0/0 and it is deviated instead of midline. When the bladder is
distended, the uterus is usually deviated and located above the umbilicus. After childbirth, the
uterine fundus should normally be located at the umbilicus and roughly the size of a large
grapefruit.

Furthermore, Mrs. Jolicoeur’s first void was 100 mL, which must be considered

inadequate, since at least 200 mL of urine must be passed for the bladder to be well emptied.
In the immediate postpartum period, which lasts 1 to 4 hours after delivery, a number of factors
contribute to a diminished sensation of bladder fullness and the development of a distended bladder.
These include extended labour, epidural anesthesia, a difficult delivery and a third-degree perineal
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tear. Some of these factors cause edema and trauma (contusions) of the urinary tract and contribute
to bladder dysfunction. Perineal pain and the fear that it will worsen when voiding are additional
factors responsible for urinary retention.

Therefore, it may be appropriate to administer an

analgesic to promote voiding in Mrs. Jolicoeur’s case.
A distended bladder prevents the uterus from contracting properly and may result in uterine atony
Since this increases the risk of hemorrhage, prompt intervention is required.

In the present

situation, there is no sign of active hemorrhage since: 1) the client soaks one sanitary pad per hour;
2) her uterus is firm and 3) her vital signs are normal. Uterine massage is therefore not appropriate
in Mrs. Jolicoeur’s case.

However, if the client soaked one sanitary pad were soaked every 15

minutes or less, bleeding would be considered excessive and uterine massage would be indicated.
In the presence of a distended bladder, several interventions can promote bladder emptying and
stimulate diuresis. These include: 1) creating a private environment for the client; 2) using the
power of suggestion, for example, by running the tap water; 3) having her sit down; 4) putting
lukewarm water on her perineum or having her sit in a lukewarm sitz bath; 5) administering an
analgesic; 6) placing the client’s hand in water and 7) encouraging her to try to go and void in the
bathroom. If these interventions are not effective, bladder catheterization is indicated.

This,

however, requires a medical prescription.

You carry out the necessary interventions to resolve Mrs. Jolicoeur’s problem.



QUESTION 2
Identify two (2) signs or symptoms that will tell you that your interventions have resolved
Mrs. Jolicoeur’s problem.



Expected answers
• UF: 0/0 or at the umbilicus or below the umbilicus
• UF: no longer deviated to the right or is midline.
• No evidence of distended bladder on palpation.
• No pain or cramps.
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Rationale and additional information
At this stage of the postpartum period, 5 hours after delivery, the uterine fundus should be at 0/0 or
at the umbilicus and should be firm and midline. Once the distended bladder has been resorbed,
Mrs. Jolicoeur’s uterus should return to its normal position and contract. The uterine fundus should
be checked to make sure it has done so.
The presence of uterine cramping, called “afterpains”, associated with the process of uterine
involution is more common in multiparas and increases when breastfeeding. The pain caused by
cramping may warrant the use of relief measures.
At 17:00, Mrs. Jolicoeur has moderate edema of the perineum and pain that she rates at 4/10.
You give her acetaminophen (Tylenol) 325 mg/tab, 2 tabs and naproxen (Naprosyn)
250 mg/tab, 1 tab. The client would like to know other ways she could obtain relief and take
fewer analgesics.



QUESTION 3
What recommendations must you make to Mrs. Jolicoeur to respond to her request? Identify two (2).



Expected answers
• Apply ice to the perineum.
• Take cold sitz baths during the first 24 hours.
• Take lukewarm sitz baths after the first 24 hours.
• Keep the buttocks tightened when she sits down.



Rationale and additional information
Acetaminophen relieves mild pain, while a nonsteroidal anti-inflammatory (NSAID), such as
naproxen, reduces inflammation, thereby relieving peripheral perineal pain and uterine cramping.
A combination of the two medications therefore provides optimal relief for the client.
Nonpharmacological interventions may also be used and will potentiate the effect of the medications.
For example, applying cold or ice to the perineum reduces the inflammatory process that occurs
during the first 24 hours and relieves any associated pain. For this reason, the water in the sitz bath
should be fairly cold during this period, even if it is uncomfortable for the client. After this period,
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the temperature of the water can be adjusted so that the client is comfortable. Lukewarm water is
recommended to stimulate blood flow and promote tissue healing.
Keeping the buttock tightened when sitting down relieves pressure on the perineum and alleviates
pain. A doughnut cushion or pillow should not be used, for this tends to spread the gluteal muscles
apart (increasing pressure on the perineum) and reduces local blood flow (slowing the healing
process).

Mrs. Jolicoeur has anemia. Her doctor has prescribed an iron supplement to take until her
next follow-up medical appointment.



QUESTION 4
Mrs. Jolicoeur would like to follow the medical prescription and continue to consume dairy products.
What recommendation will you provide?



Expected answers
• take the iron supplement at least 1 hour before meals or between meals or
• take the iron supplement 1 to 2 hours after meals or
• if she has an upset stomach, take the iron supplement at bedtime or at mealtimes with water or
juice and wait at least 1 hour before consuming milk and dairy products.



Rationale and additional information
Iron is essential nutrient for proper body function. A component of hemoglobin in the blood, it
carries oxygen throughout the body. It is also important in the formation of red blood cells, cell
function and brain function.
Increased iron requirements during pregnancy and substantial blood loss during delivery or the
immediate postpartum period may lead to physiological anemia.

To prevent this problem, iron

supplements are recommended during pregnancy and for 2 to 3 months after delivery.
In this situation, Mrs. Jolicoeur will be encouraged to eat iron-rich foods and take an iron
supplement to offset her iron deficiency. However, iron absorption is conditional upon certain rules.
The client must therefore be informed that certain foods reduce or inhibit iron absorption. Milk and
dairy products, foods containing wheat or oxalates, as well as tea and coffee should not be taken at

32

Extracts of the Preparation guide for the professional examination of the OIIQ – 2nd Edition

the same time as iron, for they inhibit its absorption. The client should wait at least 1 hour after
taking ferrous sulfate before consuming these products.
Iron supplements are better absorbed if taken when gastric acid levels are at their highest, that is,
when the stomach is empty or between meals. However, taking an iron supplement at these times of
the day may cause an upset stomach.
Furthermore, iron supplements cause stools to turn black and sometimes cause constipation. To
prevent constipation, a high-fiber diet and plenty of fluids are recommended.

The following findings have already been entered in Mrs. Jolicoeur’s therapeutic nursing plan (TNP):

ASSESSMENT FINDINGS
Date

Time

No.

Priority problem or need

2008-12-12

11:25

1

Vaginal delivery at 38 wks

MB

2

3rd-degree perineal tear

MB

Signature of nurse

Initials

Mathilde Bergeron, RN



MB

Initials

Program/dept.

RESOLVED/SATISFIED
Date
Time
Initials

Signature of nurse

Initials

Professional/
department involved

Program/dept.

Post Partum 5N

QUESTION 5
What new finding must you enter in the TNP to reflect the evolution of Mrs. Jolicoeur’s clinical
profile in connection with the clinical follow-up of her health situation?



Expected answer

ASSESSMENT FINIDNGS
Date

Time

No.

2008-12-12

11:25

1

Vaginal delivery at 38 wks

MB

2

3rd-degree

MB

3

Anemia

2008-12-12

17:00

Signature of nurse
Mathilde Bergeron, RN
Your name

Priority problem or need

Initials

perineal tear

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
Department involved

Your initials

Initials
MB

Program/dept.

Signature of nurse

Post Partum 5N

Your initials
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Rationale and additional information
Based on her assessment, the nurse enters any problems in the therapeutic nursing plan that she
considers important in order to provide the required clinical follow-up. In Mrs. Jolicoeur’s case, the
nurse identifies anemia as a priority problem that requires clinical follow-up. Although it is a
medical problem, the nurse may enter it in the TNP since it was diagnosed by a doctor. Thus
Mrs. Jolicoeur’s clinical profile in the TNP includes the minimum information needed to describe the
follow-up provided, namely, the reason for hospitalization (delivery), as well as her two priority
problems specific to her (perineal tear and anemia).
The assessment finding of distended bladder is not entered in the TNP owing to its unique
occurence. However, after the interventions, if Mrs. Jolicoeur were to develop a distended bladder
again, it should be noted in the TNP owing to the possibility of the problem recurring and the clinical
follow-up required.
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FURTHER READING


normal values for blood loss during delivery and the postpartum period;



physical examination (palpation of the bladder and uterus);



normal physiological changes in the postpartum period and changes that indicate a complication;



explanations to be given regarding the instructions for use and expected effects of sitz baths;



dietary recommendations for the postpartum period and the breastfeeding mother: sources of
iron, vitamin C, calcium and dietary fiber.

REFERENCES
Centre hospitalier de l’Université de Montreal (2005). “Analgésie au moyen d’opiacés”, in Guide
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Deglin, J.H., and Vallerand, A.H. (2003). Guide des médicaments, 3nd ed., Saint-Laurent, Éditions
du Renouveau Pédagogique, pp. 836-839.
Dubost, M. (2006). “Les minéraux et l’eau”, in La nutrition, 3rd ed., Montreal, Chenelière Éducation,
p. 165-191.
Ladewig, P.W., London, M.L., Moberly, S., and Olds, S.B. (2003a). “Adaptation postnatale et
évaluation”, in Soins infirmiers en périnatalité, 3rd ed., Saint-Laurent, Éditions du Renouveau
Pédagogique, p. 805-827.
Ladewig, P.W., London, M.L., Moberly, S., and Olds, S.B. (2003b). “La grossesse à risque: problèmes
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Renouveau Pédagogique, p. 301-330.
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Context

At 19:30, 4-year-old Karine is hospitalized for fever of unknown etiology and a fracture of the
left humerus. A cast was put on in the emergency room and an antipyretic analgesic was
administered 30 minutes ago. Intravenous antibiotics were started in the emergency room.
Her mother is with her.
When Karine arrives on the unit, you immediately take her oral temperature: 37.7°C. Her
other vital signs as well as her neurovascular and neurological signs are normal. During the
physical examination, you notice multiple bruises on the posterior aspect of the child’s right
arm, on the front of both legs, between her shoulder blades and in the lower back area. They
vary in shape, size and colour.
Karine’s mother tells you that before she left for work yesterday, her daughter tripped over a
toy on the stairs and fell.
After Karine’s mother leaves, her father arrives. In the course of the conversation, he says to
you: "Karine falls all the time, she’s clumsy. She’s always covered in bruises. If she had
listened to me, she wouldn’t have fallen off her bicycle!" You also notice that Karine avoids eye
contact and that she prefers to stay some distance away.



QUESTION 1
What is your priority action in this situation of probable child abuse?



Expected answers
• report the possibility of abuse to the unit head (head nurse) or her assistant or the doctor or the
social worker or
• report the situation to Child Protection Services (CPS) or
• Report the situation to the institution’s Child Protection Committee (CPC).
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Rationale and additional information
Abuse is the act of deliberately inflicting cruelty and/or pain on another person that may cause
temporary or permanent injury or even death.

Irrespective of the type of maltreatment, the

aggressor is usually a parent or tutor, or even the parent’s spouse.

In such a situation, it is

important to avoid passing judgement.
In this situation, the priority interventions to treat Karine’s injury (fracture) and manage her pain
and fever have been carried out. As soon as the child’s physical condition is stable and if the data
collected arouses suspicion of a situation of abuse, reporting is mandatory. The case is reported for
further assessment rather than to make an accusation.
Under the Youth Protection Act, any person or professional who has reasonable grounds to believe
that the security or development of a child is in danger must report the situation to the required
authorities without delay. All health care professionals therefore have a responsibility to identify a
situation of neglect, physical maltreatment or abuse as early as possible.

Failure to report a

suspected case could lead the courts to charge the involved professionals with negligence. In the
performance of her duties, the nurse plays a key role in detecting this type of problem, since she is
often the first person to meet with the child and its family. The relationship she establishes with
them enables her to collect essential data to assess the situation and the nature of the relationship
between the parents and the child.
From an organizational perspective, the nurse may report the situation to a person in authority (unit
head or her assistant), to the doctor or to a member of the multidisciplinary team, in particular, the
social worker, who makes a significant contribution in a situation of abuse or maltreatment. The
nurse may also bring the situation to the attention of Child Protection Services or the institution’s
Child Protection Committee (CPC).
Once the situation has been reported to Child Protection Services, someone (usually a social worker)
will be mandated to continue the inquiry. All the data collected will be used to make an informed
decision regarding the child’s safety. After a complete evaluation of the situation, interventions will
be carried out with the parents to determine whether or not they are capable of ensuring the security
and development of their child.

A decision will be made regarding the possibility of the child

returning home immediately or under certain conditions. For example, placement outside the home
may be considered. In a case of abuse, the situation of other children in the family will also be
assessed, for there may be several victims in the same family.
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Based on your assessment, you enter the following finding in Karine’s TNP:

ASSESSMENT FINDINGS
Date

Time No.

2008-12-12

19:30

2

Priority problem or need
Probable physical abuse

Signature of nurse
Your name



Initials

RESOLVED/SATISFIED
Date
Time
Initials

Initials

Professional/
department involved

Your initials

Program/dept.

Signature of nurse

Initials

Program/dept.

Your initials

QUESTION 2
Write up a progress note giving the rationale for your finding of probable physical abuse. Identify
four (4) items of information that you consider essential.



Expected answer

Progress notes
2008-12-12, 19:30
Admitted following a fracture of the left humerus, accompanied by her mother. (1) Her mother
says: "Karine fell yesterday, she tripped on a toy on the stairs." Her father says: "Karine falls all
the time, she’s clumsy. She’s always covered in bruises. If she had listened to me, she wouldn’t
have fallen off her bicycle!" (2) Presence of multiple bruises of different shapes, sizes and colours on
the posterior aspect of the child’s right arm, on the front of both legs, between her shoulder blades
and in the lower back area. (3) 33-hour delay between the fall and consultation. (4) Karine avoids
eye contact. (5) She remains seated on a chair some distance away.
Your signature and title
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Rationale and additional information
The client’s file contains the therapeutic nursing plan and the nurse’s narrative progress notes.
Documenting care is a professional responsibility that helps ensure continuity of care.
In the narrative progress note, the nurse records the data that support her finding of probable child
abuse. A situation of abuse or violence cannot be suspected on the basis of just one sign. Hence the
importance of reporting any sign of abuse. The child’s hospitalization is an excellent opportunity to
collect and record as much data as possible in this regard.
The progress note the nurse enters in the child’s file must be relevant, accurate, complete and easily
accessible so as to support clinical decisions.

In this situation, the progress note must contain

factual data about the abuse, i.e.:


the parents’ and the child’s behaviour, described objectively, without any judgement or
interpretation;



any exchanges between the nurse, the child or the parents, recorded objectively and
verbatim (as far as possible);



any objective signs and the observations made during the child’s clinical examination.

Signs of abuse may be physical, psychological or behavioural. Considerable vigilance is necessary to
recognize them. In the present situation, the presence of several concomitant signs supports the
hypothesis of abuse and indicates the need for a more thorough investigation.

The parents’

behaviour, contradictory words, the father’s accusing or disparaging remarks about his daughter, the
delay before consulting and the child’s withdrawn attitude must be recorded in the file.
The nurse also records her observations from the clinical examination: the exact number of bruises,
their location, shape, size and colour must be recorded in the file. For example, the variety of
shapes, sizes and colours of the bruises indicates that they developed at different times.
During the initial assessment, it is important to find a quiet place to talk to the people concerned
and to apply the principles of therapeutic communication. The initial questions must focus on the
parents’ concerns, the family history and the child’s history. To establish a relationship of trust, it is
vital to broach subjects in a non-threatening manner before exploring the circumstances of the
injury.

As far as possible, it is preferable to question the parents (or other significant others)

separately in order to compare their answers and ensure that the information collected is true.
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QUESTION 3
With respect to the problem of probable physical abuse, enter one (1) nursing directive in the TNP to
provide clinical follow-up for Karine.



Expected answers

ASSESSMENT FINDINGS
Date
2008-12-12

Time

No.

19:30

2

Priority problem or need

RESOLVED/SATISFIED
Date
Time
Initials

Initials

Probable physical abuse

Professional/
department involved

Your initials

CLINICAL FOLLOW-UP
Date

Time

No.

Nursing directive

Initials

2008-12-12

19:30

2

Monitor signs of violence or abuse OR

2008-12-12

19:30

2

Observe the difference in the child’s behaviour in the parents’

Your initials

presence and absence OR
2008-12-12

19:30

2

Your initials

Report the situation to the assistant head nurse or head nurse or
doctor or social worker or CPS or CPC

Signature of nurse
Your name



DISCONTINUED/CARRIED OUT
Date
Time
Initials

Initials

Your initials

Program/dept.

Signature of nurse

Initials

Program/dept.

Your initials

Rationale and additional information
The TNP is a mandatory progress note that is an integral part of the file and can be used to retrace
the decisions the nurse has taken to provide the clinical follow-up for the client. Thus, in Karine’s
situation, the nurse enters the directives in the TNP that she issues to provide the required clinical
follow-up for a problem of probable child abuse.
Given the observations already made regarding Karine’s and her parents’ behaviour, it is crucial for
the follow-up of the problem of probable abuse to observe the nature of the parent-child interaction
and the difference in the child’s behaviour in the parents’ presence and absence. A directive to this
effect is therefore entered in the TNP.

Any relevant observations are then documented in the

narrative progress notes.
Although reporting is a one-time intervention that should be documented in the progress notes,
recording it in the TNP leaves a trace should the nurse consider it necessary for the clinical follow-up
of the situation.
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FURTHER INFORMATION


preventing child abuse and neglect requires knowledge of the phenomenon: manifestations,
predisposing factors, intervention strategies and preventive measures.
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Context
Mr. Landry, age 50, was hospitalized 24 hours ago for a relapse of his ulcerative colitis. He
is a widower and does not have any children. It is 15:00 and you are filling out the fluid
balance chart for your shift. You enter the following data:

Fluid balance
Intake

7:00 to 15:00

Output

IV infusion

PO

Urine

400 mL

200 mL

400 mL

Stool
6 (± 800 mL)
liquid,
blood tinged

Vomit
0

The medical orders for Mr. Landry are:





Dextrose 5% + NaCl 0.45% 1000 mL + 20 mEq KCl IV at 100 mL/h



Strict intake and output



Electrolytes and Hgb, Hct, qd



Low-residue diet



Hydromorphone (Dilaudid) 2 mg SC q 3-4 h PRN



Methylprednisolone (Solu-Medrol) 60 mg IV q 6 h

QUESTION 1
What priority intervention must you carry out following your analysis of Mr. Landry’s fluid balance?



Expected answer
• Adjust the infusion flow rate to 100 mL/h.



Rationale and additional information
In a clinical context of ulcerative colitis, 24-hour fluid balance must be analysed and interpreted in
order to follow the client’s clinical course. In the present situation, the discrepancy between the
volume of infusion administered during the last 8 hours and the volume prescribed as well as the 6
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blood-tinged, liquid bowel movements leave the client at risk for dehydration. The client has in fact
received 400 mL instead of 800 mL, which corresponds to a flow rate of 50 mL/h instead of the
prescribed flow rate of 100 mL/h. As soon as the nurse notices the discrepancy, she must adjust the
flow rate of the intravenous infusion to the prescribed rate and notify the doctor so that he can
decide what to do, for increasing the flow rate of the intravenous infusion to compensate for the
deficit requires an individual prescription. Under clinical administrative requirements, the nurse is
also obliged to report the incident by completing an AH-233 incident/accident form.



QUESTION 2
With respect to the ulcerative colitis, enter one (1) nursing directive in the TNP for the nursing
assistant so that she can help monitor Mr. Landry’s clinical condition.



Expected answer

ASSESSMENT FINDINGS
Date

Time

No.

2008-10-20

15:00

1

Priority problem or need

Initials

Relapse of ulcerative colitis

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

KL

CLINICAL FOLLOW-UP
Date

Time

No.

2008-10-20

15:00

1

Signature of nurse
Kathleen Langelier, RN
Your name



Nursing directive
Notify nurse if signs of dehydration

Initials
KL

Initials

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Your initials

Program/dept.

Signature of nurse

Initials

Program/dept.

Surgery 2N

Your initials

Rationale and additional information
Ulcerative colitis is a recurrent ulcerative inflammatory disease of the mucosa and submucosa of the
colon and rectum. The ulcerations lead to hemorrhage and the mucosa becomes edematous and
inflamed. The main symptoms of ulcerative colitis are diarrhea, lower left quadrant abdominal pain,
intermittent tenesmus and rectal bleeding.

The person may pass 10 to 20 liquid stools a day,

depending on the severity of symptoms, which can result in dehydration and hypokalemia.

To

prevent this problem, potassium chloride is added to Mr. Landry’s intravenous infusion. The nurse
must therefore analyse the electrolyte results daily to follow Mr. Landry’s kalemia.
Monitoring the frequency, appearance and colour of stool is part of the routine clinical follow-up for
the client’s ulcerative colitis. In order to monitor Mr. Landry’s clinical condition, the nurse gives the
nursing assistant a directive to notify her if she observes any signs of dehydration in the patient.
Depending on the situation, the nurse may specify the signs in the directive.
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The corticosteroid (methylprednisolone) administered intravenously for its anti-inflammatory
properties only takes effect after a few doses. When nonsurgical treatment fails to relieve severe
symptoms of inflammatory enteropathy, surgery is sometimes recommended.

Given the deterioration in Mr. Landry’s overall condition, a proctocolectomy and a permanent
ileostomy are performed.
A few days after the surgery, the methylprednisolone (Solu-Medrol) IV is replaced with
methylprednisone 40 mg PO qd. It is 8:00 and you bring Mr. Landry 8 methylprednisone 5 mg
tablets. The client says to you: "I hate taking so many tablets all at once. I’m afraid it will
irritate my stomach. At home, I take half my medication in the morning and the other half
around suppertime."



QUESTION 3
What explanation will you give Mr. Landry as to why it is important that he take all his medication
in the morning?



Expected answer
It is important to take the full dose of medication in the morning so that it coincides with the body’s
natural rhythm of cortisol secretion.



Rationale and additional information
Methylprednisolone (Solu-Medrol) is administered daily to reduce Mr. Landry’s intestinal
inflammation.

In order to promote compliance with the pharmacological treatment, the nurse tells

the client about the body’s physiological response to corticosteroids.

Oral methylprednisolone

(Solu-Medrol) gradually replaces the natural secretion of cortisol by the adrenal glands. To respect
the circadian rhythm of cortisol secretion, it is important that the medication be taken in the
morning. Blood levels of cortisol peak shortly after the client wakes up in the morning and are
lowest in the evening.
It is also important to teach the client not to interrupt treatment, for exogenous corticosteroid
(methylprednisolone or Solu-Medrol) administration suppresses endogenous ACTH production and
thus the secretion of endogenous cortisol by the adrenal glands.

Corticosteroids must be

discontinued gradually and in decreasing doses to allow the body to progressively start secreting
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endogenous cortisol naturally again. Discontinuing this medication abruptly can lead to adrenal
failure.

A few days later, Mr. Landry is still finding it hard to participate in his ostomy care. He says
that he finds the smell disgusting.



QUESTION 4
Give Mr. Landry three (3) recommendations to prevent offensive odours.



Expected answers
• Change the appliance every 5 days or as needed if it leaks or if it smells.
• Empty the bag when it is one-third full.
• Put a drop of oil in the bag when it is new to make it easier to empty.
• Use a bag with a filter.
• Avoid foods that are likely to produce a foul smell or gas as they decompose.
• Take care of the ostomy bag before breakfast.
• Add a product to the bag that will reduce odours (e.g., M9, mouthwash or toothpaste).



Rationale and additional information
The ostomy appliance must be leakproof otherwise it may give off a foul odour. A poorly adjusted or
overlyfull bag may cause the appliance or bag to come off, releasing odours. It is recommended that
the ostomy bag be emptied when it is one-third full or if it contains gas and that the client take care
of the bag before breakfast. Putting a drop of oil in the bag when it is new also makes it easier to
empty. Using a bag with a filter can also help reduce odours.
The appliance is usually kept in place for 5 to 7 days. However, it may come off if the client sweats a
lot. In this case, the bag must be changed more often. It should also be changed immediately if it
starts to leak.
Certain foods such as spinach, parsley, buttermilk, yogurt and cranberry juice will help combat
odours, while other foods, especially those from the cabbage and onion families, fish, eggs, garlic,
asparagus, broccoli, very spicy dishes, legumes, leeks, corn, carbonated beverages, beer and
sparkling wine, increase odours and flatulence. This information is very useful for a client with an
ostomy. To reduce odours, the doctor may also prescribe bismuth subcarbonate tablets, to be taken 3
or 4 times daily, or certain medications that improve stool consistency, such as diphenoxylate
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(Lomotil). Products (such as M9, mouthwash or toothpaste) can also be used to reduce odours.

Despite your many attempts to convince Mr. Landry, he still refuses to participate in his
ostomy care and says that he feels overwhelmed by events.

QUESTION 5



Given this finding, enter one (1) nursing directive in the TNP to promote Mr. Landry’s self-care.
Expected answer



ASSESSMENT FINDINGS
Date

Time

No.

2008-10-20

15:00

2

Priority problem or need

Initials

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

Refusal to perform ostomy care

CLINICAL FOLLOW-UP
Date
2008-10-20

Time

No.

15:00

2

Nursing directive

Initials

Explore the psychological aspects of wearing an ostomy appliance

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Your initials

(body image, self-esteem and sexuality) when doing the ostomy's care

Signature of nurse
Your name



Initials

Program/dept.

Signature of nurse

Initials

Program/dept.

Your initials

Rationale and additional information
A person who wears an ostomy appliance can easily feel isolated, helpless and distressed. The nurse
must show that she understands and provide the necessary psychological support. In Mr. Landry’s
case, it is important to explore the client’s psychological reaction to wearing an ostomy appliance and
enter a directive in the TNP to this effect. This can be done by encouraging him to talk about his
perception of his new body image. In the long term, if the client has problems adjusting, he will have
to be directed to other resources that will be able to provide him with the psychological support he
needs.
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FURTHER READING


distinction between chronic inflammatory bowel diseases (ulcerative colitis and Crohn’s disease);



therapeutic aspects (medication, diet and surgery);



distinction between the different types of intestinal stomas and drainage characteristics;



ostomy care;



adaptation (lifestyle changes, support network, etc.);



specific diagnostic tests for bowel diseases.
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Context
It is 10:00 and Mr. Jean Drolet, age 25, is admitted to the unit for spontaneous pneumothorax.
He has a chest tube on continuous suction. During the initial assessment, he says to you: “I
have 2 beers a day and a case of 24 every weekend with my friends, but I could do without beer
if I wanted to. It relaxes me at the end of the day. It helps me fall asleep, although I don’t sleep
better, I wake up 3 or 4 times a night.”



QUESTION 1
What information will you give Mr. Drolet about the effect his alcohol consumption has on the
quality of his sleep?



Expected answer
Any answer to the effect that alcohol interferes with sleep quality, for it shortens the phases of deep
sleep and increases wakefulness.



Rationale and additional information
In the present situation, the client has a profile of alcohol dependency. An atmosphere of trust and a
good therapeutic relationship must be established with the client to obtain information about his
drinking habits.
Mr. Drolet has a sleep disturbance, namely, his sleep is not restorative. Alcohol is a central nervous
system depressant: it helps a person fall asleep but interferes with sleep quality, because it shortens
the phases of deep (paradoxical) sleep, disrupts sleep and causes early awakening. Unlike other
foods, alcohol does not have to be digested; it is absorbed directly in the stomach and carried to the
brain, where it acts on the central nervous system.
Once asleep, a person goes through four to six complete sleep cycles per night. Each cycle comprises
four periods of slow wave sleep and one period of paradoxical sleep. The latter plays a key role in
restoring certain biological processes and cognitive functions. The sleeper’s system is rejuvenated
during the paradoxical phase.
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QUESTION 2
In addition to suggesting more appropriate ways to relax given his condition, what priority
recommendation must you make to Mr. Drolet to improve the quality of his sleep?



Expected answer
Any answer that suggests he reduce his alcohol intake or stop drinking alcohol.



Rationale and additional information
Regular alcohol consumption can lead to physical and psychological dependency. Without making
any accusations or judgements, the nurse helps the client to recognize his drinking problem and
explores various possibilities with him to improve his sleep quality.

Three hours after Mr. Drolet is admitted, his mother comes to visit him. She tells you that
her son drinks a lot more alcohol than he says and has done so regularly since he was 15. In
view of this new information, you enter the following nursing directive in the TNP: notify the
nurse if signs of withdrawal [dir. orderly’s work plan].



QUESTION 3
When you give this directive to the orderly, what signs of withdrawal do you note in her work plan?
Identify four (4).



Expected answers
• Tremor.
• Disorientation or confusion or delirium.
• Irritability or aggression or anxiety.
• Insomnia or nightmares.
• Psychomotor agitation.
• Profuse sweating.
• Hallucinations.
• Seizures.
• Nausea, vomiting and diarrhea.



Rationale and additional information
Withdrawal is a response to a lack of alcohol following abrupt cessation of alcohol use. A person
suffering from alcohol withdrawal presents with signs of delirium and anxiety, terror, tremor,
irritability, restlessness, insomnia and diaphoresis. They may also present with a body temperature
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of over 38°C (fever) and seizures. The symptoms of alcohol withdrawal usually develop within 4 to
12 hours of stopping or reducing prolonged, excessive alcohol use.

Within two to three days of

cessation of alcohol use, visual, tactile, olfactory and auditory hallucinations may also be
experienced. Hypertension, tachycardia, dilated pupils and profuse sweating may be present too.
The latter are signs of autonomic nervous system hyperactivity. The signs of withdrawal vary with
the client’s drinking habits (frequency, duration) and overall condition.

Early detection of the

problem during an assessment of drinking habits can help prevent the development of signs of
withdrawal.
Since the orderly is not allowed to access the client’s file or the TNP, the nurse specifies the
withdrawal signs to monitor and report to her in the orderly’s work plan, which will enable the
orderly to help monitor Mr. Drolet’s clinical condition.

Three days after he is admitted, Mr. Drolet has not shown any signs of withdrawal.



QUESTION 4
Adjust Mr. Drolet’s TNP, if necessary. Give the rationale for your decision in the progress notes.



Expected answers
Adjustment of the TNP:

ASSESSMENT FINDINGS
Date

Time

No.

Priority problem or need

Initials

2008-12-12

10:00

2

Profile of alcohol dependency

KL

2008-12-12

13:30

3

Risk of withdrawal

KL

RESOLVED/SATISFIED
Date
Time
Initials
2008-12-15 14:00

Professional/
department involved

Your initials

CLINICAL FOLLOW-UP
Date

Time

No.

2008-12-12

13:30

3

Signature of nurse
Karine Langis, RN
Your name

Nursing directive

Initials

Notify nurse if signs of withdrawal [dir. orderly’s work plan]

Initials
KL

Program/dept.

Signature of nurse

Medecine 4E

Your initials

50

KL

Initials

DISCONTINUED/CARRIED OUT
Date
Time
Initials
2008-12-15

14:00

Your initials

Program/dept.
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Progress notes
(1) Date and time: (2) No signs of withdrawal (3) in past 3 days.
Your signature and title
Rationale and additional information



Three days after Mr. Drolet has stopped drinking alcohol, the nurse considers that there is no longer
any risk of withdrawal. She therefore adjusts the TNP by discontinuing the finding and directive
regarding monitoring for signs of alcohol withdrawal. The nurse gives the rationale for this decision
in the progress note based on her assessment of the client’s condition and on scientific data
regarding the critical duration of alcohol withdrawal. However, the problem related to the profile of
alcohol dependency still stands and continues to influence Mr. Drolet’s clinical follow-up.

After lunch, the nursing assistant informs you that Mr. Drolet eats very little: his trays are
untouched when the orderly collects them. Mr. Drolet tells you he has lost his appetite since
he was hospitalized.
You obtain the following information from the file:
 Weight on admission: 52 kg

Weight 3 months ago: 63 kg

Height: 1.80 m

 BMI: 16 (normal 18.5 to 24.9)
 Albumin: 28 g/L (normal 35 to 50 g/L)



QUESTION 5
Based on this data, what new assessment finding will you enter in Mr. Drolet’s TNP?



Expected answer

ASSESSMENT FINDINGS
Date

Time

No.

Priority problem or need

Initials

2008-12-12

10:00

2

Profile of alcohol dependency

KL

2008-12-12

13:30

3

Risk of withdrawal

KL

2008-12-15

14:00

4

Malnutrition or nutritional deficiency or
undernutrition or undernourishment

Signature of nurse
Karine Langis, RN
Your name

Initials
KL

RESOLVED/SATISFIED
Date
Time
Initials
2008-12-15

14:00

Professional/department
involved

Your initials

Your initials

Program/dept.

Signature of nurse

Medecine 4E

Your initials
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Rationale and additional information
For proper metabolism, the body requires a sufficient quantity of carbohydrates, proteins, fats,
minerals, vitamins, electrolytes and trace elements. An alcoholic person is at risk of developing a
severe nutritional deficiency, for his alcohol consumption satisfies his daily calorie requirements, but
does not provide him with the other essential nutrients.
Several signs indicate malnutrition in Mr. Drolet’s case: weight loss of more than 17% in the past
three months, a body mass index (BMI) of 16 and an albumin level below the lower limit of 35 g/L.
An albumin assay is a reliable diagnostic test for assessing a person’s nutritional status. If the
result is below normal, the nurse can direct the client to a dietician to have his nutritional status
assessed.
Alcohol use increases vitamin B and C requirements, for they are needed to metabolize alcohol.
Alcoholic drinks also interfere with the body’s ability to store nutrients and stimulate their
catabolism and excretion. In the case of a client with a nutritional deficiency, the nurse and the
dietician will find methods to stimulate his appetite and help him make appropriate dietary choices.
In particular, they will suggest that he consume foods rich in proteins and vitamins, especially B and
C vitamins, have several small, balanced meals per day and take supplements, such as
multivitamins and minerals.
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FURTHER READING


calculating and interpreting body mass index (BMI);



consequences and complications of substance abuse;



diagnostic tests to assess nutritional status;



sources and functions of nutrients (carbohydrates, proteins and fats), vitamins and minerals in
the body;



stages of alcoholism.
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Context

Mr. Lemieux, age 70, who is known to have heart failure, underwent a right nephrectomy at
8:00 this morning. You are working on the evening shift and read the following information
in the file:
14:00:


Return from the recovery room;



Very alert and oriented to place;



Intravenous infusion running: dextrose 5% + NaCl 0.45% at 80 mL/h.

15:00:


Pain at the surgical site rated at 7/10;



Hydromorphone (Dilaudid) 1 mg SC administered in the right arm.

At 19:00, you give the client a dose of hydromorphone (Dilaudid) 1 mg SC for pain at the
surgical site rated at 5/10. In the urinary drainage bag, you note that he has voided an
average of 50 mL/h of pink urine. The dorsolumbar dressing is intact. The vital signs are:
BP 110/70, P 72/min. reg., R 16/min., reg., normal depth, T° 36.9°C, SpO2 98%.
At 22:00, Mr. Lemieux is awake.

You observe that he is incoherent and having visual

hallucinations. He is unable to follow simple instructions. He is agitated and disoriented to
time and place. His vital signs are: BP 110/70, P 72/min., reg., R 16/min., reg., normal depth,
T°37°C, SpO2 99%.



QUESTION 1
After assessing Mr. Lemieux’s mental status:
a) Enter the priority problem you observe in Mr. Lemieux at 22:00 in the TNP;
b) Enter one (1) directive concerning the clinical monitoring required for Mr. Lemieux’ problem.
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Expected answers

ASSESSMENT FINDINGS
Date

Time

No.

Priority problem or need

2008-12-11

22:00

2

Signs of postoperative delirium OR

Your initials

2008-12-11

22:00

2

Risk of falls (postop delirium)

Your initials

RESOLVED/SATISFIED
Date
Time
Initials

Initials

Professional/
department involved

CLINICAL FOLLOW-UP
Date

Time

No.

2008-12-11

22:00

2

2008-12-11

22 :00

2

Nursing directive
Nurse to assess higher mental functions or mental status q 4 h OR

22 :00

2

Your initials

Keep one or both bed rails lowered at all time [dir. orderly’s
work plan]

Signature of nurse
Your name



Your initials

Notify nurse if client becomes agitated or if signs of deterioration
of mental status [dir. orderly’s work plan] OR

2008-12-11

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Initials

Initials

Your initials

Program/dept.

Signature of nurse

Initials

Program/dept.

Your initials

Rationale and additional information
Delirium is a complication that requires special clinical follow-up. The main signs indicative of
delirium are:


Rapid onset of a confused state. While delirium usually appears within a few hours, it can
sometimes develop a few days after surgery, making it harder to detect.



Fluctuation in signs over a 24-hour period.

Periods of altered level of consciousness

interspersed with episodes of lucidity.


Altererd level of consciousness. Normal consciousness is a state of alertness. A delirious
client may be hypervigilant with respect to his environment or, conversely, lethargic, in a
stupor or comatose.



Impaired cognitive function or perception. On a cognitive level, the client may have memory
difficulties or become disoriented.

Perceptual disturbances are usually manifested by

hallucinations and delusions.
Only a few hours after his return from surgery, Mr. Lemieux presented with signs of delirium, which
were manifested by a change in his level of consciousness, a disturbance in cognitive function and
agitation. This significant change in his condition must be followed up by the nurse and entered in
the TNP as a priority problem.
The nurse determines the directives to be entered in the TNP based on her assessment of the client’s
higher mental functions and behaviour. The first nursing directive regarding this problem is
intended for the nurse and concerns monitoring the client’s higher mental functions and specifies the
frequency of assessment. The second directive, which also concerns clinical monitoring, calls upon
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the nursing team. However, the signs of deterioration must be specified for those who do not have
access to the TNP. The third directive is intended to prevent the use of bed rails for a delirious client
owing to the high risk of falls this measure involves. According to the Ministère de la Santé et des
Services sociaux (2006), the use of rails may increase agitation, delirium and fear.



QUESTION 2
Identify three (3) factors likely to contribute to Mr. Lemieux’ altered mental status.



Expected answers
• Age.
• Side effects of opioid analgesics.
• Side effects of anesthetic products.
• Hospitalization or stay in an unfamiliar environment.
• Postoperative status.



Rationale and additional information
The aging process brings about changes in the brain that can cause delirium in an elderly person.
The main predisposing factors include visual problems, the severity of diseases, the presence of
cognitive deficits and dehydration.
Furthermore, the use of new medications and immobilization are precipitating factors for delirium in
an elderly person. The fact that Mr. Lemieux has undergone surgical trauma, general anesthesia, is
in an unfamiliar environment and is receiving opioid analgesics may have contributed to the
development of delirium.

At 23:30, the nursing assistant reports that Mr. Lemieux is very drowsy and that his face is
pale. You are at Mr. Lemieux’ bedside and you notice that his extremities are cold and that
his face is sweating. He remains in a stupor, despite your attempts to rouse him. His vital
signs are: BP 85/65, P 124/min., reg., R 32/min., reg. and shallow, SpO2 95%. He has passed
15 mL of pink urine in the last hour.



QUESTION 3
What additional item of data must you check to complete your assessment of Mr. Lemieux’ clinical
condition.
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Expected answer
Check for bleeding at the surgical site or in the client’s bed.



Rationale and additional information
The nurse monitors the client closely in the hours following a surgical intervention in order to detect
any sign of hemorrhage that might lead to hypovolemic shock. Assessing Mr. Lemieux’s clinical
condition mainly involves collecting the following data: pain, the condition of the dressing, clinical
parameters (vital signs, saturation, urine output, etc.) and level of consciousness.
To assess bleeding, she checks the dressing, the condition of the surrounding skin and whether there
is blood on the sheets. Depending on the location of the dressing, blood may run underneath the
person, without necessarily soiling the surface of the dressing. It is therefore important to check
whether the bed is wet.
In the present situation, Mr. Lemieux’s signs suggest that he is in the compensatory stage of
hypovolemic shock caused by active hemorrhage. The greater the blood loss, the greater the change
in vital signs and the greater the reduction in urine output. Decreased differential pressure is an
earlier sign of shock than a drop in systolic pressure.

Differential pressure is calculated by

determining the difference between systolic pressure and diastolic pressure.
difference, the more severe the shock.

The smaller the

Differential pressure is usually 30 to 40 mmHg. In the

present situation, differential pressure is 20 mmHg, since Mr. Lemieux’ blood pressure is 85/65.
Furthermore, the client’s hourly urine output is 15 mL, which is inadequate, for it should be
30 mL/h. In the compensatory stage of hypovolemic shock, the drop in blood pressure leads to renal
hypoperfusion and reduced urine output. This physiological response compensates for the blood loss
experienced during surgery in order to protect vital organs at risk of hypovolemia.
Following a nephrectomy, the nurse monitors urine colour closely in order to detect any sign of
hemorrhage. Pink urine is common after a nephrectomy, while red urine could be indicative of active
hemorrhage.
Mr. Lemieux is also in a state of stupor characteristic of the compensatory stage of hypovolemic
shock.
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QUESTION 4
Identify two (2) priority interventions to carry out for the client before calling the doctor.



Expected answers
• Administer oxygen.
• Cover the client to maintain his body heat.



Rationale and additional information
In hypovolemic shock, oxygen transportation is compromised, resulting in inadequate blood flow to
the tissues and, consequently, inadequate tissue oxygenation. Hypoxemia (decreased blood O2) leads
to hypoxia (decreased O2 in tissues and vital organs). The interventions are intended to prevent this
deficiency.
The nurse informs the doctor, as quickly as possible, of the deterioration in Mr. Lemieux’ clinical
condition in order to have the treatment adjusted to the client’s needs.
In this situation, O2 administration is an emergency priority intervention. The nurse must therefore
administer it, for in an emergency situation she must use any means available to her to try to
stabilize the client’s clinical condition. She must then obtain a medical prescription if O2 therapy is
continued.
Generally, in an emergency situation, the nurse increases the flow rate of the intravenous infusion to
correct hypovolemia. However, this is a temporary measure. Given Mr. Lemieux’ heart condition,
certain rules must be followed to ensure the intervention is carried out safely. A nurse who observes
a problem of hypovolemia in a client may first place the client in a supine position.

This will

increase intravenous blood flow. In a client with heart failure, the Trendelenburg position should
only be used as a last resort; if there is a drop in blood pressure and if there are no signs of
congestion (edema, jugular venous distension and pulmonary crepitations).
In shock, peripheral vasoconstriction occurs along with a decrease in body temperature. The nurse
therefore covers the client with additional warm blankets. This intervention causes vasodilation,
which improves tissue oxygenation.
In the presence of hypovolemic shock, the doctor usually prescribes a crystalloid intravenous
infusion, such as Ringer’s lactate or saline (RL or NaCl 0.9%), to restore intravascular volume. If,
despite the administration of this type of infusion, the signs of compensatory shock persist (such as
decreased blood pressure, increased pulse and reduced urinary output), a colloid solution (blood or
blood derivatives) is administered to restore intracellular volume.
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Twenty-four hours after his surgery, Mr. Lemieux’ clinical condition has improved. He was
started gradually on a light diet with oral fluids restricted to 1.5 L/day.
The 23:00 fluid balance chart indicates that Mr. Lemieux has passed 260 mL of straw-coloured
urine since 16:00.

In the 24-hour fluid balance chart, you note: intake 4000 mL, output

820 mL. Given Mr. Lemieux’s fluid balance and his history of myocardial infarction 5 years
ago and subsequent left-sided heart failure, you are afraid that he will develop circulatory
overload (acute pulmonary edema).
It is 00:30, you are planning your care for the night. You are working with a nursing assistant.



QUESTION 5
What signs will you ask the nursing assistant to report to you to provide the clinical monitoring
required when there is a risk of circulatory overload? Identify four (4).



Expected answers
• Paroxysmal nocturnal dyspnea or shortness of breath or difficulty breathing or orthopnea or
dyspnea or retractions.
• Significant increase in respiratory rate (tachypnea).
• Cyanosis.
• Decreased O2 saturation.
• Cough.
• Abnormal breath sounds audible to the ear (e.g., rales or wheezing).
• Agitation.
• Tachycardia.
• Nocturia.



Rationale and additional information
Acute pulmonary edema is caused by an abnormal accumulation of fluids in the alveoli or interstitial
spaces of the lungs following an increase in intravascular pressure and the leakage of plasma into
the pulmonary alveoli.
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In Mr. Lemieux’ case, the administration of high volumes of fluids (4000 mL/24 h) and blood
products to replace fluid and blood losses may cause pulmonary overload. The heart of a person with
heart failure is unable to pump blood effectively to the vital organs. This leads to decreased tissue
oxygenation, especially in the kidneys, as well as decreased renal filtration and urine output
(oliguria). The ensuing vascular overload could cause acute pulmonary edema, a complication to be
feared in elderly people who present with a comorbidity of heart failure and myocardial infarction.
Generally, in the presence of acute pulmonary edema, numerous physiological compensatory
mechanisms

are

activated,

resulting

primarily

in

respiratory,

cardiac

and

behavioural

manifestations. In an elderly person, the nurse must be attentive to atypical signs of pulmonary
overload, for this complication can develop insidiously. Indeed, since an elderly person does not have
the same physiological compensatory mechanisms as an adult, pulmonary overload causes a
disturbance in level of consciousness and unusual signs of compensation such as nocturia.
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FURTHER READING


delirium and confusion in the elderly: causes, signs and symptoms;



clinical signs of hemorrhage;



differentiation and physiology of the different types of shock (hypovolemic, cardiogenic,
neurogenic, anaphylactic, septic, vagal, etc.);



emergency treatment of shock;



blood loss replacement (crystalloid and colloid fluids);



transfusions of blood derivatives: packed red blood cells, plasma, albumin (indications and
mechanism of action);



signs and symptoms of acute pulmonary edema, main age-related changes affecting the
pharmacokinetics of medications.
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Context

Mrs. Carrier, age 70, has been hospitalized for a secondary bronchial infection. It is her
second hospitalization in the last two months. She is recovering well. She has moderate to
severe chronic obstructive pulmonary disease (COPD). At the report, you are told that she
was given her 7:00 medication and that she slept well.
The medical orders in the file are as follows:


tiotropium (Spiriva), 18 mcg/cap, 1 cap by inhaler qd (7:00)



fluticasone and salmeterol (Advair) 250/50 mcg, diskus, 1 inhalation bid (7:00 ; 22:00 )



salbutamol (Ventolin) 100 mcg 2 puffs q 4 h (PRN)



prednisolone (Pediapred) 50 mg PO qd (8:00)



moxifloxacin (Avelox) 400 mg 1 tab PO qd (8:00h)



O2 1 to 3 L/min. via nasal prongs to maintain SpO2  92%



capillary blood gases qd at 7:30

It is 8:10, you go into Mrs. Carrier’s room: she has just come out of the bathroom. She is
sitting on a chair, leaning forward. Her vital signs are: BP 158/74, P 82/min., reg., R 32/min.,
reg. and shallow, SpO2 88%. She is receiving O2 via nasal prongs at 2 L/min. You stay at her
bedside to reassure her.



QUESTION 1
Identify two (2) other priority interventions you must carry out immediately to relieve Mrs. Carrier’s
dyspnea.



Expected answers
• Instruct her to use the pursed-lips breathing technique.
• Administer a short-acting bronchodilator (salbutamol or Ventolin).
• Increase oxygen to 3 L/min.
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Rationale and additional information
In the presence of dyspnea, the pursed-lips breathing technique is recommended. In a person with
COPD, the bronchioles open on inhalation and collapse on exhalation. The air remains trapped in
the alveoli and, in the long term, their elasticity is reduced. Breathing out through pursed lips
prevents the bronchioles from collapsing. Exhalation is prolonged and the pressure in the airways
increases, reducing the amount of air held in the lungs. This breathing technique is effective in
ensuring better oxygenation for the client. Other techniques, such as controlled coughing, exhaling
in short breaths and diaphragmatic breathing can be practiced in between attacks to improve the
COPD client’s respiratory condition, but are not used during an attack.
Normally, hypercapnia (high blood CO2 levels) stimulates the brain to increase respiratory
ventilation to expel the excess CO2. During an exacerbation of the disease (COPD), the person
develops hypercapnia and breathing is stimulated by the decreased oxygen concentration.
Administering too much oxygen reduces this stimulus, which can aggravate the hypercapnia, leading
to coma and even death.

Oxygen must therefore be administered with caution and in low

concentrations to a person with COPD.
When dyspnea occurs, it is important that the person remain in a sitting position, for this allows
better lung expansion and adequate ventilation. In bed, the Fowler’s (semi-upright sitting position,
45° to 60°) and high Fowler’s (upright sitting position, 60° to 90°) positions are recommended for the
same reasons. In the present context, the client is already sitting. Therefore, the nurse does not
have to suggest that she avoid exertion and physical activity, although this recommendation would
have been relevant if she had been walking.
Administration of a short-acting bronchodilator, salbutamol (Ventolin), may prove necessary if the
pursed-lips breathing technique and sitting position are insufficient. However, tiotropium (Spiriva)
or salmeterol (Advair) administration is not indicated, since these medications do not take effect
immediately.



QUESTION 2
What additional signs and symptoms must you verify to confirm the deterioration in Mrs. Carrier’s
respiratory condition? Identify four (4).



Expected answers

•Use of accessory muscles of respiration to breathe.
•Presence of diaphoresis.
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• Presence of peripheral cyanosis: lips and nails.
• Cold, pale limbs.
• Inability to speak in complete sentences.
• Altered mental status.
• Presence of abnormal breath sounds (e.g., stridor, wheezing, whistling, rhonchi, crackles, rales and
crepitus) or unilateral absence of breath sounds.


Rationale and additional information
Mrs. Carrier’s position (leaning forward), the change in her vital signs and 88% oxygen saturation,
despite the administration of O2 via nasal prongs, are indicative of dyspnea. However, since these
findings were already mentioned in the contextual vignette, they are not included in the expected
answers.
The client’s use of accessory muscles indicates a breathing difficulty owing to the effort required to
take air in. She may also present with diaphoresis due to the obvious breathing difficulty.
Hypoxemia (reduced O2 in the blood) leads to hypoxia (reduced O2 in the tissues) and causes various
manifestations, including cold, pale limbs.

These manifestations are considered early signs of

reduced oxygenation. Cyanosis is a late sign of hypoxemia. It occurs only in the final stages of
COPD but, according to the medical diagnosis, Mrs. Carrier is in the moderate to severe stage of her
disease. The presence or absence of cyanosis does not therefore provide an accurate measurement of
oxygenation in Mrs. Carrier’s case.
On auscultation of the lungs, it is normal to hear a vesicular murmur.

Diminished vesicular

murmur and increased expiratory time are clinical features of COPD. However, in bronchospasm,
wheezing may also be heard. Rhonchi are often indicative of the presence of secretions. While
present in COPD clients, they may increase in the presence of a secondary bronchial infection. The
unilateral absence of breath sounds could be an indication of other complications, such as atelectasis
or pneumothorax of the affected side.
The manifestations aggressive behaviour, confusion or altered level of consciousness indicate the
onset of a rapid deterioration in the client’s clinical condition that may require mechanical
ventilatory assistance. These manifestations must be reported immediately.
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Mrs. Carrier’s discharge is scheduled in 2 days’ time. Your client lives with her daughter, who
visits her every afternoon. You note that Mrs. Carrier has difficulty recognizing the early signs
of deterioration in her respiratory condition, even though they were explained to her the last
time she was hospitalized. In connection with this finding, you enter the following directive in
the TNP: reinforce the teaching on the application of the COPD treatment plan.



QUESTION 3
What other nursing directive must you enter in the TNP as an intervention strategy in anticipation
of Mrs. Carrier’s discharge in order to help her recognize the signs of deterioration in her respiratory
condition once she is back home?

 Expected answer

ASSESSMENT FINDINGS
Date

Time

No.

2008-12-10

10:00

2

Priority problem or need

Initials

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

Difficulty recognizing the early signs of a
deterioration in her respiratory condition

NB

CLINICAL FOLLOW-UP
Date

Time

No.

2008-12-10

10:00

2

Reinforce the teaching on the application of the COPD action plan

2008-12-10

10:00

2

Give the teaching when her daughter is present

Signature of nurse
Nathalie Badaclesch, RN
Your name



Nursing directive

Initials
NB

Initials

DISCONTINUED/CARRIED OUT
Date
Time
Initials

NB
Your initials

Program/dept.

Signature of nurse

Initials

Program/dept.

Medecine 3S

Your initials

Rationale and additional information
In order to provide clinical follow-up for Mrs. Carrier’s “difficulty recognizing the early signs of a
deterioration in her respiratory condition”, the nurse entered a directive in the TNP to “reinforce the
teaching on the application of the COPD treatment plan,” which tells the client how to recognize the
signs of a deterioration in her COPD and what to do when a deterioration occurs. Since Mrs. Carrier
had already received this teaching during her last hospitalization and since she lives with her
daughter who visits her every afternoon, the nurse decides to get Mrs. Carrier’s daughter involved so
that she can help her mother apply the COPD action plan once she is back home. To do so, the nurse
enters a nursing directive in the TNP concerning the adoption of an intervention strategy that is
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crucial for Mrs. Carrier’s post-discharge clinical follow-up, namely, to “give the teaching when her
daughter is present”.
Teaching is an integral part of nursing care and treatment for all COPD clients and, depending on
the situation, may deal with a number of other subjects such as:


the physiopathology of COPD;



the signs and symptoms of exacerbation or deterioration of COPD;



pursed-lips breathing, diaphragmatic breathing and controlled coughing techniques;



positions to relieve shortness of breath;



the importance of smoking cessation;



the importance of regular physical activity;



adopting and maintaining a healthy diet;



the importance of resting before meals;



aggravating factors and ways to prevent exacerbation of COPD;



medication specific to COPD: effects, schedule and adverse effects;



the technique for using inhaler medications;



the prevention and treatment of exacerbations (including annual influenza vaccination for
COPD clients and their significant others).

As she is leaving, Mrs. Carrier says to you that before she was hospitalized, she used to go for a
walk every day. She says: “I’d like to start going for walks outside again, but now I get out of
breath just getting washed.”



QUESTION 4
Make three (3) recommendations to Mrs. Carrier to help her resume her activities.



Expected answers
• Resume her activities gradually or respect her limits.
• Alternate periods of rest and activity.
• Choose the best time of day to go for a walk (when she is feeling most energetic).
• Use the pursed-lips breathing technique during activities that trigger shortness of breath.
• Take her short-acting bronchodilator (salbutamol or Ventolin) 20 to 30 minutes before doing a
sustained activity such as walking.
• Give her the contact information for various resources or put her in touch with people who can help
her with her pulmonary rehabilitation.
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• Avoid going out on very windy days.


Rationale and additional information
It is essential that a person with COPD gradually take up aerobic activity again, such as walking, to
improve respiratory function and exercise endurance.
A person with COPD usually experiences more dyspnea. There are several contributing factors,
including difficulty clearing lung secretions by coughing due to the loss of lung elasticity associated
with aging and COPD.
A person with COPD is often more dyspneic in the morning because of their horizontal position
during the night. This position raises carbon dioxide levels, reduces oxygen saturation and causes
lung secretions to accumulate. Hence the person is advised to take more time to carry out her
activities of daily living (ADL) and to avoid physical exertion first thing in the morning.
Furthermore, activities should be resumed gradually after an exacerbation and the person should
allow for frequent rest periods. The person is also advised to be realistic when planning her day, to
go at her own pace and to alternate periods of rest and activity.
Using a short-acting bronchodilator (salbutamol or Ventolin) before physical activity can be of help.
It causes bronchodilation and prevents bronchospasm during exertion.
People with COPD often limit their activities to prevent shortness of breath. Reducing activities
causes physical condition to deteriorate. This may result in dyspnea during minor activities and
lead people with COPD to remain inactive. Anyone with COPD should therefore be encouraged to
maintain an active lifestyle. Enrolling in a pulmonary rehabilitation and education program is an
effective way to help these clients learn how to manage their disease, reduce hospitalizations and
improve their quality of life. The nurse should refer the person and her significant others to these
programs.
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FURTHER READING


gas exchange mechanism (respiratory and metabolic acidosis and alkalosis);



distinction between asthma, bronchopneumonia, bronchiectasis and COPD;



risk factors for chronic pulmonary diseases and lifestyle;



terminology (hypoxia and hypoxemia, hypercapnia and hypocapnia, hyperventilation and
hypoventilation);



pulmonary function tests (arterial and capillary blood gases, acid-base balance, pulmonary
function tests, etc.);



COPD therapy (aerosol therapy, oxygen therapy, breathing exercises, diet and hydration,
pharmacotherapy: bronchodilators, corticosteroids).
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Context
Mr. Marc Miron, age 16, has been hospitalized on your unit since this morning following a
high-speed car accident. At the 16:00 change-of-shift report, you are told that he has a
fracture of the 5th cervical vertebra with compression of the vertebral body and no
neurological deficit. Your client is conscious and well oriented.
The medical history contains the following information:


amnesia for events surrounding the accident;



loss of consciousness for 2 minutes;



score of 14/15 on the Glasgow Coma Scale on arrival in the Emergency Room;



minimal epidural hematoma, no surgical treatment required;



CT scan (computed tomography) result: C5 compression fracture.

The medical orders are:


cervical collar at all times;



vital and neurological signs every hour.

It is 20:00, Mr. Miron is resting in his bed in a supine position. His vital signs are: BP
125/80, P 72/min., R 16/min., reg., normal depth, T°37.8°C. He has the hiccups, feels
nauseous and is retching. You decide to place him in a lateral position.



QUESTION 1
Identify one (1) precaution you must take when you place Mr. Miron in a lateral position.



Expected answers
• Log roll him, for he has a cervical fracture.
• Make sure the cervical collar is securely in position before mobilization.



Rationale and additional information
Mr. Miron has suffered mild traumatic brain injury (TBI) accompanied by a brief loss of
consciousness and post-traumatic amnesia. In addition, his score of 14/15 on the Glasgow Coma
Scale, an objective measure of level of consciousness, is in the normal range.
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Mr. Miron has a fracture of the 5th cervical vertebra with compression of the vertebral body and no
neurological deficit.

He has the hiccups, an early sign of increasing intracranial pressure, a

dangerous complication of head trauma. Since he feels nauseous and is retching, the nurse places
him in a lateral position to prevent bronchial aspiration. In doing so, strict measures must be applied
to avoid aggravating his lesions. Log rolling and the application of a cervical collar are therefore
required to avoid twisting the spine and to keep the head and neck immobile. At least 2 people are
needed to log roll the client.

After a road accident, the possibility of a lesion of the vertebral column must always be suspected
and appropriate precautions taken. An inappropriate manoeuvre could cause a neurological deficit
for, in the presence of an unstable fracture, the spinal cord could be compressed between the
vertebrae, leading to irreversible damage, including paralysis.

At 21:00, Mr. Miron vomits. As soon as he feels better, you place him in a supine position again.



QUESTION 2
Given the risk of neurological deficit in Mr. Miron’s case, enter one (1) nursing directive in the TNP
to provide the clinical monitoring required following changes of position.



Expected answers

ASSESSMENT FINDINGS
Date

Time

No.

2008-11-12

21:00

2

Priority problem or need

Initials

Risk of neurological deficit

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

LB

CLINICAL FOLLOW-UP
Date

Time

No.

Nursing directive

Initials

2008-11-12

21:00

2

Assess peripheral neurological function after each

2008-11-12

21:00

2

Assess motor strength and sensation in the upper and

2008-11-12

21:00

2

Your initials

change of position OR

Signature of nurse
Leïla Beaulieu, RN
Your name

lower extremities after each change of position OR

Your initials

Check for neurological deterioration after each change of position

Your initials

Initials
LB

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Program/dept.
Trauma Unit 6E

Signature of nurse

Your initials
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Rationale and additional information
Mr. Miron has a cervical fracture with compression; it is therefore vital that he remains in a supine
position, with the head of the bed lowered, in order to keep the vertebra properly aligned, facilitate
healing and prevent further injury from bone fragments. Therefore, as soon as there is no longer any
risk of vomiting, the client is placed in this position again.
After each change of position, the nurse carries out a peripheral neurological exam by assessing
motor response (response to painful stimuli and response to a simple verbal command such as “close
your hand”) and muscle strength (squeeze the hand of a third person, push against resistance).
When there is no neurological deficit, motor response and muscle strength are equal on both sides of
the body.

Around 21:30, you observe that Mr. Miron does not open his eyes when you call his name, doesn’t
answer your questions and doesn’t respond to verbal stimuli. You are unable to assess his muscle
strength. The vital signs are: BP 200/90, P 42/min., reg., R 8/min., shallow. Pupillary reflex is
absent.



QUESTION 3
What other information must you collect to complete your neurological assessment of Mr. Miron
before calling the doctor? Identify three (3) items.



Expected answers
• Pupil size.
• Pupil shape.
• Pupil symmetry.
• Reaction to painful stimuli.



Rationale and additional information
As soon as a new neurological signs appears, a clinical neurological exam must be performed to
determine the depth of the coma and follow the client’s clinical course. The parameters assessed are:
level of consciousness, using the Glasgow Coma Scale, the pupils (size, shape, symmetry and
reaction), muscle strength and vital signs.

This will allow the early detection of increased

intracranial pressure. The client’s clinical condition is monitored closely on an hourly basis or more
frequently should changes – even the most subtle – occur. The doctor must be notified of any change
in the client’s condition without delay.
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The client’s condition can deteriorate rapidly following TBI even if the diagnostic tests carried out on
admission were normal. Mr. Miron’s clinical picture suggests changes in his neurological status,
hence the importance of completing the neurological signs assessment, including an examination of
the pupils, which involves comparing their size, shape, symmetry and reaction.

Following the medical assessment of Mr. Miron’s condition, a transfer to the intensive care
unit is prescribed.



QUESTION 4
What priority problem do you enter in the TNP after your neurological assessment of Mr. Miron?



Expected answer

ASSESSMENT FINDINGS
Date

Time

No.

2008-11-12

22:00

3

Signs of increased intracranial pressure OR

Your initials

2008-11-12

22:00

3

Possibility of intracranial hemorrhage

Your initials

Signature of nurse
Your name



Priority problem or need

Initials

RESOLVED/SATISFIED
Date
Time
Initials

Initials

Program/dept.

Signature of nurse

Initials

Professional/
department involved

Program/dept.

Your initials

Rationale and additional information
Mr. Miron presents with signs of increased intracranial pressure that may be caused by hemorrhage.
This problem is entered in the TNP owing to the clinical follow-up required for this severe clinical
condition.
In the acute post-traumatic phase, increased intracranial pressure is a dangerous complication that
can occur up to 72 hours after the accident. It results from edema of brain tissue or intracranial
bleeding or from a combination of both. Increased intracranial pressure develops when there is an
abnormal elevation in pressure within the skull and damage to the cerebrum. Cushing’s triad
(hypertension, bradycardia and bradypnea) is a warning sign of increased intracranial pressure.
The goal of clinical monitoring is to detect early signs of increased intracranial pressure, for when
late signs appear, interventions are usually ineffective.
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disorientation, agitation, mental confusion, constant headaches, nausea, hiccups, pupillary changes
and impaired extraocular movements, even decreased visual acuity.
In the more advanced stage, the client’s level of consciousness deteriorates and he falls into a coma.
Pulse and respiration become irregular, while temperature and blood pressure rise. Respiration is
irregular (Cheyne-Stokes). Projectile vomiting may occur and brainstem reflexes (pupillary, corneal,
gag and swallowing) are absent. Mr. Miron therefore shows late signs of high intracranial pressure.
Elevated intracranial pressure reduces cerebral blood flow, leading to a decrease in cerebral oxygen
supply. At this point, the administration of additional oxygen is crucial to prevent cerebral anoxia.
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FURTHER READING


cranial traumas such as contusion, concussion and the different types of skull fractures;



methods for detecting increased intracranial pressure in adults, children and infants;



assessment of neurological signs;



distinction between neurological signs and neurovascular assessment and context for
application;



distinction between the manifestations of the different types of shock (anaphylactic, hypovolemic,
neurogenic and septic);



photomotor and consensual pupillary reflex.
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Context

Three days ago, Mrs. Denise Brunet, age 48, underwent an abdominal hysterectomy and a
bilateral salpingo-ovariectomy. The operation went smoothly and the client is recovering
well.
The progress notes indicate that Mrs. Brunet cries frequently and that her movements are
slow. When you explore the situation with her, she tells you that she has separated from
her partner and that she blames herself for the situation. She says she has been feeling
extremely sad and exhausted for several weeks. She says to you: “I don’t know if I feel like
going on with the struggle.” You suspect major depressive disorder.



QUESTION 1
What other signs and symptoms would be indicative the presence of major depressive disorder in
Mrs. Brunet’s case? Identify three (3).



Expected answers
• Loss of interest in activities.
• Difficulty thinking, concentrating.
• Insomnia or hypersomnia.
• Change in appetite or weight loss or weight gain.
• Suicidal ideation.



Rationale and additional information
In this situation, although a mental health problem is not the reason for hospitalization, the nurse
must be vigilant if she is to detect a depressive state and provide the clinical follow-up the client
requires.
There are different types of depressive problems: major depression, dysthymia and adjustment
disorders accompanied by depressed mood. Major depression is accompanied by suicidal thoughts,
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unlike adjustment disorders, which are accompanied by depressed mood.

Confirmation of a

diagnosis of major depression is based on the presence of at least five out of nine possible signs and
symptoms. In Mrs. Brunet’s case, depressed mood (crying and sadness), psychomotor retardation,
feelings of guilt and excessive fatigue suggest major depressive disorder. Loss of interest, difficulty
concentrating, sleep problems, a change in appetite and thoughts of suicide can help confirm the
diagnosis.

Mrs. Brunet’s doctor diagnoses major depression and prescribes citalopram (Celexa) 20 mg
PO qd. According to your assessment, Mrs Brunet does not have a suicidal plan.



QUESTION 2
Identify two (2) priority problems and two (2) nursing directives you must enter in the TNP to
provide clinical follow-up for Mrs. Brunet.



Expected answers

ASSESSMENT FINDINGS
Date

Time

No.

Priority problem or need

Initials

2008-12-11

10:00

2

Major depression

Your initials

3

Low suicide risk

Your initials

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

CLINICAL FOLLOW-UP
Date

Time

No.

Nursing directive

Initials

2008-12-11

10:00

2-3

2008-12-11

10:00

2

Encourage the client to talk or to resume her ADL when she gets up OR

2008-12-11

10:00

3

Assess the risk of harm to self or others or suicide risk q 8 h OR

2008-12-11

10:00

3

Notify nurse if client shows signs of suicide

Assess the client’s mental status q 8 h OR

Your initials

risk [dir. orderly’s work plan]

Signature of nurse
Your name



Initials

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Your initials
Your initials

Program/dept.

Signature of nurse

Initials

Program/dept.

Your initials

Rationale and additional information
Based on her assessment of Mrs. Brunet’s mental state, the nurse identifies 2 priority problems that
require clinical follow-up, namely, major depression as diagnosed by the doctor and low suicide risk.
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Depression is, in itself, a predisposing factor for suicide. However, given the importance of providing
follow-up for both the depression and the suicide risk, these findings are entered separately in the
TNP.
The clinical context also influences the content of the TNP. In this situation, Mrs. Brunet is
hospitalized on the surgical unit when she presents with a mental health problem. “Assess the
client’s mental state” every 8 hours might be standard monitoring for a psychiatric nurse, whereas it
is exceptional in a surgical context. Entering a directive to this effect in the TNP is therefore crucial
for Mrs. Brunet’s clinical follow-up.
Furthermore, to provide the clinical monitoring required for Mrs. Brunet’s particular problems, the
nurse enters a directive for the orderly, namely, to notify her if the client shows signs of suicide risk.
Since the orderly cannot access the TNP directly, she specifies the signs to be reported in the
orderly’s work plan (e.g., sadness, weight loss, refusal to eat, sleep disturbance, loss of interest in
activities, direct and indirect suicidal words).
To support the TNP, the progress note must specify the data on which these clinical decisions are
based.

For 2 days, Mrs. Brunet has been taking her daily antidepressant as prescribed. It is 9:00
and you bring her her medication. She says to you: “I don’t want to take it anymore. I’ve
been taking it for a few days and I don’t feel any better, there’s no point in taking it.” The
progress note indicates that the client has been reluctant to take the medication since
treatment was started.

Explanations have already been given to her to make her

understand the importance of this pharmacological treatment, in particular its beneficial
effects, but she remains skeptical.
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QUESTION 3
What priority information must you give Mrs. Brunet to encourage her to keep taking her
medication?



Expected answer
It can take 2 to 4 weeks for antidepressants to produce the expected therapeutic effects or reach the
therapeutic plasma concentration.



Rationale and additional information
In this situation, Mrs. Brunet refuses to take her medication because she feels it isn’t having the
desired effect. It can take up to 4 weeks for antidepressants, such as Celexa, to achieve their optimal
therapeutic effect, whereas side effects may develop within a few hours of starting treatment.
Antidepressants should be taken for at least one month before judging their effectiveness.
Antidepressants modify the availability of serotonin in nerve cells by selectively inhibiting re-uptake.
A connection has been established between depression and low levels of serotonin, a
neurotransmitter involved in depression.



QUESTION 4
Does Mrs. Brunet’s reaction to taking an antidepressant require clinical follow-up? Adjust the TNP,
if necessary.



Expected answers
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ASSESSMENT FINDINGS
Date

Time

No.

2008-12-13

9:00

4

Priority problem or need

Initials

Reluctant to take the antidepressant

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

Your initials

CLINICAL FOLLOW-UP
Date

Time

No.

2008-12-13

9:00

4

Nursing directive

Initials

Remind the client, when she refuses to take the antidepressant, how
long it takes to produce a therapeutic effect (2 to 4 wks) OR

2008-12-13

9:00

4

Your name



Your initials

Notify doctor if antidepressant does not produce the desired
effects after 2 to 4 wks of use [verb. dir. to the client]

Signature of nurse

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Initials

Program/dept.

Your initials

Signature of nurse

Initials

Program/dept.

Your initials

Rationale and additional information
Despite the explanations given, Mrs. Brunet is still reluctant to take the antidepressant. Since this
problem requires clinical follow-up, the nurse enters a new assessment finding in the TNP as well as
two directives. The first one is intended for the nurse and consists in reminding the client, when she
refuses to take her antidepressant, how long it takes for the medication to produce a therapeutic
effect. The second directive is intended for the client, allowing her to determine whether or not the
medication is effective and to consult the doctor, if necessary.
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FURTHER READING


signs and symptoms of depression;



therapeutic measures for depression, such as pharmacotherapy, psychotherapy and shock
therapy;



preventive measures (depression and suicide);



assessment of suicide risk, suicide emergency and risk of harm to self or others;



nursing interventions for a suicidal client and his family;



interventions and resources in a crisis situation;



mechanisms of action of antidepressants.
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How to intervene in the clinical situations
in the practical part
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INSTRUCTIONS FOR THE CANDIDATE
Clinical setting

Medical unit

Name

Martin Dubé

Reason for
hospitalization

Traumatic brain injury (TBI) and
coma

Clinical situation
Five weeks ago, Mr. Martin Dubé, age 16, sustained a traumatic brain injury after he was hit
by a car. He is conscious. His pharyngeal (gag) and swallowing reflexes are absent. He is
wearing a flexible nasoenteric tube. Intermittent tube feedings are administered four times a
day. It is 10:45. You are about to administer the 11:00 tube feeding. This morning, Mr.
Dubé’s score on the Glasgow Coma Scale is 12/15:


eye opening:

4/4



verbal response:

3/5



motor response:

5/6

Instructions
You have 10 minutes to:
1. Provide the hygiene care required for a client who has a nasoenteric tube
2. Carry out the verification required prior to administering the tube feeding
3. Calculate the flow rate for the feeding pump
Notes :

Describe aloud what you are doing.
You do not have to prepare the solution or the tube system.

Available documentation :
• Therapeutic nursing plan (TNP)
• Excerpt from the nursing care and treatment plan (NCTP)
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Therapeutic nursing plan (TNP)

Mr. Martin Dubé

ASSESSMENT FINDINGS
Date

Time

No

Priority problem or need

Initials

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

2008-12-12

8:30

1

TBI with coma

JL

2009-01-19

15:00

2

Requires sensory stimulation: conscious

SL

3

Risk of aspiration

SL

Dietician, occupational therapist

4

Risk of enteral feeding intolerance

SL

Dietician, occupational therapist

Physio., occupational therapist

CLINICAL FOLLOW-UP
Date

Time

No.

Nursing directive

Initials

2008-12-12

8:30

1

Apply the follow-up for TBI with coma

JL

1

Assess neurological status tid

JL

1

Notify nurse if change in level of consciousness or neurological status
JL

[dir. orderly's work plan + verb. dir. family]
2009-01-19

15:00

2-3

Sit in chair for tube feeding, max.duration: 120 min./session [dir.
SL

orderly’s work plan]
2009-01-19

15:00

DISCONTINUED/CARRIED OUT
Date
Time
Initials

2-3

Leave client in sitting position x 30 min. post–tube feeding [dir. orderly’s

4

Signature of nurse

work plan]

SL

Notify nurse if signs of enteral feeding intolerance [dir. orderly’s work plan]

SL

Initials

Program/dept.

Josette Lalancette

JL

Medecine 6N

Sophie Lanteigne

SL

Medecine 6N

Signature of nurse

Excerpt from the nursing care and treatment plan (NCTP)
Determined in accordance with the nutritional plan and the medical orders
Diet


Tube feeding by pump qid (7:00 ; 11:00 ; 15:00 ; 20:00)



Brand of formula: Ressource +



Volume to be administered: 360 mL



Duration: 50 min.

84

Initials

Program/dept.

Extracts of the Preparation guide for the professional examination of the OIIQ – 2nd Edition

Station overview
When you enter the room, you observe:
1. The client’s position and set-up


Lying on his back, a pillow under his head



Bed rails raised



Head of bed elevated to 30°



Flexible nasoenteric tube (with a stopper at the end) in the left nostril



Hospital bracelet on his left arm

2. The client’s behaviour


Does not move and stares at you



Makes a few sounds.

3. Available material


The therapeutic nursing plan (TNP)



An excerpt from the nursing care and treatment plan (NCTP)



An infusion stand with a picture of a feeding pump stuck to it (simulation)



A chair next to the client’s bed



A table with:
- a container with 500 mL of Ressource + solution and tubing
- a kidney basin
- a 60 mL irrigation syringe
- a clean container with a lid (for irrigation)
- a bottle of sterile water
- a bottle of NaCl 0.9% (1 L)
- 2 towels
- a box of non-sterile gloves
- 2 dry swabs
- mouthwash
- a toothbrush
- a water-soluble lubricant for the lips
- a swab to clean and moisten mucous membranes
- a hand washing solution

Reminder
If necessary, read the instructions again to find out what you have to do:
1. Provide the hygiene care required for a client who has a nasoenteric tube
2. Carry out the verification required prior to administering the tube feeding
3. Calculate the flow rate for the feeding pump
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Identification of interventions
1. Provide the hygiene care required for a client who has a nasoenteric tube
What hygiene care must be given to a client who has a nasoenteric tube?
What steps must you follow to provide hygiene care?

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
2. Carry out the verification required prior to administering the tube feeding
What must you check before administering a tube feeding to a client who has a nasoenteric tube?

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

What position must you place the client in for the tube feeding?

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
3. Calculate the flow rate for the feeding pump
What mathematical formula will you use to calculate the hourly flow rate (mL/h) of the pump to
administer the tube feeding within the prescribed time (50 min.)?

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
4. Communication skills and sensory stimulation
What communication principles must you respect when a client is conscious?
What will you do to stimulate the client during your clinical interventions?

_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
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Observation checklist
The candidate

 if done

1.

Hygiene care

1.1

Washes her hands before and after wearing gloves

1.2

Puts gloves on before handling the tube

1.3

Provides nose care:

1.3.1

Makes sure the tube is not pressing on the nostril wall

1.3.2

Cleans both nostrils with swabs and physiologic serum

1.3.3

Examines the skin around the tube to check for irritation

1.3.4

Makes sure the adhesive tape used to secure the tube is intact and clean

1.4

Provides mouth care :

1.4.1

Says that the oral mucosa is intact or that the mucosa is pink and there are
no lesions
Starts to moisten or clean the mucous membranes with the mouthwash or
starts to brush the teeth

1.4.2
1.4.3

Mentions the importance of moistening the lips

2.

Verification prior to administering the tube feeding

2.1

Compares the type of formula available with the type specified in the NCTP
(Ressource +)
Mention the quantity to be administered (360 mL) and the time (11:00) and
the duration (50 min.)

2.2
2.3

Checks the client’s identity by looking at his bracelet

2.4

Mentions the importance of flushing the tube with sterile water to check
patency

2.5

Auscultates the abdomen to check for peristalsis (IO)

2.6

Says that she will sit the client in the chair for the tube feeding (IO)

2.7

Places the client in a sitting position at 60°

3.

Calculation of the hourly flow rate of the feeding pump

3.1

Says that she would set the pump to run at 432 mL/h (IO)

3.2

Says that she would set the pump volume to 360 mL (volume of formula to be
administered)

4.

Communication skills and sensory stimulation

4.1.

Addresses the client by name

4.2

Tells the client that she has come to administer the tube feeding
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4.3

Describes to the client what she is doing during interventions (IO)

4.4

Makes eye contact with the client when she speaks to him

4.5

Asks the client to open his mouth or touches his chin to stimulate the mouth
to open

Instructions for observers (IO)
2.

Verification prior to administering the tube feeding

2.5

When the candidate prepares to auscultate the abdomen with the stethoscope, ask her to tell
you what she is checking. If she says she is checking for peristalsis, tell her sounds are
present.

2.6

When the candidate says that she must sit the client in the chair, tell her not to do so.

3.

Calculation of the hourly flow rate of the feeding pump

3.1.

A volume of 360 mL must be administered to the client in 50 min. by feeding pump.
To obtain the mark “done”, the candidate must calculate the drip rate:
(360 mL x 60 min.) = 432 mL/h
50 min.

Note: The candidate may use a paper and a pencil to calculate the flow rate, but she must give you
the result orally.
4.

Communication skills and sensory stimulation

4.3

The candidate must describe at least 2 of the following interventions:


Mouth care



Nose care



Assessment of peristalsis



Assessment of tube position
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Rationale and additional information
The goal of this station is to assess the candidate’s ability to carry out the steps required prior to
administering an intermittent tube feeding to client who has a nasoenteric tube using an approach
appropriate to the needs of a client who is in the conscious phase of recovery.
Clinical situation
In this situation, the client sustained a traumatic brain injury (TBI) after he was hit by a car 5
weeks ago. He is conscious, for he is coming out of a coma. His score on the Glasgow Coma Scale,
which is used to assess depth of coma, is 12/15. He opens his eyes spontaneously when you enter the
room (4/4) and is able to localize pain (motor response 5/6), but his verbal response is limited to
making a few sounds (3/5).
The Glasgow Coma Scale uses three criteria to assess a client’s neurological status: eye opening,
verbal response and motor response to verbal commands or pain. A higher score indicates a higher
level of neurological functioning. A score of 3 indicates the lowest level of response, while a score of
15 indicates the highest level of response. A score of 8 or less indicates severe TBI. When assessing
level of consciousness, the presence of a response does not necessarily mean that the client is not
confused. To confirm that he is lucid, he must open his eyes spontaneously, obey a verbal command
and be oriented to time, place and person.
TBI is a severe shock to the head that may be accompanied by damage to the skull and brain. The
most common types of TBI are concussion, contusion and hematoma. The extent of sequelae varies
widely depending on the part of the brain affected. Severe TBI can cause multiple lesions and have
post-traumatic consequences as serious as epilepsy.
TBI usually causes a sudden change in level of consciousness, the severity and duration of which
vary. Altered consciousness can range from minimal confusion to deep coma. TBI almost always
leads to temporary or permanent impairment of cognitive function.
Brain injuries have repercussions on all body systems and organs. In the present situation, the
pharyngeal (gag) reflex is absent, which means that the client cannot be fed orally, for the risk of
pulmonary aspiration is too high. Tube feeding is essential to ensure the client’s safety and must be
continued until the swallowing and gag reflexes have been restored. Corpak or Keofeed nasoenteric
tubes are usually used for TBI clients who are being tubefed because they are flexible and
comfortable. Although the tubes sometimes shift and go into the stomach rather than staying in the
duodenum, they are tolerated there. Salem or Levine nasogastric tubes are rarely used because they
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are rigid, uncomfortable and can cause sores to develop around the outside of the client’s nostrils.
Furthermore, the client may pull the tube out because it is uncomfortable.
There are three methods for administering tube feedings: continuous, intermittent and bolus.
Continuous enteral feeding allows the feeding solution to be infused at a regular flow rate. It can be
used safely to prevent pulmonary aspiration in a client who scores 9 or less on the Glasgow Coma
Scale. This parameter indicates that although the client is starting to have periods of consciousness,
he is not yet stable. At this stage, he is not protected from pulmonary aspiration and is unable to
cooperate with the hygiene care required when wearing a nasoenteric or nasogastric tube.
Intermittent enteral feeding is administered by pump, in 30 to 90 minutes, on a schedule similar to
that of mealtimes for a conscious person. Mr. Dubé can receive intermittent tube feedings since he is
conscious and his score on the Glasgow Coma Scale is 12/15. However, the nurse monitors for signs
of enteral feeding intolerance, such as abdominal pain, diarrhea, nausea and vomiting. In bolus
feeding, the solution is administered by gravity or syringe.

It requires a minimum amount of

equipment, but the risk of aspiration, regurgitation and adverse gastrointestinal effects is higher
than with the two previous methods.
A conscious client must be stimulated and this may be done in various ways. For example, dressing
the client in his own clothes is both a means of stimulation and a way of personalizing his care. It is
also important to talk to the client, regardless of his level of consciousness and despite his deficits.
Talking not only stimulates the client but is a way of preserving his dignity. The nurse therefore
describes the treatment and care she is providing just as she would with a client who has not
suffered a traumatic brain injury. The nurse also encourages significant others to participate in
providing sensory stimulation for a client in the conscious phase of recovery from a traumatic brain
injury.
Hygiene care
Oral and nasal hygiene care are necessary precautions when a client has a nasogastric tube, for the
tube increases the risk of mucous membrane or skin lesions. Oral hygiene care involves examining
the client’s lips and mucosa, brushing his teeth and moistening his lips. The goal of nasal hygiene
care is to ensure the nose is not blocked. The oral and nasal mucosa must also be moistened.
Regular moistening will ensure the client is comfortable and prevent certain complications, such as
crusting.
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Verification prior to administering the tube feeding
An unconscious client is unable to express any discomfort he might experience during the tube
feeding. The nurse must therefore be doubly vigilant in making sure the feeding is administered
safely. She applies the institution’s nutritional treatment plan and protocol.
Before starting the tube feeding and to prevent pulmonary aspiration, the nurse positions the client
safety in the bed or chair. In the bed, she places him in a sitting position at 60°. The head of the bed
should not be raised to 90°, for the client could tilt too far sideways. After tube feedings, the nurse
usually lowers the bed to a minimum angle of 30° to reduce the risk of pulmonary aspiration. In the
chair, the client is placed in a sitting position. The nurse monitors the length of time he stays in the
chair to prevent pressure sores from developing.

As a rule, a client in the conscious phase of

recovery should not remain sitting for more than two hours at a time.
To promote enteral feeding tolerance, the nurse ensures the nasoenteric tube is correctly positioned
and that peristalsis is present before starting the infusion. She uses a stethoscope to check the
placement of the tube. McBurney’s point, which is located between the umbilicus and the right iliac
crest, over the ileocecal valve, is the ideal place to check for peristalsis because bowel sounds are
more active in this part of the body.
Lastly, before initiating a tube feeding, the nurse often has to check gastric residual volume to assess
the quality of the client’s digestion. However, in Mr. Dubé’s case, the placement of the nasoenteric
tube in the duodenum precludes this type of assessment.
Calculation of the flow rate for the tube feeding
A pump is recommended for intermittent feeding to better regulate the flow rate. It also ensures the
formula is administered within the prescribed infusion time. The nurse refers to the NCTP and
calculates the flow rate.
The following formula is used to calculate the flow rate:

Flow rate
(mL/h)

60

Volume to be administered in mL
=

X
Duration of the infusion en min.
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In short, while enteral nutrition involves risks, they can be minimized by taking precautions before,
during and after feeds. The most common problems that occur when using this type of nutrition are
related to blockage of the nasoenteric tube, pulmonary aspiration or enteral feeding intolerance
(vomiting and diarrhea). A client on enteral nutrition therapy who experiences diarrhea, vomiting or
who is malnourished owing to the type of formula used must be closely monitored, for he is at risk of
dehydration.

92

Extracts of the Preparation guide for the professional examination of the OIIQ – 2nd Edition

SCENARIO FOR THE SIMULATED CLIENT

SOCIOECONOMIC

Name

Martin Dubé

Age

16

Reason for
hospitalization

Traumatic brain injury (TBI) and
coma



You are in secondary IV.

DRESS



You are wearing a hospital gown.

POSITION AND
SET-UP



You are lying on your back in bed (head of the bed raised to 30° and a

STATUS

pillow beneath your head).


You have a flexible tube in your nose that is supposed to go to your
intestine (duodenum).



The tube is taped to your nose.
Note : For the purposes of the simulation, the tube will be cut and taped to
your nose.

The goal of this station is the assess the candidate’s ability to provide hygiene care (nasal, oral),
carry out the checks required prior to administering a tube feeding and position you safely, taking
your level of consciousness into account.
CURRENT
SITUATION

BEHAVIOUR
DURING THE
INTERVIEW



You were hit by a car 5 weeks ago when you were crossing the road.



You suffered a head injury.



You have been in a coma ever since.



Your condition has stabilized.



The doctor prescribed enteral nutrition (tube feeding) 4 times/day.



You are alert and calm.



You remain silent.



You stare off into space and do not look at the candidate.



If the candidate tries to move into your field of vision, you look at her and
give a slight smile.



If she speaks to you, you make sounds, but what you say is
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incomprehensible, you are unable to form words.


When the candidate provides the nose and mouth care, you let her.



If she asks you to open your mouth, you don’t respond, you don’t open your
mouth.



If the candidate sits you upright at 90° in bed, you tilt to the left or right.

Material required


the therapeutic nursing plan (TNP);



an excerpt from the nursing care and treatment plan (NCTP);



a flexible nasoenteric tube (Corpak or Keofeed) with a stopper (inserted in one of the client’s
nostrils and taped to the client’s cheek);



an infusion stand with a picture of a feeding pump stuck to it (simulation);



a chair next to the client’s bed;



a bed, a pillow and sheets;



a table with:
- a container with 500 mL of Ressource + solution and tubing;
- a kidney basin;
- a 60 mL irrigation syringe;
- a clean container with a lid (for irrigation);
- a bottle of sterile water
- a bottle of NaCl 0.9% (1L);
- 2 towels;
- a box of non-sterile gloves;
- 2 dry swabs;
- mouthwash
- a toothbrush;
- a water-soluble lubricant for the lips;
- a swab to clean and moisten mucous membranes;
- a handwashing solution.

94

Extracts of the Preparation guide for the professional examination of the OIIQ – 2nd Edition

FURTHER READING


intermittent and continuous enteral feeding methods;



gastrostomy and jejunostomy tube feeding;



stimulation methods for traumatic brain injury clients;



Glasgow Coma Scale;



administration of oral medication when a client has a nasoenteric tube;



indications for nasoenteric tube use;



signs of enteral feeding intolerance;



diagnostic tests: videofluoroscopy, electroencephalogram, etc.;



intracranial hypertension: signs, care and treatment.
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INSTRUCTIONS FOR THE CANDIDATE

Clinical setting

Medical unit, St. Charles Hospital

Name

Yvette Labrie

Reason for
hospitalization

Delirium of infectious origin

Clinical situation
Mrs. Labrie, age 82, lives at Montfort Private Seniors Home.

She was brought to the

emergency room yesterday evening for delirium of infectious origin. This morning, she was
transferred to the medical unit where you are working. She is incoherent and unaccompanied
by any significant others, making data collection difficult. It is 9:00 and you phone the nurse at
the home, Ms. Germaine Labranche.

Instructions
You have 10 minutes to:
1. Complete your initial assessment of Mrs. Labrie with the nurse from the home
2. Adjust the client’s therapeutic nursing plan, if necessary, taking the data collected from the
nurse at the home into account

Available documentation :
• Emergency room progress note
• Medical orders
• Therapeutic nursing plan (TNP)
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Emergency room progress note

2008-12-12, 20 :00
Biomedical data


History difficult re: delirium



Disorientation: time, place, person



Result on the Mini-Mental State Examination (Folstein test) result, administered at the
home on December 11, 2008: 21/30



Vital signs: BP 140/80, P 85/min., reg., R 16/min., T° (oral) 37.8°C, SpO2 98%



Capillary blood glucose: 8 mmol/L



Glycated hemoglobin (HbA1c) on December 11, 2008: 5.8% (normal < 6%)

Medical history


Type 2 diabetes for 20 years, well controlled with oral hypoglycemic agents

Provisional diagnosis


Delirium of infectious origin of unknown etiology

Psychosocial data


Widow



Has lived in a home for independent and semi-independent seniors for 7 years



Contact person at Montfort Home: Germaine Labranche, RN, tel.: 000 000-0000
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Medical orders



Transfer to medical unit



Septic screen stat on the unit:
- Chest X-ray
- Swabs: nose, throat and anus
- Urinalysis and culture
- blood culture if oral T°≥ 37.8°C



CBC, electrolytes, BUN (blood urea nitrogen), creatinine and capillary blood glucose stat



Capillary blood glucose qid, notify if blood glucose ≥10 mmol/L



Dextrose 5% + NaCl 0.45% 1000 mL + mEq/L KCl 10 at 80 mL/h



Medication:
- ciprofloxacin (Cipro) 200 mg IV q 12 h
- metformin (Glucophage) 750 mg bid
- glyburide (Diabeta) 10 mg qd
- acetaminophen (Atasol) 325 mg 1 to 2 tabs q 4 h PRN (if pain or oral T°> 37.8°C).

Therapeutic nursing plan (TNP)

Mrs. Yvette Labrie

ASSESSMENT FINDINGS
Date

Time

No.

2008-12-13

7:00

1

Priority problem or need

Initials

Infectious process of unknown etiology

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

ST

2

Delirium

ST

3

Controlled type 2 diabetes

ST

CLINICAL FOLLOW-UP
Date

Time

No.

2008-12-13

7:00

1

Notify nurse if T° ≥ 37.8°C

ST

2

Nurse to assess higher mental functions q 8 h

ST

2

Notify nurse if client becomes agitated [dir. orderly’s work plan]

ST

Notify nurse if blood glucose ≥ 10 mmol/L

ST

1-3

Signature of nurse
Sylvie Tousignant

Nursing directive

Initials
ST

Program/dept.

Initials

Signature of nurse

Medecine 2S
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DISCONTINUED/CARRIED OUT
Date
Time
Initials

Program/dept.
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Station overview
Note: The client is not present at this station and you will speak with the simulated nurse on the
telephone.
When you arrive at the nurses’ station (cubicle), you observe:
1. Available material
A desk with:


a telephone



the emergency room progress note, including the biomedical data, medical history, provisional
diagnosis and psychosocial data



the medical orders



the therapeutic nursing plan (TNP)

2. The nurse’s attitude and behaviour during the interview
Germaine Labranche, nurse at Montfort Home


very cooperative, answers your questions



has 5 to 10 minutes to spend on the interview

If your questions are too vague, the nurse at the home will be unable to answer and may ask you to
be more specific.
Reminder
If necessary, read the instructions again to find out what you have to do:
1. Complete your initial assessment of Mrs. Labrie with the nurse from the home
2. Adjust the client’s therapeutic nursing plan, if necessary, taking the data collected from the
nurse at the home into account
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Identification of interventions
1. Complete you initial assessment of Mrs. Labrie with the nurse from the home
Given the information you already have and your analysis of it, what relevant data will you
collect from the nurse at the home to complete your initial assessment of Mrs. Labrie’s health
situation?
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
What strategies will you use to communicate effectively with the nurse at the home?
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
2. Adjust the therapeutic nursing plan (TNP), If necessary
After your telephone conversation with the nurse at the home, do you need to adjust the TNP to
provide clinical follow-up for the client? If so, indicate the adjustments you will make on the TNP
form below (read the scenario for the simulated contact person (p.107) before you answer).

ASSESSMENT FINDINGS
Date

Time

2008-12-13

7:00

No.

Priority problem or need

Initials

1

Infectious process of unknown etiology

ST

2

Delirium

ST

3

Controlled type 2 diabetes

ST

RESOLVED/SATISFIED
Date
Time
Initials

Date

Time

No.

2008-12-13

7:00

1

Notify nurse if T° ≥ 37.8°C

ST

2

Nurse to assess higher mental functions q 8 h

ST

2

Notify nurse if client becomes agitated (dir. orderly’s work plan)

ST

Notify nurse if blood glucose ≥ 10 mmol/L

ST

1, 3

Signature of nurse
Sylvie Tousignant

Nursing directive

Initials
ST

Initials

Program/dept.

Signature of nurse

Medicine 2 S
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Professional/
department involved

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Initials

Program/dept.
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If not, explain why.
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
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Observation checklist
The candidate

if done

1.

Initial assessment

1.1

Asks about the following elements:

1.1.1

Time of onset of the disorientation or delirium

1.1.2

Frequency of the delirium: is this the first time it has occurred?

1.1.3

Mental state or orientation in the 3 spheres before the onset of the delirium

1.1.4

Result on the Mini-Mental State Examination (Folstein test) before the onset of the
delirium

1.1.5

Time of onset of the fever

1.1.6

Other signs associated with the fever (IO)

1.1.7

Diabetes management: usual medication diet and blood glucose

1.1.8

Changes observed in her level of functional autonomy:

1.1.8.1 Hygiene care
1.1.8.2 Feeding
1.1.8.3 Mobility
1.1.8.4 Elimination
1.1.9

Time of onset of loss of autonomy

1.1.10

Daily frequency of urinary incontinence

1.1.11

Interventions to manage urinary incontinence (IO)

1.1.12

Treatment or care or medication received at the home before she was transferred

1.2

Asks about conditions and arrangements for returning to the home:

1.2.1

Level of autonomy required to return to the home

1.2.2

Person to contact at the home to plan her return

1.2.3

Services available at the home

1.2.4

Support network

2.

Adjustment of the therapeutic nursing plan (IO)

2.1.

See the answer key form (p.104)

3.

Communication skills

3.1

Introduces herself to the nurse at the home at the start of the conversation: her name
and function

3.2

Says which hospital she works in

3.3

Gives the reason for the call: to obtain information to complete her assessment of Mrs.
Labrie and ensure continuity of care
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Instructions for observers (IO)
To obtain the mark «done», the candidate must:
1.

Initial assessment

1.1.6

Check for the presence of at least one of the following signs or symptoms that may be
associated with Mrs. Labrie’s fever:


Presence of a cough or signs of a respiratory infection (yellowish or greenish sputum,
chest pain, etc.)



Signs of a urinary tract infection (dysuria, pain on urination, foul-smelling odour, cloudy
urine, hematuria, etc.)

1.1.11 Check whether interventions have been established or measures have been implemented
with respect to bladder retraining in order to manage Mrs. Labrie’s urinary incontinence:

2.



bladder retraining program;



toileting schedule;



incontinence briefs at night only;



etc.

Adjustment of the therapeutic nursing plan
As soon as the candidate finishes her call to the nurse at the home, you ask her: “Given the
information obtained, do you have to adjust the TNP?” If the candidate replies “yes”, give her
Mrs. Labrie’s TNP form, where problems 1, 2 and 3 and their directives have already been
entered. Ask her to make the necessary adjustments.
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Answer key form: therapeutic nursing plan (TNP)

Mrs. Yvette Labrie

ASSESSMENT FINDINGS
Date

Time

No.

2008-12-13

7:00

1

Priority problem or need

Initials

Infectious process of unknown etiology

ST

2

Delirium

ST

3

Type 2 diabetes

ST

2008-12-13

10:00

4

Loss of autonomy in ADL

Your initials

2008-12-13

10:00

5

Urinary incontinence

Your initials

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

CLINICAL FOLLOW-UP
Date

Time

No.

2008-12-13

7:00

1

Notify nurse if T° ≥ 37.8°C

ST

2

Nurse to assess higher mental functions q 8 h

ST

2

Notify nurse if client becomes agitate [dir. orderly’s work plan]

ST

Notify nurse if blood glucose ≥ 10 mmol/L

ST

1-3

Nursing directive

Initials

2008-12-13

10:00

4

Encourage autonomy in ADL [dir. orderly’s work plan] OR

Your initials

2008-12-13

10:00

4

Nurse to assess autonomy in 72 h or on 2008-12-16 OR

Your initials
Your initials

2008-12-13

10:00

5

Accompany to toilet q 2 h [dir. orderly’s work plan] OR

2008-12-13

10:00

5

Notify nurse if urinary incontinence or complete urinary incontinence
chart q 8 h [dir. orderly’s work plan]

Signature of nurse
Sylvie Tousignant
Your name

Initials
ST

Program/dept.

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Your initials

Signature of nurse

Medecine 2S

Your initials
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Rationale and additional information
The goal of this station is to assess your ability to collect relevant data from a nurse in private home
in order to complete the initial assessment of an elderly person hospitalized for delirium of infectious
origin and to adjust the therapeutic nursing plan if necessary.
Clinical situation
Mrs. Labrie is an elderly client who lives in a home. Her physical and mental condition deteriorated
1 week ago. Her delirium and the fact that she is not accompanied by any significant others make it
difficult to complete the initial assessment.
According to the American Psychiatric Association, delirium can be recognized based on four
characteristics: 1) altered level of consciousness and inattention; 2) cognitive impairment (memory
loss or disorientation) or perceptual disturbances (hallucinations, illusions, delusions); 3) acute onset
of symptoms, usually within a few hours or days and fluctuation of symptoms over a 24-hour period
and 4) the history and clinical examination tend to demonstrate that the delirium is caused by the
physiological consequences of a health problem (e.g., infectious process) (Voyer Doucet, Danjou, Cyr
and Benounissa, 2007). They stress the importance of increased vigilance with clients who have the
hypoactive form of delirium (apathy, psychomotor retardation and drowsiness), which appears to be
the situation in Mrs. Labrie’s case.

The hypoactive form is more difficult to detect than the

hyperactive form (agitation, combativeness and hallucinations).
According to Voyer (2006), an increase in body temperature to 37.8°C, as in Mrs. Labrie’s case, or an
increase of 1.1°C compared to the elderly person’s usual temperature is a sign of infection. Altered
immune response and thermoregulatory processes in the elderly explain the low rise in body
temperature despite the presence of infection.
The Mini-Mental State Examination (MMSE or Folstein test) is used to carry out a rapid initial
assessment of a person’s cognitive function. A score of less than 24 on the test means that the client
needs to be directed to the psychogeriatric department, while a score of 10 or less is indicative of
severe dementia. The day before she was transferred to the hospital, Mrs. Labrie scored 21/30,
which indicates mental and cognitive impairment.

This disturbance of higher mental functions

interferes with her functional autonomy, for her ability to recognize the desire to go to the toilet is
reduced.
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Initial assessment
The goal of the initial assessment is to establish a profile of the client’s health situation by analysing
and interpreting relevant basic information collected by various means (data collection, clinical
examination, diagnostic tests, etc.) concerning the client’s physical and health condition.

It is

usually carried out on admission or at the first meeting with the client (OIIQ, 2009).
In the present situation, given the client’s delirium and the absence of significant others, the nurse
on the medical unit contacts the nurse at the home to complete the initial assessment of the client’s
health situation. However, before doing so, the nurse on the medical unit must consult the data in
the file and structure her interview.
Taking the clinical and psychosocial information in the client’s file into account, the nurse asks for
further information about each of the client’s health problems. She asks about the time of onset and
the frequency of the delirium, contributing factors and the client’s mental state before the problem
developed. In particular, she checks whether a previous score on the mini-mental state examination
(Folstein test) is available, for it would provide a basis for comparison with Mrs. Labrie’s cognitive
function before her admission to the hospital emergency room. She also questions the nurse at the
home about Mrs. Labrie’s diabetes, her physical condition and the circumstances surrounding the
onset of the fever. To guide her interventions to maintain and promote Mrs. Labrie’s functional
autonomy during her hospitalization, the nurse asks for information about the client’s capacities
with respect to hygiene care, feeding, mobility and perception of and response to her elimination
needs.
Upon admission, the mnemonic SERA (Support, Environment, Resources, Autonomy) can be used to
guide the data collection. During the interview with the nurse at the home, the nurse on the medical
unit starts to prepare for the client’s return to the home by checking the level of autonomy required
in the home and the type of services offered. Under article 42 of the Code of Ethics of Nurses, the
nurse must take reasonable measures to ensure the safety of clients, in particular by notifying the
appropriate authorities. Therefore, if she anticipates a difficulty related to the client’s discharge from
the hospital, she must take the necessary measures to ensure continuity of care and management of
the client by the appropriate resources. Depending on the health care institution and the nature and
complexity of the situation, the nurse may, for example, direct the client to her institution’s liaison
nurse or social services department.
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Adjustment of the therapeutic nursing plan (TNP)
Before calling the nurse at the home, the nurse had assessed Mrs. Labrie’s condition and entered
three findings in the TNP: 1) infectious process of unknown etiology; 2) delirium and 3) type 2
diabetes. After the telephone interview, the nurse on the medical unit identifies two other problems
that require clinical follow-up during Mrs. Labrie’s hospitalization: loss of autonomy in ADL and
urinary incontinence.

At the home, the interventions implemented to manage the client’s

incontinence produced significant results.

On the medical unit where Mrs. Labrie is currently

hospitalized, it is therefore crucial to enter directives in the TNP to ensure continuity of care and to
continue or, at least, maintain the progress achieved in this regard. The loss of autonomy appears to
be associated with the delirium caused by the infectious process. For this reason, it is important
that it be assessed every 72 hours to identify signs of improvement or deterioration that might
influence her return to the home and the need for additional services.
Communication skills
To prepare for the telephone call to the nurse at the home, the nurse on the medical unit must
structure her interview in order to obtain all the information she requires in the shortest time
possible. To do so, it is suggested that she group her question by subject. For example, the nurse at
the hospital could group her questions as follows: 1) the purpose of the call; 2) the client’s current
situation: reason for the transfer, client’s presenting signs and changes observed in the client;
3) medical history: diabetes and other problems; 4) functioning prior to the clinical deterioration:
level of functional autonomy, mental state; 5) priority problems requiring clinical follow-up at the
home at the time of hospitalization and nursing directives (TNP); 6) care and treatment provided to
Mrs. Labrie at the home and 7) elements relevant to the discharge planning.
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SCENARIO FOR THE SIMULATED CONTACT PERSON

OCCUPATION

Name

Germaine Labranche

Age

55

Reason for the
interview

Telephone call to collect data
concerning Mrs. Labrie, a resident in
your private facility, who is currently
hospitalized for a deterioration in her
overall condition accompanied by
delirium of infectious origin.

 You have worked as a nurse at the home for 15 years.
 It is an 80-bed home for independent and semi-independent seniors.
 You work during the day from 8:00 to 16:00.
 There is one nurse on duty per shift.

ATTITUDE AND
BEHAVIOUR
DURING THE
TELEPHONE CALL

 You are polite and willing to give the information required.
 You only have 5 to 10 minutes to spare, for you have to take care of the

residents.
 You have a written summary of the situation.
 You know Mrs. Labrie well because she has been living at the home for

7 years.
The goal of this station is to assess the candidate’s ability to collect, by telephone, relevant data
about a resident’s health situation in order to ensure continuity of care and adjust the therapeutic
nursing plan in light of the information you give her.
INSTRUCTIONS FOR
THE BEGINNING OF
THE INTERVIEW
WITH THE
CANDIDATE:

 As soon as you pick up the phone, you identify yourself and say to the

candidate: “Montfort Home, Germaine Labranche, nurse, hello.”
 You wait for the candidate to identify herself before giving her any

information: name, function and name of the hospital.
 You ask the candidate to identify herself if she does not do so

spontaneously.
 If the candidate starts the interview with a general question, for example:

“Why did you transfer Mrs. Labrie to the emergency room?” you reply:
“Because her overall condition had deteriorated and she had been
disoriented for some time.”
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REASON FOR THE
TRANSFER TO
HOSPITAL

 You contacted the doctor who came to see the client the day before on

account

of

the

deterioration

in

her

overall

condition

and

her

disorientation.
 The doctor called the emergency room to organize the transfer.
 You were not at the home when Mrs. Labrie was transferred at around

17:30 yesterday.
 However, you were informed of the situation.

AUTONOMY

 You observed an overall loss of autonomy in Mrs. Labrie.
 The loss of autonomy started 4 or 5 days ago.
 If the candidate asks you to explain the loss of autonomy observed, ask

her: “What exactly do you want to know?”
 If she asks you questions about the client’s hygiene care or feeding or

mobility (ability to get around), use the information provided below to
answer her questions, remaining vague about the time of onset of the loss
of autonomy (see table “Summary of the situation” p.109).
SUPPORT NETWORK

 Mrs. Labrie has been a widow for 7 years.
 She doesn’t have any children.
 She is the last living member of her family.

INTEGRETY OF HER
SENSES

RETURN TO THE
HOME

 She wears corrective lenses for myopia and presbyopia.
 She doesn’t have any hearing problems.
 The client will have to be assessed later to determine whether she is able

to return to the home for independent and semi-independent seniors,
depending on the extent of her recovery.
 For the moment, her place at the home is reserved.

INSTRUCTIONS FOR

Eight minutes after the beginning of the station, if the candidate has not

THE END OF THE

finished yet, say to her “Do you have any other questions because I have to

INTERVIEW

go and give a resident a treatment?” You may hung up.
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Summary of the situation
BEFORE THE DETERIORATION
AUTONOMY:

She was autonomous for hygiene

ADL-IADL

care, feeding, mobility and

AT THE TIME OF THE TRANSFER

elimination.
 Hygiene care

 She cared about her appearance,

her hair was nicely done.
 She took care of her hygiene care

Since a few days ago:
 She no longer washes without

assistance.
 She neglects her clothing and

herself.

physical appearance.
 She no longer does her hair.
 Feeding

 She ate without assistance.

Since a few days ago:

 Her appetite was normal.

 She doesn’t eat much.

 She went to the residents’

 She eats in her room.

cafeteria without assistance.

 She is only able to eat without

assistance if stimulated.
 Mobility

 She walked slowly for short

Since a few days ago:
 She walks with the assistance of an

periods.
 She was able to get around

unassisted.

orderly and only if she is
stimulated to do so.

 She didn’t have any falls.

 Her movements are limited, she

goes from the chair to the toilet and
to the bed.
 For the past 12 hours, she has

stayed in bed.
 Elimination

 She was continent of urine and

went to the toilet without
assistance.

You have made the following
observations in the past 4 to 5 days.
If the candidate does not ask you to
specify when the urinary incontinence
started, stay vague and tell her that it
started a few days ago without
specifying the number of days.
Urinary incontinence:
 She started to be incontinent 4 to 6

times a day.
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BEFORE THE DETERIORATION

AT THE TIME OF THE TRANSFER
 She had to wear incontinence briefs

because she stopped asking to go to
the toilet.
 She urinated in her underwear if

she wasn’t brought to the toilet
every 2 hours.
 However, if she was brought to the

toilet every 2 hours, she didn’t have
any involuntary urine loss.
 The health care staff were

attentive and brought her to the
toilet regularly.
 You suggest that the nurse adopt

this measure which was effective.
SOCIAL LIFE

 She was a cheerful person, well

oriented and proud.

 Overall condition: she hasn’t been

as cheerful for the past few days.

 She liked to participate in all the

 She no longer participates in the

activities offered at the home.

activities offered at the home.

 She knew how to express her

needs.
 She was usually very interesting

to talk to.
MENTAL STATE

 Before, she was able to say your

name (orientation to people).
 Apart from the Folstein test

yesterday, she hasn’t ever had
any other tests, since her mental

Since 4 to 5 days ago or since few days
ago (depending on the candidate’s
questions):
 Her movements are slow and she is

incoherent.
 She started to leave her personal

state was normal.

belongings lying around
everywhere.
 She forgets to show up for activities

that she would usually never
misses.
 She is disoriented.
 It’s the first time this has ever

happened to her.
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BEFORE THE DETERIORATION

AT THE TIME OF THE TRANSFER
 She doesn’t recognize us any more

(orientation to person).
 She confuses the present and the

past (orientation to time).
 She doesn’t know the name of the

home she lives in (orientation to
place).
 On the Folstein test yesterday, her

score was 21/30.
 Overall condition: she has been

PHYSICAL HEALTH

very tired, lethargic and less
cheerful since a few days ago.
 Vital signs

Last month: BP 130/80, P 78/min.,
reg., R 16/min., reg., oral T°36,5°C

 Around 17:30, at the time of the

transfer: BP 140/80, P 85/min.,
reg., R 16/min., reg., oral T°37.7°C.
 Mrs. Labrie has not had a cough in

 Respiratory

condition

the past few days.
 The fever developed around 4 days

 Fever

ago.
 Her oral T° has always stayed

between 37.5°C and 37.8°C.
 Diabetes

 She has had type 2 diabetes for

around twenty years.

 She says she is unable to check her

blood glucose level herself.

 She followed her sugar-free diet

very carefully.
 Her diabetes was very well

controlled with metformin
(Glucophage) 750 mg PO bid and
glyburide (Diabeta) 10 mg PO qd.
 Her glycosylated hemoglobin was

unremarkable.
 Yesterday, before the transfer, it

was 5.8%.
 She check blood glucose levels

herself in the morning and the
evening and the results were
usually normal.
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BEFORE THE DETERIORATION

AT THE TIME OF THE TRANSFER

 She was followed by an internist

every 6 months and saw the
doctor at the home every month.
CARE AND
TREATMENT

 She was bedridden.
 She received 650 mg of acetaminophen (Atasol) every 4 h for the past

DURING THE 12
HOURS PRIOR TO
THE TRANSFER

2 days.
 The last dose was administered just before she was transferred to the

hospital where you are working, around 17:30.

Material required
A desk with:


a telephone;



the emergency room progress note, including the biomedical data, medical history, provisional
diagnosis and psychosocial data;



the medical orders;



the therapeutic nursing plan (TNP).
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FURTHER READING


normal age-related changes;



distinction between delirium, dementia and depression;



risk factors and precipitating factors for delirium;



signs of dehydration;



main infections in the elderly: respiratory, urinary, etc.;



clinical signs and symptoms of an infectious process in the elderly.
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INSTRUCTIONS FOR THE CANDIDATE

Clinical setting

Medical and palliative care unit

Name

Monique Auger

Reason for
hospitalization

Violent headaches

Clinical situation
Four days ago, Mrs. Auger, age 48, was hospitalized on the medical and palliative care unit
for the first time.

She was admitted for violent headaches associated with cerebral

metastases secondary to right breast cancer. It is 12:30, Mrs. Auger buzzes and you go to her
room.

Instructions
You have 10 minutes to:
1. Assess Mrs. Auger’s condition
2. Intervene according to her needs
3. Adjust Mrs. Auger’s TNP if necessary

Available documentation:
• Excerpt from the therapeutic nursing plan (TNP)
• Medical orders
• Excerpts from the CPS for the prescribed medications
• Medication record listing the medications administered during the night and since the beginning of
the shift
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Excerpt from the therapeutic nursing plan (TNP)

Mrs. Auger

ASSESSMENT FINDINGS
Date

Time

No.

2008-12-12

8:30

2

Priority problem or need

RESOLVED/SATISFIED
Date
Time
Initials

Initials

Professional/
department involved

Violent headaches associated with
cerebral metastases

HB

CLINICAL FOLLOW-UP
Date

Time

No.

2008-12-12

8:30

2

Nursing directive

Initials

Check for headaches q 1 h during the day and evening and when
awake at night

2

HB

Administer breakthrough doses of morphine regularly if pain > 2 on
a scale of 0 to 10

HB

2

Notify nurse if > 3 breakthrough doses of morphine administered qd

HB

2

Nurse to assess effectiveness of pain management qd

HB

Signature of nurse
Hélène Bissonnette

DISCONTINUED/CARRIED OUT
Date
Time
Initials

Initials
HB

Program/dept.

Signature of nurse

Medecine 3E

Medical orders



dexamethasone (Decadron) 4 mg PO qid



gabapentin (Neurontin) 100 mg PO tid



morphine LA 30 mg PO q 12 h



morphine 5 mg PO q 45 to 60 min. PRN



lorazepam (Ativan) 0.5 mg tid SL PRN



senna (Senokot) 2 tabs PO hs



docusate (Colace) 200 mg PO bid



prochlorperazine (Stemetil) 5 to 10 mg PO qid PRN
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Excerpts from the CPS for the prescribed medications



dexamethasone (Decadron)



gabapentin (Neurontin)



morphine LA



morphine



lorazepam (Ativan)



senna (Senokot)



docusate (Colace)



prochlorperazine (Stemetil)

Medication record

DATE

TIME

PAIN

MEDICATION RECEIVED

OBSERVATION

SIGNATURE

2008-12-13

1:00

3/10

REFUSES breakthrough
dose of morphine

Headache

Barbara Fournier NA

2008-12-13

2:00

1/10

---

Headache

Barbara Fournier NA

2008-12-13

3:00

1/10

---

Headache

Barbara Fournier NA

2008-12-13

4:00

2/10

---

Headache

Barbara Fournier NA

2008-12-13

5:00

4/10

Headache

Barbara Fournier NA

2008-12-13

6:00

1,5/10

---

Headache

Barbara Fournier NA

2008-12-13

7:00

2/10

---

Headache

Barbara Fournier NA

2008-12-13

8:00

2008-12-13

9:00

2/10

Morphine LA 30 mg PO
Dexamethasone (Decadron)
4 mg PO

Headache

Hélène Bissonnette, RN

2008-12-13

9:30

5/10

Morphine
5 mg PO
(breakthrough dose)

Headache

Hélène Bissonnette, RN

2008-12-13

11:30

3/10

REFUSES breakthrough dose
of morphine

Headache

Hélène Bissonnette, RN

Morphine 5 mg PO
(breakthrough dose)

Gabapentin 100 mg PO

Hélène Bissonnette, RN

Docusate 200 mg PO
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Station overview
When you enter the client’s room, you observe:
1. The client’s position


Lying on her back, the head of the bed raised to 30°



Left hand on her forehead

2. The client’s attitude and behaviour during the interview


Face strained, upper and lower extremities tense



Discouraged by the recurring headaches



Ambivalent about taking medication regularly and frequently



Worried about the effects of the medication



Very cooperative if you explain the effects of the medication or if you ask questions clearly

Available material


An excerpt from the TNP



The medical orders



Excerpts from the CPS for the prescribed medications



The medication record listing the medications administered during the night and since the
beginning of the day shift

Reminder
If necessary, read the instructions again to find out what you have to do:
1. Assess Mrs. Auger’s condition
2. Intervene according to her needs
3. Adjust Mrs. Auger’s TNP if necessary
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Identification of interventions
1. Assess Mrs. Auger’s condition
Given Mrs. Auger’s presenting signs and symptoms, what data will you collect from her?
_________________________________________________________________________________________
_________________________________________________________________________________________
What additional information will you collect from the client with respect to her occasional refusal
to take the medication?
_________________________________________________________________________________________
_________________________________________________________________________________________
2. Intervene according to her needs
During your assessment of Mrs. Auger’s situation, you identify the side effects she is concerned
about: drowsiness, respiratory depression and dependency/addiction. What information will you
give her in this regard?
_________________________________________________________________________________________
_________________________________________________________________________________________
What interventions must you carry out to relieve the client’s pain?
_________________________________________________________________________________________
_________________________________________________________________________________________
3. Adjust Mrs. Auger’s therapeutic nursing plan (TNP) if necessary
Do you need to adjust Mrs. Auger’s TNP given her concerns about the medication? Is so, indicate
the adjustments you will make on the form below.
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ASSESSMENT FINDINGS
RESOLVED/SATISFIED
Initial
s
Date
Time
Initials

Date

Time

No.

Priority problem or need

2008-1212

8:30

2

Violent headaches associated with
cerebral metastases

Professional/
department
involved

HB

CLINICAL FOLLOW-UP
Date

Time

2008-12-12 8:30

No.

Nursing directive

Initials

2

Check for headaches q 1 h during the day and evening and when
awake at night

2

DISCONTINUED/CARRIED
OUT
Date
Time
Initials

HB

Administer breakthrough doses of morphine regularly if pain > 2 on
a scale of 0 to 10

2
2

HB
Notify nurse if > 3 breakthrough doses of morphine administered qd HB
Nurse to assess effectiveness of pain management qd
HB

Signature of nurse

Initials

Program/dept.

Hélène Bissonnette

HB

Medicine 3 E

Signature of nurse

Initials

Program/dept.

If not, explain why
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
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Observation checklist
The candidate
1.

Assessment of the situation

1.1

Assesses the pain:

if done

1.1.1 Factors that triggered or precipitated the pain (P)
1.1.2 Measures taken by the client to relieve the pain other than medication (P)
1.1.3 Qualitative description of the pain (Q) (e.g., throbbing, shooting, sharp)
1.1.4 Severity on a scale of 0 to 10 (Q)
1.1.5 Region and radiation of the pain (R)
1.1.6 Presence of associated signs and symptoms (S): nausea, vomiting or others
1.1.7 Onset and duration of the pain (T)
1.1.8 The client’s perception or factors the client believes might influence the pain (U)
1.2

Asks the client if the last analgesic was effective

1.3

Assesses the analgesia:

1.3.1 Consults the medication record (IO)
1.3.2 Indicates the time of the last breakthrough dose: 9:30
1.3.3 Says that the client refused the breakthrough dose of morphine twice: during the night and at
11:30 this morning, despite pain > 2
1.3.4 Explore the reasons behind the client’s refusal to take the medication (IO)
2.
2.1

Interventions appropriate to the client’s needs
Gives at least one item of relevant information about each of the following to allay the client’s
fears (IO):
- Drowsiness
- Respiratory depression
- Dependency/addiction

2.2

Offers the client a breakthrough dose of morphine immediately

2.3

Suggests that she have a breakthrough dose of morphine every 45 to 60 minutes

2.4

Explains the benefits of not delaying a breakthrough dose (IO)

2.5

Tells her that the dosage for the morphine is established to prevent respiratory depression

2.6

Reflects or rephrases the client’s feeling of ambivalence

2.7

Avoids giving false reassurance (IO)

3.

Adjustment of the TNP (IO)
See the answer key form (p.122)
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Instructions for observers (IO)
1.

Assessment of the situation

1.3.1

When the candidate consults the medication record, ask her what her analysis of the
document is.

To obtain the mark «done», the candidate must:
1.3.4

Ask a question such as “Why did you refuse to take the analgesic you were offered to give you
relief last night and this morning?” or “Can you tell me why you are afraid to take
morphine?”

2.

Interventions appropriate to the client’s needs

2.1

Give at least one of the following items of information for each side effect:
Drowsiness
 Can occur when a client first starts taking narcotic analgesics or when the dose is

increased. This situation tends to stabilize after a few days
Respiratory depression
 Tell the client that her respiratory rate is 16/min. at the moment, which is considered

normal or
 Tell her that her respiratory rate is within the normal range since it has been between 12

and 24/min. since she was hospitalized or
 Tell her that a progressive increase in narcotics (as in her case) does not usually result in

respiratory depression
Dependency/addiction
 The use of narcotics to relieve pain very rarely leads to dependency (the client uses the

term addiction) or
 In cancer with metastases, the use of higher doses may be associated with progression of

the disease or
 In the present situation, stress and anxiety may increase the pain and thus contribute to

the need for higher doses of narcotics
2.4

Explain that very intense pain is hard to relieve and that a preventive approach
(breakthrough dose) usually reduces the quantity of medication required in the long term.
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2.7

Avoid giving false reassurance, for example, saying to the client: "Don’t worry about it" or
"There’s no need to be worried."

3.

When the candidate has finished her assessment and has tried to respond to the client’s
concerns or seven minutes after the beginning of the interview, ask her if she thinks the TNP
needs to be adjusted. If she replies “yes”, give her a TNP form and ask her to adjust it.

Answer key form :
Excerpt from the therapeutic nursing plan (TNP)

Mrs. Auger

ASSESSMENT FINDINGS
Date

Time

No.

2008-12-12

8:30

2

Priority problem or need

12 :30

3

HB

Fears or worries about the analgesia

Your initials

CLINICAL FOLLOW-UP
Time

Date
2008-12-12

2008-12-16

8:30

12 :30

Professional/
department involved

Violent headaches associated with
cerebral metastases

2008-12-16

RESOLVED/SATISFIED
Date
Time
Initials

Initials

No.

Nursing directive

DISCONTINUED/CARRIED OUT

Initials

2

Check for headaches q 1 h during the day and evening and when awake at night

HB

2

Administer breakthrough doses of morphine regularly if pain > 2 on a scale of 0 to 10

HB

2

Notify nurse if > 3 breakthrough doses of morphine administered qid

HB

2

Nurse to assess effectiveness of pain management qd

HB

3

Inform client about the beneficial effects of breakthrough doses of morphine and
about the side effects and adverse effects she is worried about when she refuses to

Date

Time

Initials

Your initials

take a breakthrough dose OR
2008-12-16

12 :30

3

Signature of nurse
Hélène Bissonnette
Your name

Encourage the client to express her fears or worries when she refuses the medication

Initials
HB

Program/dept.

Signature of nurse

Medecine/Palliative Care 3E

Your initials
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Rationale and additional information
The goal of this station is to evaluate your ability to assess the situation of a client who is concerned
about analgesia, to identify the appropriate intervention, to provide cancer pain relief in a context of
palliative care, to provide her with information to allay her concerns and to adjust the therapeutic
nursing plan if necessary.
Clinical situation
Optimal pain management and keeping the client comfortable are the primary goals of care during
hospitalization in palliative care.
Pain can be classified according to its origin, either nociceptive or neuropathic, as well as according
to its duration and severity. In the present situation, given its instability, the cancer pain is treated
as acute, persistent, neuropathic pain. Gabapentin (Neurontin) is used to treat neuropathic pain
caused by the tumoral process, while morphine is used for the relief of acute, persistent pain. For its
anti-inflammatory properties, dexamethasone (Decadron) is also administered to provide the best
possible pain relief for the client by reducing cerebral edema.
Pain is considered neuropathic when it is caused by damage to nerve tissue. This may occur, for
example, as a result of chemotherapy treatments. Persistent pain lasts for more than 3 months and
is usually associated with decreased functional capacities and psychological disturbances. This type
of pain inevitably has an adverse effect on the person’s quality of life. Acute pain has a specific cause
and usually lasts less than 3 months.

In this situation, Mrs. Auger has both types of pain;

breakthrough doses are therefore prescribed as an adjuvant to long-acting morphine.
A number of factors are likely to influence Mrs. Auger’s perception of her pain: 1) psychological
factors (isolation, fear, depression, sadness, anxiety and guilt); 2) socioeconomic factors (finances,
family or professional situation) and 3) spiritual factors (regrets and fear of dying). Mrs. Auger’s
health situation, her headaches and the use of analgesics are causing her anxiety and multiple fears,
including fear of a physical, cognitive and emotional deterioration, accompanied by a feeling of
helplessness and even despair.
Assessment of the situation
Pain is assessed using scales that objectivize the client’s perception of her pain and indicate the
effectiveness of interventions.
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The PQRSTU mnemonic is frequently used to describe pain. P identifies provoking or palliating
(alleviating) factors; Q provides information about the quality and quantity of the pain (from 0 [no
pain] to 10 [unbearable pain]); R indicates the region and radiation; S indicates severity or the
presence of associated signs and symptoms; T indicates the time (onset and duration); while U
(understand) helps the nurse to assess the client’s perception of the pain or factors that might
influence the pain. During the assessment, the nurse also finds out whether the last analgesic was
effective.
Morphine (an opioid) is a first-line medication in the relief of cancer pain. In the present situation,
the client is receiving two types of morphine: long-acting (12 h) and short-acting (approximately. 4
h). The latter is administered in breakthrough doses, that is, between regular doses of long-acting
morphine. Breakthrough doses are used to relieve peaks of pain, “a temporary increase in pain to
greater than moderate intensity (…)” (Jovey, 2002, p. 10). In the presence of cerebral metastases,
adjuvant analgesia can be used.

In the present situation, corticosteroids (dexamethasone or

Decadron) are administered to reduce edema and inflammation and thereby alleviate cerebral pain.
In the palliative phase, some clients experience constant, mild pain (rated at 2 on a scale of 0 to 10);
this is considered acceptable, given the stage of the disease.

A situation where pain relief is

incomplete or pain is above the acceptable threshold (intensity higher than 2 on a scale of 0 to 10), as
is the case with Mrs. Auger, must be re-evaluated.
Pain relief interventions
In palliative care, the regular administration of long-acting narcotics in conjunction with shortacting narcotics (breakthrough doses) reduces the total amount of narcotics required in the long
term. This may help reassure a client who is reluctant to take breakthrough doses regularly to
relieve pain. However, if the disease progresses, higher doses may be required to ensure adequate
pain relief. If more than 3 to 4 breakthrough doses of morphine are administered daily, the dosage of
long-acting morphine administered every 12 hours must be reviewed.
The client’s fears about the medication are threefold: addiction, drowsiness and respiratory
depression. The nurse will inform the client that using narcotics to relieve persistent pain does not
lead to addiction. When a person is addicted, they are preoccupied with obtaining opioids, despite
adequate pain relief, and this is unlikely in the present context.

The client is more at risk of

developing a type of tolerance to the medication. This “neuroadaptation” to opioids may explain why
higher doses are required to produce the same effect as the disease progresses.
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Drowsiness may occur when narcotics are started or when doses are increased.

However, it is

usually temporary and tends to stabilize after a few days on the medication.
Moreover, all narcotics can cause respiratory depression. The client is concerned about respiratory
depression and is afraid of dying. The nurse reassures Mrs. Auger by telling her that the dosage of
the morphine is determined based on her weight, her physiological needs and her clinical condition
and that the dosage of narcotics is increased progressively. These measures usually prevent
respiratory depression.
The nurse listens to the client and tries to allay her anxiety and pain. As far as her clinical condition
allows, the client is involved in decisions related to pain relief, for she knows best what brings her
relief and contributes to her well-being (OIIQ, 2007).
The collaboration of the multidisciplinary team (doctor, nurse, pharmacist, social worker, chaplain,
etc.) is essential in the treatment of a person at the end of life. Ideally, the client should have access
to these resources to address her concerns, despair and fears. The nurse plays an important role in
accompanying the client and intervenes with both the client and her significant others.
Numerous nonpharmacological interventions may be used in conjunction with pharmacological
measures to promote optimum pain relief.

Although the administration of medications is the

preferred intervention in this situation, other measures can help relieve pain. These include active
listening, reassurance, teaching, breathing exercises, music therapy, electrical stimulation, hypnosis
and mental imagery (OIIQ, 2007).
Adjustment of the therapeutic nursing plan (TNP)
Upon admission, the nurse enters the priority problem of violent headaches associated with cerebral
metastases in Mrs. Auger’s TNP. While hospitalized, the client’s condition is assessed and another
priority problem requiring clinical follow-up is identified, namely, Mrs. Auger’s concern about taking
analgesics. This new finding is entered in the TNP along with directives in order to promote optimal
relief of the persistent pain associated with cerebral metastases. The directives primarily concern
activities to alleviate the client’s fears. They involve informing her about the beneficial effects of
breakthrough doses of morphine and about the side effects and adverse effects she is worried about.
They also involve encouraging Mrs. Auger to express her fears or worries when she refuses to take a
breakthrough dose and providing reassurance if necessary.
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SCENARIO FOR THE SIMULATED CLIENT
Breast cancer with cerebral metastases
Name

Monique Auger

Age

48

Reason for
hospitalization

Violent headaches

SOCIOECONOMIC

 You have been married for 25 years.

STATUS

 You have 2 daughters, aged 21 and 23.

OCCUPATION

 You left your job as a receptionist in a lawyers’ office shortly after you

were diagnosed with breast cancer 1 year ago.
DRESS

 You are wearing your own nightgown.
 You hair is tousled.
 You have shadows under your eyes and your complexion is dull.

POSITION

 You are lying on your back.
 The head of the bed is raised to 30°.
 Your left hand is on your forehead (you simulate a headache).

ATTITUDE AND

 You answer the nurse’s questions satisfactorily despite your headache.

BEHAVIOUR

 You are in pain.

DURING THE
INTERVIEW

 Your face is strained and you frown 4 times during the interview.

The goal of this station is to assess the candidate’s ability to assess the level of pain you are right
now and give you appropriate information to allow you to obtain optimal relief.
CURRENT
SITUATION

 You have been hospitalized on the medical unit for 4 days for violent

headaches.
 You have had right breast cancer for 1 year.
 One month ago, cerebral metastases were discovered. They cause

headaches and loss of balance.
 This is the first time you have been hospitalized in palliative care.
 You are no longer having chemotherapy or radiotherapy.
 The goal of treatment is to make you comfortable.
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PHYSICAL

 You are tired and don’t have a lot of energy.

CONDITION

 You feel you are fighting something again.
 You don’t sleep much because you are afraid you will stop breathing in

your sleep.
 Your appetite has diminished and you feel nauseous.
 You are in pain.

EMOTIONAL STATE

 You feel discouraged about your future; your hopes have suddenly been

dashed.
 You know that you may die sooner than you expected, you think the end is

near.
 You want to live your last months to the fullest.
 You don’t want to stay stuck in a hospital bed.

INSTRUCTIONS FOR
THE BEGINNING OF
THE INTERVIEW

 As soon as the candidate enters the room, you say to her: “I don’t

understand! I’m still in pain! Yet I’m taking more medication since I was
hospitalized.”
 You ask her: “What can I do to get more relief?”
 If the candidate suggests taking your breakthrough doses regularly, you

say: “I’m afraid”.
PAIN

 The pain in your right breast is well controlled now (1 on a scale of 0 to 10).
 At the moment, the pain takes the form of headaches.
 Your headache has the following characteristics:

- Region: the forehead radiates to the back of the neck.
- Severity: 7 (scale of 0 to 10).
- Time: the pain has never gone away completely since breakfast.
 Pain triggered by: you don’t know, it’s there even at rest.
 Associated signs and symptoms: you feel nauseous at the moment.
 Pain relieved by: the pain was partly relieved by the breakthrough dose

you were given at 9:30, but you refused the one at 11:30.
 You also try to do some visualization occasionally like you used to do

before to relieve the pain, but it’s not enough anymore.
 Understanding of the problem: you think that the metastases are

progressing and that they are causing the pain.
ATTITUDE TO
ANALGESIC
MEDICATIONS

 The doctor prescribed breakthrough doses of morphine that you are afraid

to take.
 You think you are taking too much medication and you are afraid of the

side effects, especially the morphine.
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 You refused to take the breakthrough doses of morphine twice: last night

and at 11:30, despite the pain.
 You are ambivalent about the analgesic medication prescribed.
 You think you are already taking a high dose of morphine every 12 hours.
 If the candidate explores the reasons behind your reluctance to take the

breakthrough doses of morphine, you tell her that you are afraid:
- of becoming increasingly drowsy, of losing touch with reality and
becoming confused (drowsiness);
- that the higher dose of medication is making you weaker by slowing
your breathing and is hastening your death (respiratory depression);
- of becoming dependent on narcotics because you are taking higher
doses (addiction).
 You are very reluctant to take the medication suggested (breakthrough

doses of morphine) as long as the candidate does not give you any
information about each of your 3 major fears.
 You agree to take the medication if the candidate gives you one item of

information to reassure you about each of your 3 fears.
 You say that you are still worried about the medication, despite the

information you have been given.
MEDICATION

The doctor prescribed several medications.
 For pain:

- You take morphine twice a day and breakthrough doses every hour or
every 45 minutes.
- You also take Neurontin and Decadron.
 For anxiety, you take Ativan.
 For nausea, you take Stemetil.
 For constipation, you take Senokot and Colace.
MEDICATION AT

 Colace 200 mg PO bid

HOME

 Morphine LA PO 20mg q 12 h.
 Morphine 5 mg q 4 h if unrelieved.

SUPPORT NETWORK

 Your children and your husband support you.
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Material and equipment


A hospital gown



A hospital bracelet



Your own nightgown



An excerpt from the TNP



The medical orders:
- dexamethasone (Decadron) 4 mg PO qid (9:00 ; 13:00 ; 17:00 ; 21:00)
- gabapentin (Neurontin) 100 mg PO tid (8:00 ; 16:00 ; 24:00)
- morphine LA 30 mg PO q 12 h (9:00 ; 21:00)
- morphine 5 mg PO q 45 to 60 min PRN
- lorazepam (Ativan) 0.5 mg tid SL PRN
- senna (Senokot) 2 tabs PO hs
- docusate (Colace) 200 mg PO bid (9:00 ; 17:00)
- prochlorperazine (Stemetil) 5 to 10 mg PO or IR qid PRN



The analgesics administered since the beginning of the shift



The monograph for the prescribed medications:
- dexamethasone (Decadron)
- gabapentin (Neurontin)
- morphine LA
- morphine
- lorazepam (Ativan)
- senna (Senokot)
- docusate (Colace)
- prochlorperazine (Stemetil)
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FURTHER READING


end-of-life approach;



types of pain and therapeutic approaches



pharmacological approaches to pain therapy



nonpharmacological approaches to pain relief



grieving process



method of administering long-and short-acting medication
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INSTRUCTIONS FOR THE CANDIDATE

Clinical setting

Psychiatric unit

Name

Simon Tremblay

Reason for
hospitalization

Major depression

Clinical situation
Around 13:30, Mr. Simon Tremblay, age 23, was admitted to the psychiatric unit against his
will after being brought to the emergency room by a friend.
At 15:50, during the change-of-shift report, the nurse on the day shift tells you that
Mr. Tremblay has been placed under “preventive confinement” for major depression with a high
suicide risk. He is in room 12, bed 2. A verbal no-suicide contract has been established for
24 hours. You are working with an orderly from the float team who doesn’t have any experience
on the psychiatric unit.

Instructions
In connection with the finding of high suicide risk in the TNP, you have 10 minutes to:
1. Give the orderly the relevant information about the client
2. Explain to the orderly the monitoring activities to be carried out and the protective measures
required to ensure the client’s safety during the shift
3. Tell the orderly the relevant data he must report to you to provide follow-up for the client

Available documentation :
• Excerpt from the data collected during the initial assessment
• Excerpt from the therapeutic nursing plan (TNP)
• Excerpt from the CPS for the prescribed medication
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Excerpt from the data collected during the nurse’s initial assessment

History of the presenting complaint


No psychiatric history.



First hospitalization.

Psychosocial data


Comes from a dysfunctional family.



Parents divorced when he was 4 years old.



He broke up with his girlfriend one month ago; he had been living with her for 2 years.



He is sad and feels he is to blame for the break-up.



Since then, he has stopped going to classes (bachelor’s degree in computer science) and
doesn’t see his friends as often.



Tends to cut himself off from others.



Confided to his friend that he was going to hang himself in the next few hours.

Physical examination


Thin with drawn features: appetite diminished since his girlfriend left (lost 10 kg in one
month).



Neglected appearance.



Vital signs: BP 122/78, P 76/min., R 20/min., reg.



Extreme fatigue: says he sleeps around 4 hours a night instead of his usual 8 hours.



Tends to sleep in the daytime.



History of chlamydia which was treated.

Emotional state


Answers questions hesitantly, in monosyllables only.



Is cut off from his emotions

Medical orders
14:00: - Lorazepam (Ativan) 1 mg PO tid PRN
- Prevetive confinement
- Constant supervision
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Excerpt from the therapeutic nursing plan (TNP)

Mr. Tremblay

ASSESSMENT FINDINGS
Date

Time

2008-12-12

13:30

No.

Priority problem or need

Initials

1

Major depression

GM

2

High suicide risk

GM

RESOLVED/SATISFIED
Date
Time
Initials

Professional/
department involved

CLINICAL FOLLOW-UP
Date

Time

No.

2008-12-12

13:30

1

Apply the standardized care plan for major depression

2

Establish a no-suicide contract q 24 h

2

Constant supervision [Dir. orderly’s work plan]:

2

Notify nurse if signs of deterioration in mental state [Verb. dir. orderly]

Signature of nurse
Guillaume Malenfant

Nursing directive

Initials

Program/dept.

GM

Psychiatry 5E

Initials

Signature of nurse

DISCONTINUED/CARRIED OUT
Date
Time
Initials

GM
GM
GM
GM

Initials

Program/dept.

Excerpt from the CPS for the prescribed medication
Lorazepam (Ativan): Class: anxiolytic/sedative. Indication: relief of manifestations of excessive
anxiety.
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Station overview
When you arrive at the nurses’ station, you observe:


A man in street clothes who is sitting in a chair, waiting



He is an orderly



The orderly remains silent while you read the information you have on the client



When you have finished and you turn to the orderly, he says to you: “Hello, my name is Gaston
Robert, I’m an orderly. This is the first time I’ve ever been here. I’m working this evening. I
was told to come and see you about a client I have to monitor.”

Reminder
If necessary, read the instructions again to find out what you have to do:
1. Give the orderly the relevant information about the client
2. Explain to the orderly the monitoring activities to be carried out and the protective measures
required to ensure the client’s safety during the shift
3. Tell the orderly the relevant data he must report to you to provide follow-up for the client
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Identification of interventions
1. Give the orderly the relevant information about the client
What relevant data must you give the orderly about the client’s situation so that he can provide
monitoring and protection?
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
2. Explain to the orderly the monitoring activities to be carried out and the protective measures
required to ensure the client’s safety during the shift
What monitoring measures and protective measures must you explain to the orderly so that he is
clear about what he has to do?
What must the orderly do to monitor the suicidal client?
__________________________________________________________________________________________
__________________________________________________________________________________________
What measures must be implemented to protect a client who is a high suicide risk?
__________________________________________________________________________________________
__________________________________________________________________________________________
3. Tell the orderly the relevant date he must report to the nurse
What observations must the orderly report to you so that you can provide appropriate clinical
follow-up?
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
4. Communication skills
What means will you use to collaborate effectively with the orderly?
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
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Observation checklist
The candidate

if done

1.

Transmission of relevant information about the client’s situation

1.1

Gives the following information about the client’s situation:

1.1.1

Client’s name and room number

1.1.2

High suicide risk or suicidal ideation with plan

1.1.3

Admitted against his will or preventive confinement

1.1.4

24 hour no-suicide contract

1.1.5

1st hospitalization

1.2

Respects the confidential nature of certain data: dysfunctional family and
chlamydia

2.

Instructions concerning monitoring measures and protective measures

2.1

Says the orderly must stay with the client

2.2

Explains the protective measures:

2.2.1

Purpose of preventive confinement (IO)

2.2.2

Necessity for confinement to the unit

2.2.3

Hospital gown at all times

2.2.4

Personal belongings locked up or no access to his belongings

2.2.5

Removal of dangerous objects

2.2.6

Three examples of dangerous objects (IO)

2.2.7

Precautions to take with visitors (IO)

3.

Instructions concerning observations to be reported to the nurse

3.1

Asks the orderly to report:

3.1.1

Agitation or anxiety

3.1.2

Expression of negative feelings or suicidal ideas

3.1.3

If the client actively looks for ways to commit suicide or any withdrawn behaviour

3.1.4

A radical change of attitude or if the client becomes cheerful, euphoric, detached
from his problems, etc.

4.

Communication skills

4.1

Introduces herself to the orderly: name and function

4.2

Gives the orderly clear instructions

4.3

Checks that the orderly understands the instructions or asks the orderly what he
has understood

4.4

Tells the orderly she will be available if needed

137

Extracts of the Preparation guide for the professional examination of the OIIQ – 2nd Edition

Instructions for observers (IO)
To obtain the mark «done», the candidate must:
2.2.1

Say that the purpose of preventive confinement is to have the client undergo the psychiatric
examination provided for by law to protect him from the danger he presents to himself.

2.2.6

Mention 3 objects that are potentially dangerous for Mr. Tremblay, for example:
- belts
- matches
- cigarettes
- glass objects
- laces
- sharp objects
- weapons
- alcohol and drugs
- cleaning products
- kitchen utensils
- etc.

2.2.7

Explain that anything visitors bring for the client must be inspected or that packages/gifts
must be inspected or that visitors must be told not to bring in potentially dangerous objects
for the client
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Rationale and additional information
The goal of this station is to assess your ability to effectively give an orderly she is working with
priority information about a suicidal client and to explain the required monitoring measures and
protective measures as well as the observations he must report to you to provide clinical follow-up for
the client.
Clinical situation
Suicide and attempted suicide are a major public health problem in Quebec (OIIQ, 2007b). According
to the Institut national de santé publique du Québec (INSPQ), the methods most commonly used to
commit suicide in Quebec are hanging, firearms and medication (St-Laurent and Gagné, 2007; cited
in OIIQ, 2007b, p. 29). People with depression have the highest rate of suicide (OIIQ, 2007b). In the
present clinical situation, Mr. Tremblay has been hospitalized for major depression with a high
suicide risk. Under the Act respecting the protection of persons whose mental state presents a

danger to themselves or others and the Civil Code of Québec, the client has been placed under
preventive confinement in a health care institution against his will in order to undergo a psychiatric
examination.
According to the OIIQ (2007b), three categories of factors may increase the level of suicide risk:
predisposing factors, contributing factors and precipitating factors.

In Mr. Tremblay’s case, his

recent break-up with his girlfriend (contributing and precipitating factors) combined with a
dysfunctional family history and a diagnosis of major depression (predisposing factors) increase his
suicide risk.
Suicide is the endpoint of a crisis situation that has developed over time. Before committing suicide,
the client looks for solutions to his suicidal thoughts which arise spontaneously as a solution to his
suffering. The idea of suicide then occurs regularly and he dwells on it more each time. The client
then loses hope: this is the suicidal rumination stage, which is followed by crystallization of the idea
and, finally, the act itself (OIIQ, 2007b).
A suicide crisis is when a person is at imminent risk of suicide in the next 48 hours (OIIQ, 2007b).
The warning signs for suicide can be recognized in what the client says, either directly or indirectly,
or in changes in his behaviour and should alert his significant others. Mr. Tremblay’s friend was
able to detect these signs in what his friend said to him, namely, that he was planning to hang
himself.
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The existence of a plan, looking for the means to put it into action, the presence of psychosis or
intoxication, thinking about what to write in a suicide note and refusal to establish a no-suicide
contract are signs of a suicide crisis and must not be disregarded. They require constant monitoring
and implementation of safety precautions. In Mr. Tremblay’s case, the suicide risk is high and his
situation could progress rapidly despite the verbal no-suicide contract.
Some institutions recommend establishing a verbal or written no-suicide contract. This type of
intervention encourages the client to become involved in his care and assume responsibility.
However, the contract cannot take the place of various safety precautions that must be taken, nor
does it guarantee that the suicidal client will not take his life (Drew, 2001; Videbeck, 2004). The
contract usually covers a 24-hour period (Carson, 2000).
Moreover, suicide is committed during shift changes and in the bathrooms of health care
institutions.

Monitoring must be increased due to the potential for harm shift changes and

bathrooms present (OIIQ, 2007b). Reducing access to any means the client could use to commit
suicide ensures a safer environment and is among the interventions that must be carried out to
reduce the risk of completed suicide.
Relevant information about the client
In this situation, the nurse asks the orderly to help monitor and protect a high-risk suicidal client.
She must therefore give him the necessary information to do so. Under the Charter of Human

Rights and Freedoms, which stipulates that every client has a right to non-disclosure of confidential
information, the nurse must only give the orderly the information he needs to fulfil his role and must
not disclose confidential information, such as family history (e.g., dysfunctional family) or medical
history (e.g., history of chlamydia), that the orderly does not require to intervene appropriately in
Mr. Tremblay’s case.
Monitoring activities, protective measures and clinical follow-up
When a person is at risk of suicide, it is important to determine the level of monitoring required for
the situation, to give clear instructions to the members of the health care team concerning the
monitoring to be provided, the signs to be reported and the actions to be undertaken (OIIQ, 2007b,
p. 29). These clinical decisions must be entered in the therapeutic nursing plan to provide clinical
follow-up and ensure continuity of care.
To provide follow-up for Mr. Tremblay’s high suicide risk, the nurse therefore entered three
directives in the TNP. The first one, which she will carry out, concerns renewal of the no-suicide
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contract. To do so, she meets with the client at the start of her shift and at other times during her
shift, depending on how his condition evolves. With respect to the clinical monitoring of the client,
assessment of the suicide risk every eight hours is considered a standard practice in a case of high
suicide risk, therefore does not need to be indicated in the TNP in a psychiatric care context.
The second directive refers to a monitoring measure entrusted to the orderly, namely, that he stay
with the client. In addition to this monitoring measure, protective measures are implemented for
the suicidal client, including: wearing a hospital gown, confinement to the unit, the removal of
personal belongings, the removal of potentially dangerous objects from the environment such as
belts, matches, cigarettes, glass objects, laces, sharp objects, weapons, alcohol and drugs, cleaning
products and kitchen ustensils. In addition, the health care team must monitor the client’s visitors
and inspect any packages and gifts he receives.
To allow the nurse to provide clinical monitoring for Mr. Tremblay, the third directive indicates the
observations the orderly must report to her: any change in the client’s attitude, such as sudden
detachment, the expression of negative feelings or suicidal ideas, a desire to isolate himself further,
remain silent, as well as any behaviour that might suggest that the client is actively looking for a
means to take his life. Since the orderly doesn’t have any experience on the psychiatric unit, the
nurse must make sure that he is clear about what he has to do to monitor and protect the client.
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SCENARIO FOR THE SIMULATED ORDERLY
Name

Gaston Robert

Age

62

Reason for the
interview

Change of shift

OCCUPATION



You are an orderly.

SOCIOECONOMIC



You have been working as an orderly on the float team for 1 year.

STATUS



You worked in housekeeping in the same hospital before.



You work full time on rotation, that is, you can be asked to work during the
day, the evening or the night.

DRESS



You are wearing street clothes.

POSITION



You are sitting at the nurses’ station.

ATTITUDE AND



You are a hard worker and you like to know exactly what you have to do.

BEHAVIOUR DURING

You have never worked on the psychiatric unit before. This unit scares you

THE INTERVIEW



You need explanations so you can understand why the client has to be under
constant supervision.



During the interview, if the candidate does not say what you must do to
monitor or protect the client, ask her to tell you exactly what she means.



You don’t really see why this level of monitoring is necessary, since the client
has promised not to commit suicide (no-suicide contract).

The goal of this station is to assess the candidate’s ability to give you relevant information about a
suicidal client and to explain the activities you must carry out to monitor and protect the client.
INSTRUCTIONS FOR
THE BEGINNING OF
THE INTERVIEW



You are silent.



When the candidate has finished reading the available documents and turns
toward you, you introduce yourself: “Hello, my name is Gaston Robert, I’m
an orderly. This is the first time I’ve ever been here. I’m working this
evening. I was told to come and see you about a client I have to monitor”.
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INSTRUCTIONS
DURING THE
INTERVIEW

PREVENTIVE
CONFINEMENT

 As the candidate addresses the following subjects (monitoring measures,

protective measures, type of confinement), ask her for explanations, for
example, by asking “why” questions.
 The candidate should mention the law that obliges the client to stay in

hospital against his will when he presents a danger to himself.
 If the candidate does not mention “preventive confinement”, ask her:

"If he really wants to go, what do I do? Clients in other units can leave the
hospital if they want to. After all, we can’t keep him against his will."
MONITORING
ACTIVITIES

PROTECTIVE
MEASURES

If the candidate does not say that you have to stay with the client, ask her:
“What do I do during my breaks?”
 If the candidate does not talk about measures to reduce the risk of suicide

(hospital gown, confinement to the unit, removal of personal belongings,
inspection of gifts, supervision of visitors, removal of dangerous objects, etc.),
ask her:
“Besides staying with him, do I have to do anything else to reduce the suicide
risk?”
 If the candidate doesn’t talk about restrictions on his moving around

(confined to the unit), ask her:
“Is he allowed to go wherever he likes? Like go to the cafeteria?”
INSTRUCTIONS FOR  If the candidate checks if you are clear about what you have to do, you say
THE END OF THE
INTERVIEW

“yes” and repeat only the points she has mentioned:
“I’ll stay with him.”
“I’ll check his room to make sure there’s nothing dangerous there.”
“I’ll make sure he’s wearing a hospital gown.”
“I’ll make sure his clothes have been put away safely.”
“I’ll tell him he has to stay on the unit.”

Resources and material required


a simulated orderly;



an excerpt from the TNP;



an excerpt from the data collected during the initial assessment.
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FURTHER READING


suicide: suicide potential, the nurse’s role, documentation in the file;



signs, symptoms and treatment of major depression;



confinement: preventive confinement, temporary confinement, confinement following a
psychiatric examination.
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INSTRUCTIONS FOR THE CANDIDATE
Clinical setting

long-term care facility

Name

Mrs. Ouellette

Reason for
hospitalization

Venous ulcer

Clinical situation
Mrs. Ouellette, age 73, has left hemiplegia as a result of a stroke she suffered 3 months ago.
She has been living in a long-term care facility for one month now owing to a loss of
autonomy. Mrs. Ouellette has had a venous ulcer on the lower medial third of the left leg for
2 weeks. She takes acetaminophen, 325 mg/tab 1 to 2 tabs q 4 h as needed to relieve her
pain.
Mrs. Ouellette’s ulcer was last assessed 2 days ago. Today, Carole-Anne Melanson, a nursing
assistant, reports her observations to you about Mrs. Ouellette’s dressing which she has just
changed. It is now 14:00.

Instructions
You have 10 minutes to:
1. Assess Mrs. Ouellette’s ulcer by collecting all the relevant data
2. Give the nursing assistant appropriate directives concerning the wound treatment plan
3. Adjust the therapeutic nursing plan if necessary

Available documentation:
• Wound treatment plan (TP) no. 1
• Wound assessment form
• Excerpt from the therapeutic nursing plan (TNP)
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Wound treatment plan no. 1


Cleanse wound with NaCl 0.9%



Barrier cream around the wound



Hydrogel on the wound bed



Primary dressing: nonadherent dressing impregnated with petroleum jelly, e.g., Bactigras



Secondary dressing: dry gauze

Wound assessment form

1.
2.
3.
4.
5.
6.

Date of initial assessment:
Wound present on admission on 2008-11-24:
Date of development of wound:
Recurrent wound:
Etiology:
Site of wound:

2008-12-08
no
2008-12-08
no
vascular (chronic vascular insufficiency)
medial lower medial third of left leg

Initial assessment

2008-12-08

Date
Location/class
Size
Length
Width
Depth
Tissue (wound
bed)
Surrounding
skin
Exudate
Type
Amount
Odour
Pain

Last assessment

2008-12-22 (2 days ago)

Left leg: lower medial third / class 6

Left leg: lower medial third / class 6

3,5 cm
6 cm
superficial

2,5 cm
4,5 cm
superficial

Pink

Pink

Pink and dry

Pink and dry

Serous
Scant
None

Serous
Scant
None

4/10

3/10
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Excerpt from the therapeutic nursing plan (TNP)

Mrs. Ouellette

ASSESSMENT FINDINGS
Date

Time

No.

2008-12-08

8:30

2

2008-12-10

11:00

3

Priority problem or need

Initials

RESOLVED/SATISFIED
Date
Time
Initials

Class 6 venous ulcer: lower medial

Professional/
department involved
Dietician, occupational

third of left leg

DG

Pain in left leg

DG

therapist, physio.

CLINICAL FOLLOW-UP
Date

Time

No.

2008-12-08

8:30

2

Nurse to assess wound q Monday or Tuesday during treatment

2

Apply treatment plan no. 1 q 2 days if scant exudate

DG

2

Notify nurse if wound deteriorates or if signs of infection

DG

2008-12-10

11:00

Initials

3

Administer analgesic 30 to 45 min. before dressing change

DG

Notify nurse if client unrelieved by 2 tabs acetaminophen

DG

3

Nurse to assess pain management q 3 days

DG

Initials
DG

Program/dept.
Long Term Care 4S
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DISCONTINUED/CARRIED OUT
Date

Time

Initials

DG

3

Signature of nurse
Diane Guérin

Nursing directive

Signature of nurse

Initials

Program/dept.
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Station overview
When you arrive at the nursing station, you observe:


The nursing assistant.

1. Contextual elements


Your nurse colleague carried out an initial assessment of the ulcer on Mrs. Ouellette’s left leg 2
weeks ago.



The last time the wound was assessed, 2 days ago, progress was satisfactory.

2. The nursing assistant’s attitude and behaviour during the interview


She shows an interest in reporting her observations to you, being cooperative and learning.



At your request, she provides information about the progress of Mrs. Ouellette’s wound.



She does not give the information spontaneously, but answers your questions willingly and
satisfactorily.

3. Current situation


The nursing assistant gives you the following information about Mrs. Ouellette’s wound:
1. whitish skin around the wound.
2. dressing 2/3 wet.

4. Available documentation :


Wound treatment plan no.1.



Wound assessment form: characteristics of the wound since it developed.



Excerpt from the therapeutic nursing plan (TNP).

Reminder
If necessary, read the instructions again to find out what you have to do:
1. Assess Mrs. Ouellette’s ulcer by collecting all the relevant data
2. Give the nursing assistant appropriate directives concerning the wound treatment plan
3. Adjust the therapeutic nursing plan if necessary
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Identification of interventions
1. Assess Mrs Ouellette’s ulcer
What data must you collect from the nursing assistant concerning the evolution of the wound?
_________________________________________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________
What must you do if the nursing assistant reports data that indicate a change in the wound
compared to the last assessment?
_________________________________________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________
What does the presence of whitish skin around the wound signify?
_________________________________________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________
What other data do you need to assess the wound? How will you collect it?
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
2. Give the nursing assistant appropriate directives concerning the dressing change
Based on your finding, what directives will you give the nursing assistant concerning the wound
treatment plan and the dressing change?
_________________________________________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________
How will you respond to the suggestion that the wound be exposed to the air to reduce moisture?
_________________________________________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________
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Why is hydrogel used in wound care?

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
3. Adjust the therapeutic nursing plan (TNP), if necessary
Does the TNP need to be adjusted in this situation? If so, indicate the adjustments you will make
in the form below.

ASSESSMENT FINDINGS
Date
2008-12-08
2008-12-10

Time

No.

8:30

2

11:00

3

Priority problem or need

Initials

RESOLVED/SATISFIED
Date
Time
Initials

Class 6 venous ulcer:

Professional/
department involved
Dietician, occupational

lower medial third of left leg

DG

Pain in left leg

DG

therapist, physio.

CLINICAL FOLLOW-UP
Date
2008-12-08

2008-12-10

Time

No.

8:30

2

Nurse to assess wound q Monday or Tuesday during treatment

DG

2

Apply treatment plan no. 1 q 2 days if scant exudate

DG

11:00

Nursing directive

Initials

2

Notify nurse if wound deteriorates or if signs of infection

DG

3

Administer analgesic 30 to 45 min. before dressing change

DG

3

Notify nurse if client unrelieved by 2 tabs acetaminophen

DG

3

Nurse to assess pain management q 3 days

DG

Signature of nurse

Initials

Diane Guérin

DG

Program/dept.

Signature of nurse

DISCONTINUED/CARRIED OUT
Date

Initials

Time

Program/dept.

Geriatrics 4 S

If not, explain why.
________________________________________________________________________________________

________________________________________________________________________________________
________________________________________________________________________________________
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4. Communication skills
What principles must be respected to promote a climate of interprofessional collaboration
between yourself and the nursing assistant?
________________________________________________________________________________________

________________________________________________________________________________________
________________________________________________________________________________________
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Observation checklist
The candidate

if done

1.

Wound assessment

1.1

Collects data about the evolution of the wound from the nursing assistant:

1.1.1

Checks for changes since the last dressing change:

1.1.1.1 Appearance of the dressing
1.1.1.2 Presence of exudate
1.1.1.3 Appearance of the exudate: type and amount and odour
1.1.1.4 Appearance of the skin around the wound
1.1.1.5 Presence of pain
1.2

Examines the wound (IO)

1.2.1

Says that she needs to see the client to assess the wound (IO)

1.2.2

Says that the whitish tissue on the surrounding skin is due to maceration or excess
moisture

1.2.3

Identifies two possible causes of the maceration problem (IO)

1.2.4

Says that the size of the wound must be measured (IO)

1.2.5

Says that the wound bed or base is pink or that granulation tissue is present

2.

Directives concerning the treatment plan and dressing change (IO)

2.1

Gives one reason why the wound must not be exposed to the air and explain why
before the nursing assistant asks (IO)

2.2

Identifies at least two benefits of a moist environment (IO)

2.3

Asks the nursing assistant to apply a barrier cream around the wound at each
dressing change

2.4

Reminds her that it is important to apply Hydrogel only to the wound bed (base)

2.5

Says that the dressing must be changed daily starting tomorrow

2.6

Reminds her that it is important to report any relevant observation

3.

Adjustment of the TNP
See the answer fey form (p.153)

4.

Communication skills

4.1

Stresses the relevance of the data provided to the nursing assistant

4.2

Checks the method used by the nursing assistant to change the dressing before
giving her directives
Makes sure the nursing assistant understands the directives by asking her to
summarize the steps explained

4.3
4.4

Tells her that she will be available if needed
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Instructions for observers (IO)
1. Wound assessment
1.2.1 When the candidate says that it is important that she go and assess the wound, give her the
photo of the wound and say to her “Describe what you observe.”

To obtain the mark “done”, the candidate must:
1.2.3

1.2.4

Identify two of the following possible causes of the maceration problem:


Excessive use of Hydrogel



Increased wound drainage



Inappropriate dressing



No skin barrier cream used around the wound

When the candidate says that the size of the wound must be measured, tell her that it hasn’t
changed since the last assessment.

2.

Directives concerning the treatment plan and dressing change
If the candidate says that she is going to refer the client to the enterostomal therapist, tell
her that there isn’t one in the long-term care facility and that she must give directives to the
nursing assistant.
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To obtain the mark “done”, the candidate must
2.1

2.2

3.

Give one of the following reasons why the wound should not be exposed to the air:


To avoid crust formation or



Crust formation is a physical obstacle to cellular proliferation or



Crusting slows the healing process or



The wound must be protected from contamination

Mention 2 of the following benefits of a moist environment:


Prevents crust formation



Promotes autolysis (self-healing)



Triggers the phases of repair



Maintains temperature stability



Accelerates the dermis and epidermis repair process



Reduces inflammation and pain



Causes less scarring



Prevents cellular dehydration

Adjustment of the TNP
When the candidate says that she would adjust the TNP, give her a TNP form.
Seven minutes after the beginning of the interview, if the candidate has not yet mentioned
the TNP, ask her if she needs to adjust the TNP in view of the information she has collected.
If she says “yes”, give her a TNP form and tell her to adjust it.
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Answer key form
Excerpt from the therapeutic nursing plan (TNP)

Mrs. Ouellette

ASSESSMENT FINDINGS
Date

Time

No.

2008-12-08

8:30

2

Priority problem or need

RESOLVED/SATISFIED
Date
Time
Initials

Initials

Class 6 venous ulcer: lower medial

-

third of left leg

DG
DG

2008-12-10

11:00

3

Pain in left leg

2008-12-24

15:00

2

Class 6 venous ulcer: lower medial third
of left leg: wound macerated

-

Professional/
department involved

Your initials

Dietician, occupational
therapist, physio.

Your initials

CLINICAL FOLLOW-UP
Date

Time

2008-12-08

2008-12-10

8:30

11:00

No.

Nursing directive

Initials

Time

Initials

2

Nurse to assess wound q Monday or Tuesday when wound treatment

DG

2008-12-24

15:00

Your initials

2

Apply treatment plan no. 1 q 2 days if scant exudate

DG

2008-12-24

15:00

Your initials

2

Notify nurse if wound deteriorates or if signs of infection

DG

3

Administer analgesic 30 to 45 min. before dressing change

DG

3

Notify nurse if client unrelieved by 2 tabs acetaminophen

DG

3

Nurse to assess pain management q 3 days

DG

2008-12-24

15:00

2

Nurse to assess wound qd AND

Your initials

2008-12-24

15:00

2

Apply treatment plan no. 1 qd OR

Your initials

2008-12-24

15:00

2

Nurse to apply treatment plan no. 1 qd

Your initials

Signature of nurse
Diane Guérin,
Your name

DISCONTINUED/CARRIED OUT

Initials
DG

Program/dept.
Geriatrics 4S

Your initials
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Date
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Program/dept.

Extracts of the Preparation guide for the professional examination of the OIIQ – 2nd Edition

Rationale and additional information
The goal of this station is to evaluate your ability to assess a class 6 ulcer (active ulcer), follow its
evolution and assess the effectiveness of the treatment plan by collecting data from a nursing
assistant, and to adjust the therapeutic nursing plan (TNP), giving appropriate directives to the
nursing assistant.
Clinical situation
Venous ulcers account for approximately 70% of all leg ulcers, while arterial ulcers and mixed ulcers
(venous and arterial) account for 10% and 10 to 15% respectively. A venous ulcer is a wound that
develops in the lower third of the leg, most commonly over the medial malleolus, and is caused by a
dysfunction of the venous system (OIIQ, 2007f, p. 205). Over time, venous hypertension resulting
from chronic venous insufficiency compromises the supply of nutrients needed to maintain skin
integrity.
A number of risk factors associated with venous hypertension are responsible for venous ulcers,
including aging, family history, reduced mobility, decreased or loss of muscle mass, obesity and a
history of deep vein thrombosis. In the present situation, Mrs. Ouellette has had a class 6 active
venous ulcer on her left leg for 2 weeks. The risk factors associated with her hemiplegia leave her
vulnerable to venous ulcers.
A class 6 venous ulcer is characterized by the presence of an active ulcer. Until recently, venous
ulcers were believed to be relatively painless wounds.

Numerous studies have, however,

demonstrated the opposite (OIIQ, 2007f, p. 217). The pain associated with a venous ulcer starts as a
sensation of burning and heaviness in the leg. As it progresses, the pain becomes localized around
and at the surface of the wound and elsewhere in the leg. The pain is worse in hot humid weather
and at the end of the day, especially after prolonged sitting with the legs dangling. One method
suggested to bring relief is to rest with the legs elevated.
Wound assessment
Article 36 of the Nurses Act stipulates that, with respect to wound care, the nurse determines the
treatment plan for wounds and alterations of the skin and teguments.

The nursing assistant

contributes to wound care by applying the treatment plan.
Wound assessment is an activity reserved to nurses. Assessment is usually weekly, or more often,
depending on the nature of the wound and its evolution. According to the OIIQ (2007b), systematic
wound assessment is necessary in certain clinical situations: 1) when a client is admitted to an
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institution; 2) after surgery; 3) after debridement; 4) if signs of deterioration or a copious, foulsmelling or purulent exudate are present and, 5) following a change in topical treatment. The nurse
collects data from the nursing assistant about the characteristics of the wound, the condition of the
surrounding skin and the exudate.
In this situation, the nurse’s assessment of the wound based on her examination of the wound and
the data collected from the nursing assistant confirm the maceration around the wound.
The class 6 venous ulcer has been present on the left leg for 2 weeks. The skin around the wound is
soft and whitish, whereas it was pink 2 days ago. The wound base is still pink. Drainage is clear and
heavier than 2 days ago. The wound and dressing do not produce an odour. The wound is the same
size as during the last assessment.
Maceration, which is defined as a softening of skin that has remained in an overly moist
environment, can significantly impair wound healing.

The exudate is managed by keeping the

wound bed moist and the surrounding skin intact and dry (Registered Nurses Association of Ontario,
2002). Excessive use of Hydrogel, the use of an inappropriate dressing as well as failure to apply a
barrier cream to the skin around the wound are potential causes of skin maceration.
Directives concerning the wound treatment plan and the dressing change
The treatment plan is based on evidence and best practices in wound care. The nurse must have a
thorough knowledge of the indications and selection criteria for different types of dressings. Mrs.
Ouellette’s treatment plan indicates that the wound must be cleansed with NaCl 0.9%. This isotonic
saline solution, used at room temperature, is one of the best treatment choices in this situation and
is economical in cost. Furthermore, this non-cytotoxic solution is compatible with human tissue and
is usually preservative free (RNAO, 2002).
The primary dressing is applied directly over the wound, while the secondary dressing is placed over
the primary dressing to protect it and absorb any surplus exudate. In the present situation, Mrs.
Ouellette’s wound is covered with a nonadherent primary dressing impregnated with petroleum
jelly, e.g., Bactigras. This type of dressing prevents secondary dressings from adhering to the wound
bed (base) and minimizes tissue damage and pain when the dressing is removed. A nonadherent
dressing impregnated with petroleum jelly, such as Bactigras, is multipurpose. It is permeable to
exudate, allows irrigation of the wound and can be combined with certain topical products, such as
Hydrogel. However, it does not have any absorbent properties. It must therefore be covered with a
secondary gauze dressing.
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Keeping the wound moist promotes healing by preventing crust formation, which is a physical
obstacle to granulation (cellular proliferation). A moist environment also promotes autolysis (selfhealing), triggers the phases of repair, maintains temperature stability, accelerates the dermis and
epidermis repair process, reduces inflammation and pain, causes less scarring and prevents cellular
dehydration. Therefore, in the present situation, the nurse stresses to the nursing assistant the
importance of keeping a dressing on the wound and continuing to apply Hydrogel, despite the
maceration of the skin around the wound. Hydrogel is a substance that absorbs moisture or allows
moisture to escape, depending on the amount of exudate from the wound. It also protectsthe wound
bed from trauma when the dressing is removed.
Once reepithelialization is progressing well and the wound is practically closed with whitish tissue,
gel is no longer necessary, for the wound is sufficiently moist. The application of an impermeable
dressing, such as a hydrocolloid or a transparent film, to be changed every 5 days, will retain enough
moisture to allow the wound to close completely.
Adjustment of the therapeutic nursing plan (TNP)
The maceration of the skin around Mrs. Ouellette’s wound is a significant change in the wound and
the TNP must be adjusted accordingly. The nurse indicates this development by putting dashes in
the spaces for the date and time the problem is resolved and by writing her initials. She then enters
a new finding in the TNP regarding the deterioration of the wound (maceration) using the same
problem number.

She also adjusts the directives concerning clinical follow-up, increasing the

frequency of wound assessment and dressing changes to daily. These directives replace those of
weekly wound assessment and application of the treatment plan every 2 days.
Communication skills, coordination of the health care team and clinical leadership
The nurse recognizes the importance and effectiveness of interprofessional collaboration in providing
quality care. In the present situation, she stresses to the nursing assistant the relevance of the
information provided, checks the method she used to change the dressing and makes sure she
understands the treatment plan in order to optimize the moisture level to promote wound healing.
The nurse says that she will be available if needed.

159

Extracts of the Preparation guide for the professional examination of the OIIQ – 2nd Edition

SCENARIO FOR THE SIMULATED NURSING ASSISTANT
Name

Carole-Anne Melanson

Age

22

Reason of the
interview

Deterioration of Mrs. Ouellette’s
venous ulcer

The goal of this station is to evaluate the candidate’s ability to assess the wound based on the
information she collects from you and a photo of the wound and to adjust the therapeutic nursing
plan.

OCCUPATION



You have worked as a nursing assistant at the long-term care facility for
4 months.



You work full time.

DRESS



You are wearing a uniform (colour of your choice).

POSITION



You are sitting at the nurses’ station.



You cooperate with the nurse (the candidate).



You are enthusiastic about sharing your observations with the candidate.



You reply only to the questions the candidate asks.



You like to understand the exact nature of the care you provide.



You want to understand wound treatment modalities.



You listen carefully to the directives the candidate gives you and you tell her

ATTITUDE AND
BEHAVIOUR
DURING THE
INTERVIEW

that you will apply them.


If she shows you a photo of the wound, you look at it with her and listen to
her explanations.

CURRENT
SITUATION



You know the nurse you are working with today (the candidate).



You know Mrs. Ouellette: she has been living at the long-term care facility
for 1 month.



You have changed her dressing twice: 2 days ago and today.



You know that the client has had an ulcer on the lower medial third
(anterior aspect) of her left leg for 2 weeks.

INSTRUCTIONS
FOR THE
BEGINNING OF
THE INTERVIEW



You have your wound observation notes with you.



You wait for the candidate to start the conversation before speaking.



If the candidate starts the data collection by asking a very broad question,
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for example, “Describe the condition of Mrs. Ouellette’s wound”, tell her that:

WITH THE
CANDIDATE

1. the dressing was very wet and
2. the skin around the wound seemed to be whiter today than 2 days ago.

INFORMATION
ABOUT MRS.
OUELLETTE’S



WOUND



You answer the candidate’s questions about the condition of the wound and
the dressing as she asks them.
You noticed that it has changed since the day before yesterday.

This morning, during the dressing change, you observed:
 Dressing



The dressing is very wet or 2/3 wet.



The dressing is wetter than 2 days ago.

 Exudate



The drainage is clear and copious.

 Odour



Neither the wound nor the dressing have any particular odour.

 Skin around
the wound



The skin around the wound is whitish.



The day before yesterday, the skin around the wound was pink.



If the candidate does not react to this information, ask her:
“Do you know why the skin around the wound is whitish?”

 Wound bed
(base) or
granulation
tissue



 Size of the
wound



 Signs of
infection



PAIN



The wound base is pink.

You didn’t observe any significant change in the size of the wound.
You didn’t observe any signs of infection: no odour, no redness around the
wound, clear exudate.
If the candidate checks whether the dressing change was painful for the
client, you reply:
“The client rated her pain at 3/10 in the left leg before the dressing change”
and
“I gave her 2 tabs of acetaminophen 325 mg/tab 45 minutes before the
dressing change to alleviate the pain” and
“The pain was completely relieved and she didn’t experience any pain during
the dressing change.”

METHOD USED TO
CHANGE THE
DRESSING

You followed the treatment plan:
- Cleanse the wound with physiologic serum.
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- Apply a generous amount of Hydrogel.
- Nonadherent, absorbent dressing.
- If the candidate asks you if you applied a barrier cream to the skin around
the wound, you say “yes”.
TREATMENT PLAN



When the candidate talks about the treatment plan, ask her:
“Can the wound be exposed to the air to let it dry?” If she replies “no”, ask
her: “Why not?”
“Why is it so important to apply gel if the wound is already very moist?”

TRANSMISSION OF 

You are quick to understand the instructions the nurse gives you. If she

DIRECTIVES

asks you if you have understood, you repeat what she has told you:

NEW NURSING

REGARDING THE

TNP

“Change the dressing daily instead of every 2 days.”

INSTRUCTION FOR

Once the observer has given the candidate the TNP form, do not answer any

THE END OF THE

further question.

INTERVIEW

Memory aid for the simulated nursing assistant
Questions to ask during the interview:


Can the wound be exposed to the air since it is very moist?



Why is it so important to apply gel if the wound is already very moist?



What is the whitish skin around the wound?



Why did the whitish skin appear?

Material required


An excerpt from the therapeutic nursing plan (TNP) comprising the initial data from the
beginning of the station



The wound assessment form comprising the wound assessment characteristics provided in the
situation



The wound treatment plan



A photograph of a leg wound with maceration.
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FURTHER READING


wound assessment criteria;



dressing selection criteria;



Braden scale;



ankle-brachial index;



chronic wounds: pressure sore, venous ulcer, arterial ulcer, diabetic foot ulcer;



acute wounds: burns, traumatic wounds, surgical wounds, skin tears;



debridement principles;



wound culture technique;



wound measurement technique;



compression therapy;



chronic wound treatment versus acute wound treatment.
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