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	1. ACID BASE BALANCE
RULE  OF THE B’S
1. If the pH and the Bicarb are in the same direction à METABOLIC
2. If the pH and the Bicarb are in different directions à RESPIRATORY
Examples:
pH 7.25 (v)
HCO3 20 (v)
Metabolic Acidosis
pH 7.21 (v)
HCO3 38 (^)
Respiratory Acidosis
pH 7.50 (^)
HCO3 30 (^)
Metabolic Alkalosis
pH 7.50 (^)
HCO3 25 (normal)
Respiratory Alkalosis (NORMAL)
SIGNS & SYMPTOMS
Know the principles, not the lists.
PRINCIPLE: “As the pH goes, so does my patient, except for potassium”
ALKALOSIS (^) ACIDOSIS (v)
Hyperreflexia
Irritability
Tachypnea
Tachycardia
Borborygmi
Seizures *need suction
Hypokalemia
HYPOkalemia
Headache
Hyporeflexia
Bradycardia
Bradypnea
Paralytic/adynamic ileus
Coma
Respiratory arrest *need ambu bag
MACkussmau’s (ONLY METABOLIC
ACIDOSIS à “MAC”)
Heart block
HYPERkalmia
 


	2. CAUSES OF IMBALANCES
1.  Is it a LUNG SCENARIO? YES. It is RESPIRATORY.
í î
OVER-VENTILATING UNDER-VENTILATING
ê ê
RESPIRATORY ALKALOSIS RESPIRATORY ACIDOSIS
Examples:
- Pregnant woman hyperventilating.
- Ventilator setting is TOO HIGH.
Examples:
- Emphysema
- Drowning
- Pneumonia
- PCA pump (toxicity)
- Ventilator setting is TOO LOW.
2. What if it is NOT A LUNG SCENARIO? It is METABOLIC
í î
PROLONGED SUCTIONING OR
VOMITING
ANYTHING ELSE!
ê ê
METABOLIC ACIDOSIS METABOLIC ALKALOSIS
Examples:
- Surgery with NG tube suction for 3
days
- Hyperemesis gravidum
Examples:
- Acute RF
- Infantile diarrhea
- 3rd
degree burns over 60% of body
- Hyperemesis gravidum with
dehydration
NOTE: Always pay attention to
MODIFYING PHRASE rather than
original statement.
.
 


	3. VENTILATORS AND ALARMS
HIGH  PRESSURE ALARM
Ventilator is working too hard to get air into lungs. There is INCREASED RESISTANCE due to
OBSTRUCTIONS.
1. Kinks à unkink
2. Water condensing into dependent loops à empty
3. Mucus in airway à turn, cough and deep breathe, suction PRN.
LOW PRESSURE ALARM
Ventilator finds that it is working too easy to get air into lungs. There is DECREASED
RESISTANCE due to DISCONNECTIONS.
1. Main tubing is disconnected à reconnect
2. Oxygen sensor tubing, which senses FiO2, is disconnected. This is the black coated
wire à reconnect
Question
MD orders to disconnect ventilator in AM @ 0900hr. At 0600hr, ABC reveals respiratory
acidosis. What do you do?
a. Follow order
b. Call MD and hold order
c. Call RT
d. Begin to decrease settings.
B is the answer because the patient is not able to breathe without the ventilator. The settings
are TOO low. Patient should be in respiratory ALKALOSIS.
 


	4. ALCOHOLISM
#1 PROBLEM: DENIAL
Psychological  problem in abuse is denial, which is refusal to accept the reality of a problem.
Denial is the #1 problem in all abuse situations.
• It is #1 because how can you treat someone who can’t admit that they have a problem?
You treat denial by confronting it by pointing out the difference between what they say and
what they do.
Confrontation attacks the problem. Aggression attacks the person.
• You say you’re not an alcohol, but it’s 10AM and you already drank a 6-pack.
• You say you’re not a spouse abuser, but she has a restraining order against you.
They deny, you confront.
Denial of loss + grief is different.
Stages of Grief: DABDA: Denial, anger, bargaining, depression, and acceptance
You want to support this type of denial.
• Guy lost one hand and wants to play piano. You do not tell him he can’t. You ask him more
about piano.
Pay attention to the question, is it loss or abuse?
• With loss you support. With abuse you confront.
#2 PROBLEM: DEPENDENCY VERSUS CODEPENDENCY
Dependency: Abuser gets significant other to do things for them. The abuser is dependent on
others.
• Call in sick for me. Go buy me this. Drop me off here.
Codependency: Significant other derives positive self-esteem from making decisions for or
doing things for the abuser.
• Aren’t I such a great wife for calling in sick for you?
• Abuser: Life without responsibility
• Significant Other: Positive self esteem
Treatment:
• Set limits and enforce them. Teach significant other to say NO.
• Work on self-esteem of the codependent person to solve the issue.
o I’m saying no and I’m a good person because I’m saying no.
• May solve the problem but may lose relationship.
#3 PROBLEM: MANIPULATION
 


	5. Manipulation: Abuser gets  significant other to do something that is not in the best interest of
significant other. Nature of act is dangerous or harmful.
How is manipulation like dependency?
In both situations, the abuser is getting them to do something for them.
The difference is neutral versus negative. Look at what they’re being asked to do.
If what the s/o is being asked to do is neutral = dependency/codependency.
• A 49y/o alcoholic gets her 50y/o husband to go to the store to buy alcohol for her, because
this is legal.
• Last week, your sister in law calls you and says, “Would you pick up little Billy from
basketball practice at school? So he can spend the night at your house b/c of the snow.”
You have a 4x4 Hummer and you live 3 blocks from the school, and you do it.
If what the s/o is being asked to do is harmful/dangerous to s/o = manipulation.
• A 49y/o alcoholic gets her 17y/o daughter to go to the store and buy alcohol for her,
because this is illegal as she is under age.
• What if your sister in law calls you and she has the 4x4 Hummer and she lives 3 blocks from
school and she asks you to pick up her son and you have a KIA that is breaking down and
you live 20 miles away. This is dangerous. She can do it herself more safely.
Treatment:
• Set limits and enforce them. You say NO.
• Easier to treat because nobody likes being manipulated.
• No positive self-esteem issue with manipulation like there is with
codependency/dependency.
How many patients do you have with DENIAL? 1.
How many patients do you have with DEPENDENCY/CODEPENDENCY? 2.
How many patients do you have with MANIPULATION? 1.
WERNICKE-KORSAKOFF SYNDROME – encephalopathy psychosis
• Psychosis induced by Vitamin B1/thiamine deficiency
• Lose touch with reality
• Psychotic people
• Primary symptom: amnesia with confabulation (memory loss, making up stories) because
they forgot and they believe it
• Memory loss is “what happened in the 1990’s?” not “I got drunk last night, what happened?”
so they make up stories of what they were doing in the 90’s
Treatment:
• Do not present reality because they won’t learn it.
• Redirect à rechannel it into something they can do not telling them what they can’t do:
o Pt: “I’m going to presidential meeting at 8AM?”
o Well why don’t we take a shower then watch CNN and watch what’s going on in
Washington?
 


	6. Characteristics:
• Preventable à  take vitamin B1 which is a coenzyme needed for metabolism for alcohol; if
deficient, alcohol will be stored and ruin brain cells.
• Arrestable à They don’t have to stop drinking; they just have to take vitamin B1.
o Stop it from getting worse? Take vitamin B1
• Irreversible à 70% irreversible (on boards, answer with majority).
ANTABUSE ARABIA (DISULFIRAM)
• Aversion therapy
• Aversion: Really strong hatred for something; gut hatred for something; we want alcoholics
to really hate alcohol
• Works in theory better than in real life
• Onset and Duration: Two weeks before effectiveness and two weeks off drug until they can
drink again
Patient Teaching
• Avoid all forms of alcohol to avoid nausea, vomiting, death including:
• Mouthwash even if they swish and spit
• Aftershaves even if they put it on topically b/c causes nausea
• Perfumes and colognes for the same reason
• Insect repellants
• Any OTC that ends in –elixir
• Alcohol based hand sanitizers
• Uncooked icings because they have vanilla extract
• They CAN have red wine vinaigrette
 


	7. OVERDOSE AND WITHDRAWAL
QUESTION  1: Every abused drug is either an upper or a downer. Therefore, figure out if
the drug is an UPPER or LOWER drug.
What is the #1 most abused class of drug that is not an upper or downer? Laxatives in the
elderly.
When you get a question, establish if it’s an upper or a downer?
UPPERS: THERE ARE FIVE
• Caffeine
• Cocaine
• PCP/LSD (psychedelic hallucinogen)
• Methamphetamines (crystal meth, pseudopheds, etc.)
• Adderol (ADD drug)
SIGNS & SYMPTOMS: Make things go up; increased
• Euphoria
• Tachycardia
• Tachypnea
• Restlessness
• Hypertension
• Irritability
• Diarrhea
• Borborygmi
• 3+/4+ reflexes
• Spastic
• Seizures à suction @ bedside
DOWNERS: THERE ARE 135. Everything that’s not an UPPER. So ONLY memorize the
UPPERS!!!
SIGNS & SYMPTOMS: Make things go down; decreased
• Respiratory arrest is the biggest risk
• All symptoms above but opposite
Example: Patient is high on cocaine. What is critically important to access?
A. Reflexes
B. Make sure respiratory rate is above 12
C. HR
D. Bowel sounds
Not B, because it’s not a downer. It’s an UPPER! Do not just use ABC’s.
QUESTION 2: After you distinguish whether the drug is upper or downer, the second
thing you ask is, are they talking about overdose or withdrawal?
Overdose/intoxication: You have too much.
 


	8. Overdosed on upper  à everything goes UP à pick the UP things.
Intoxication on downer à everything goes DOWN à pick the DOWN things.
Withdrawal: You don’t have enough
Withdrawal downer à you don’t have enough downer à pick the UP things.
Withdrawal upper à you don’t have enough upper à pick the DOWN things.
Upper overdose à Downer withdrawal
Downer overdose à Upper withdrawal
Which two situations would respiratory arrest be of concern?
Downer overdose
Upper withdrawal
Which two situations would seizure be biggest risk?
Upper overdose
Downer withdrawal
Example: Bringing patient who is overdosed on cocaine. What would you expect to see, SATA.
1. Irritability
2. 4+ reflexes
3. Resp less than 12
4. Difficult to arouse
5. Borborygmi
6. Increased temp
Thought Process:
• Patient is on UPPER drug.
• Overdose on UPPER.
• Therefore TOO MUCH UPPER.
• This is a CNS drug not an AUTONOMIC.
 


	9. DRUG ABUSE IN  THE NEWBORN
Always assume intoxication not withdrawal at birth.
Within 24 hours = intoxication
After 24 hours = withdrawal
Example: Caring for infant born to a quaalude addicted mom. 24 hours after birth, SATA.
1. Difficult to console
2. Low core body temp
3. Exaggerated startle reflex
4. Respiratory depression
5. Seizure risk
6. Shrill high-pitched cry
Thought Process:
• Downer drug
• Withdrawal of downer/Overdose on upper, since it’s 24 hours
• Too much UPPER
 


	10. ALCOHOL WITHDRAWAL SYNDROME  VERSUS DELIRIUM TREMONS
Not the same thing!
A. Every alcoholic goes through alcohol withdrawal 24 hours after they stop drinking.
Only a minority (under 20%) get delirium tremons.
• Occurs 72 hours after.
• Alcohol withdrawal always comes first within 24 hours.
Alcohol withdrawal syndrome always precedes delirium tremons; however, delirium tremons
does not always follow alcohol withdrawal syndrome.
B. AWS is not life threatening. DT can kill you.
C. Patients with AWS are not a danger to self or others. Patients with DT are dangerous
to self and others.
AWS DT
Regular diet. NPO or clear liquids.
Because RF seizure because withdrawing from
downer à UP S&S
Semi-private anywhere on unit Private room near nurses station b/c dangerous
and unstable. Usually on step down unit.
Up ad lib.
Go around anywhere they want to go.
Strict bed rest. No washroom privileges.
No restraints (not a danger). Restraints needed.
Certain restraints are futile: Soft restraints not
safe/strong enough. Four point restraints are not
safe enough.
Restraints appropriate: Vest or two point locked
leathers (opposite arm and opposite leg).
Rotate q2h. What would you do first? Lock the
LEG first then the ARM, then release.
BOTH RECEIVE:
Antihypertensive: everything going up (withdrawal of downer)
Tranquillizer
Multivitamin containing Vitamin B1 to prevent WERNICKE KORSAKOFF
 


	11. AMINOGLYCOSIDES
• Powerful class  of antibiotics, they are the BIG GUNS
• When nothing else works, pull out the aminoglycosides
• Think the following: A MEAN OLD MYCIN
A) They are antibiotics used to treat A MEAN OLD INFECTION that is RESISTANT
SERIOUS LIFETHREATENING RESISTANT GRAM NEGATIVE
§ Sinusitis? No. It’s not a mean old infection.
§ TB? Yes.
§ Otitis Media? No.
§ Bladder infection? No.
§ Fulminan pyelonephritis? Yes.
§ Septic shock? Yes.
§ Burn wounds over 85% body? Yes.
§ Viral pharyngitis? No.
§ Strep throat? No.
B) “Mycin” à ALL aminoglycosides end in –mycin
o Not all drugs that end in mycin are aminoglycosides but MOST are
o There are three mycins that are not aminoglycosides
§ Arithromycin
§ Zithromycin
§ Clarithromycin
§ If it ends in MYCIN = Aminoglycoside
§ If it ends in THROMYCIN = It is NOT an aminoglycoside, which you can use
for regular type infections
C) TWO TOXIC EFFECTS OF A MEAN OLD MYCIN / AMINOGLYCOSIDES
• Think MICE à think EARS à ototoxicicity
o Hearing*
o Ringing/Tinnitus
o Vertigo (equilibrium)
o Dizziness (equilibrium)
• Human ear is shaped like a KIDNEY à nephrotoxicity
o Creatinine is THE best indicator of kidney function (do not go for U/O, BUN)
o 24 hr creatinine clearance is BETTER than serum creatinine
o Serum creatinine comes next over anything else
• Think number 8 drawn inside the EAR
o Toxic to Cranial Number 8 (ear nerve)
o Administer them q8h
• Route: IM or IV
• Do not give them PO because they are not absorbed EXCEPT in
o Hepatic Encephalopathy
§ Oral mean old mycins will go in your gut and kill gram negative bacteria
which produce ammonia
§ This will help get rid of high ammonia levels
§ At the same time, the drug will NOT go to the liver (since it’s not
absorbed) which is GOOD in liver failure
o Preop Bowel Surgery
§ Clean out the gut
 


	12. o NO OTOXOCITY  OR NEPHROTOXICITY in both cases because not absorbed
o In both cases à sterilized bowel
o Therefore, ORAL MEAN OLD MYCINS are ORAL BOWEL STERILIZERS
o NEOMYCIN and CANOMYCIN are the top 2 oral bowel sterilizers
o Who CAN sterilize my bowel? NEO CAN.
AMINOGLYCOSIDE = A MEAN OLD MYCIN
“TAP”
TROUGH: Drug at its lowest
ADMINISTER
PEAK: Drug at its highest
Reason for trough levels?
• Narrow therapeutic window
• Small difference between what works and what kills
• Draw TAPS
Example: LASIX
Smallest dose seen? 5mg or 10mg.
Largest dose seen? 120 mg
Therefore, WIDE range. No TAPS.
Example: DIGOXIN
Lowest: 0.125
Largest: 0.25
Therefore, NARROW range. TAPS, yes.
A MEAN OLD MYCINS = TAPS DRAWN!
When should TAPS be drawn? What matters? THE ROUTE.
 


	13. TAPS
TROUGH PEAK
SL 30  mins before next dose 5-10 minutes after drug dissolved
IV 30 mins before next dose 15-30 minutes after drug is finished, not when you
hang it
IE: 100 ml at 200 ml/hr. It will be finished in 30 mins.
You hang it at 1000hr, finishes at 1030hr.
Draw peak from 1045-1100hr.
If you get two correct values in range; play price is
right. Choose the one that is the highest without
going over. Therefore, 1100hr.
IM 30 mins before next dose 30-60 minutes after injected.
Choose 60 minutes, if both options given.
SC 30 mins before next dose SEE diabetes lecture. Only SC peaks they talk about
are insulins.
PO 30 mins before next dose Forget about it because they don’t test it. Too
variable.
 


	14. CALCIUM CHANNEL BLOCKERS
•  CCB are like VALIUM for your heart.
• What does VALIUM do for your body? Calms you down.
• CCBs calm the heart down.
o If your heart is tachycardic, can it stand a little relaxant à YES CCB
o If in shock, does it need to relax? à NO CCB
o Heart block à NO CCB
o Tacharrythmias à YES CCB
o Heart attack à YES CCB
A. CCBs are negative inotropic, negative chronotropic, and negative dromotropic
• It’s like VALIUM for your heart. Don’t freak out with the fancy words. They relax your heart.
Positive ino/chrono/dromo Negative ino/chrono/dromo
Cardiac stimulants
Strengthen, speed up, make it work
harder
Cardiac depressant
Slow down and depress the heart
B. What do they treat? AAA!
• Antihypertensives: They relax your heart and blood vessels
• Antianginals: Relax the heart so it uses less oxygen; decreasing oxygen demand
• Anti atrial-arrhythmias: ONLY atrial arrhythmias NOT ventricular. Treats atrial flutter, atrial
fib, paroxysmal atrial tachycardia… anything ATRIAL!
o There’s a trick: supraventricular tachycardia. Would CCB treat this? YES. Why?
“SUPRA” means above; therefore, ABOVE THE VENTRICLES = ATRIAL.
o SVT = ATRIAL
• Side Effects
o Hypotension: Vasodilation
o Headache: Vasodilation in the brain
§ Headache is usually always in SATA
• Always measure blood pressure due to risk for hypotension
• Parameters: Hold CCB if SYSTOLIC < 100 mmHg
C. Names of CCB
• -dipine
• Has to be DIpine not PINE
• Two others:
o Verapamil
o Cardizem
• Cardizem can be given continuous IV
o If SBP < 90 mmHg, slow and titrate the drip to keep SBP > 100 mmHg
 


	15. CARDIAC ARRHYTHMIAS
Four rhythm  strip tracings; know by SITE.
1. Normal Sinus Rhythm
• There’s a P wave, before every QRS, which is followed by a T wave
• Peaks of P waves are equally distant from one another à NOT a sinus arrhythmia
2. Ventricular Fibrillation
• Chaotic squiggly line
• Is there a pattern? NO.
3. Ventricular Tachycardia
• Sharp peaks and jags
• Is there a pattern? YES.
4. Asystole
TERMINOLOGY
 


	16. • QRS: VENTRICULAR
•  P WAVE: ATRIAL
6 RHYTHMS MOST TESTED ON NCLEX
1. A lack of QRS’s = no QRS à asystole
2. Saw tooth = flutter à atrial flutter
3. Chaotic = fibrillation à atrial fibrillation with P wave
4. Chaotic = fibrillation à ventricular fibrillation with QRS
5. Bizarre = tachycardia à ventricular tachycardia
6. Periodic widened QRS à PVC; one snapshot of tachycardia
a. PVC’s are LOW priority unless…
i. If there are more than 6 PVC’s in a minute
ii. If there are more than 6 PVC’s in a row
iii. If the PVC falls on the T wave of the previous beat
b. If one of the three are true, you elevate priority of PVC client to MODERATE
c. PVC’s never reach HIGH priority level
LETHAL ARRHYTHMIAS: Kill you in 8 minutes or less, HIGH PRIORITY.
1. Asystole
2. Ventricular Fibrillation
No cardiac output à no brain perfusion à dead in 8 minutes
POTENTIALLY LIFE THREATENING
1. Ventricular Tachycardia
There IS cardiac output
When the rhythm changes, doctor will ask… DO YOU GET A PULSE WITH THAT?
If there is a pulse = THERE IS CARDIAC OUTPUT
TREATMENT
1. VENTRICULAR TACH and PVCs: Amiodarone or lidocaine.
2. ATRIAL ARRHYTHMIAS/SUPRAVENTRICULAR TACHYCARDIA: ABCD’s
• Adenosine/ADENOCARD à push in less than 8 seconds à FAST IV PUSH
o IV PUSH: When you don’t know, you go slow BUT THIS IS ONE YOU HAVE TO
KNOW!!! Use BIG vein.
o Can go into asystole for 30 seconds since it’s such a fast push BUT they should
come back!!!
• Beta-blockers à “-lol”
o Negative ino/chrono/drono = they are like valium for your heart
o Treat AAA and AA
o Therefore SE à Hypotension & headache just like CCB
• Calcium Channel Blockers à like VALIUM for your heart; same as Beta Blockers
• Digitalis à digoxin, lanoxin KNOW NAMES!**
3. VFIB: For VFIB you DFIB
• Shock them!
4. ASYSTOLE: Epinephrine and atropine in that order
 


	17. CHEST TUBES
• Re-establishes  negative pressure in pleural space so that the lung expands when the chest
wall moves
• Negative pressure is good in pleural space = makes things stick together (visceral and
parietal layer)
• Positive pressure pulls things apart = more work; less air; because of positive pressure
A. When you get a question, look for reason it was placed
• Pneumothorax: chest tube to remove air
• Hemothorax: chest tube removes blood
• Pneumo-hemo thorax: chest tube removes both air and blood
Examples:
CT for HEMOTHORAX – what would you report?
1. No bubbling
2. CT drained 800 ml in first 10 hours
3. CT is not draining à b/c it is not doing what it’s supposed to do
4. CT is intermittently bubbling
CT for PNEUMOTHORAX – what would you report?
1 or 2.
1. It’s supposed to bubble
2. It’s not supposed to drain!
B. Location of tube placement à A for A, B for B!
1. Apical: chest tube is way up high à draining air because air rises
2. Basilar: chest tube is at bottom of lungs à draining blood because it is subject to gravity
Examples:
Your apical CT is draining 300ml/hr à BAD!
Your basilar CT is NOT bubbling à GOOD!
Hemo à Basilar
Pneumo à Apical
Pneumo/Hemo à BOTH
How many CT and where would they be placed for unilateral pneumohemothorax?
Two. Apical for pneumo. Basilar for hemo.
How many CT and where would they be placed for bilateral pneumothorax?
Two. Both apical.
How many CT and where would they be placed for post op chest sx?
Two. Apical and basilar on side of sx.
 


	18. Always assume UNILATERALITY.
Only  time you’re taking care of BILATERAL is when they say.
How many CT and where would you place them for post op right pneumonectomy?
REMOVAL OF LUNG so NONE!!!
Only for lobectomy, wedge resections, etc. but NOT PNEUMONECTOMY.
TROUBLESHOOTING
• Closed chest drainage systems (pneumovac, pleuravac, emerson – plastic containers w/
tube connected)
1. If you knock it over à set it back up and they need to take deep breaths à not a
medical emergency
2. If device breaks à positive pressure can get into pleural space
a. CLAMP it so nothing gets in
b. CUT the tube away from broken device
c. SUBMERGE end of tube into sterile water
d. UNCLAMP it b/c re-established water seal
e. That is the order (alphabetical)!
f. NOTE: best question is different than a first question
i. BEST = what’s the one thing you could do if you only had one choice?
SUBMERGE.
ii. FIRST = what would you do first? CLAMP.
3. If the CT gets pulled out
a. FIRST = Take a gloved hand and cover the hole
b. BEST = Cover in vaseline gauze
4. Bubbling à sometimes it’s good sometimes its bad…
a. Ask yourself two questions à Where is it bubbling? When is it bubbling?
b. INTERMITTENT WATERSEAL = always good, document it.
c. CONTINUOUS WATERSEAL = there is a leak, this is bad. Find it and tape it
until it stops leaking.
d. INTERMITTENT SUCTION CONTROL CHAMBER = bad, this is not high
enough. Suction is too low. Go to the wall and turn it up until continuous
bubbling.
e. CONTINUOUS SUCTION CONTROL CHAMBER = good. Document it.
f. TWO GOOD AND TWO BAD SCENARIOS:
i. Just remember one situation, and the other is opposite.
ii. Continuous bubbling in water seal is like a bottle of pop. If it was
continuously bubbling, would you buy it? NO. There’s a leak. Just like
a CT.
RULES FOR CLAMPING TUBES
• Never clamp CT for more than 15 seconds, without a doctor’s order.
• Use rubber tipped double clamps
o The teeth of the clamps are rubber tipped to prevent puncture of tube
o Double clamps just because…
 


	19. CONGENITAL HEART DEFECTS
•  Every congenital heart defect is either trouble or no trouble. It either causes a lot of
problems or it’s not big deal at all. There is no in between.
• Memorize ONE word à TRouBLe
• Nurses role in defects à teach about implications, NOT diagnosis.
TROUBLE DEFECT NO TROUBLE DEFECT
You need surgery, now, in order to live. You do not need surgery, you can possibly
have it, years later, if it causes trouble, but
usually does not cause trouble.
Growth is slow and delayed. Growth is normal.
Life expectancy short. Normal life expectancy.
Parents à stress, financial, grief, etc. Parents à average life.
D/C with apnea monitor. No apnea monitor.
Pediatric cardiologist. Pediatrician/NP.
Weeks in hospital after birth. 24-36 hours after birth.
Shunts RIGHT TO LEFT because that’s
the way TROUBLE is spelled.
Shunts blood LEFT TO RIGHT because
it’s not the way TROUBLE is spelled. It is
no trouble.
TRouBLe à RIGHT TO LEFT is BLUE à
Cyanotic; because TROUBLE is spelled
that way.
Acyanotic (pink).
They will all have murmurs because of SHUNT.
They will all have ECG done to find out why.
• There are 47 heart defects.
• All congenital heart defects that start with T are trouble. TRouBLe.
Examples:
Ventricular septal defect à no trouble
Tetrallogy of Fallor à TROUBLE
Patent foramen ovale à no trouble
Truncus arteriosis à TROUBLE
Transposition of great vessels à TROUBLE
Etc.
• Only ONE exception
o LEFT VENTRICULAR HYPOPLASTIC SYNDROME
o Boards will not bring this up
FOUR DEFECTS OF TETRALLOGY OF FALLOR:
“VarieD PictureS Of A RancH”
1. VD à ventricular defect
2. PS à pulmonary stenosis
3. OA à overriding aorta
4. RH à right hypertrophy
Don’t memorize what they are. Just memorize the names.
 


	20. INFECTIOUS DISEASE &  TRANSMISSION BAS ED PRECAUTIONS
There are 4 precautions:
1. Standard/Universal
2. Contact à Private room preferred, cohort of same disease that are POSITIVE through
CULTURE, no mask, gloves, gowns, hand washing, eye face shield no unless needed,
special filter mask no, patient mask no, dedicated equipment (stethoscope, BP, etc, toy
would be dedicated), negative airflow no.
o Anything ENTERIC which means can be caught from intestine (fecal-oral)
§ CDIFF
§ Hepatitis A (A stands for ANUS = fecal oral)
§ Cholera
o Staph infections
o RSV – respiratory syncytial virus which is fatal in babies
§ How is it transmitted? DROPLET. But it is on CONTACT precaution.
Because with little kids, they get it through contact of contaminated
objects.
o Herpes
o Shingles (herpes zoster)
3. Droplet à Private room preferred, cohort of same disease based on POSITIVE CULTURE,
mask, gloves, NO gown, hand washing, eye face shield not unless needed, special filter
mask no, patient mask needed when leaving room yes, dedicated equipment yes, negative
airflow no.
o Bugs that travel 3 feet
o Meningitis
o H flu which causes epiglottitis
4. Airborne à Private room required unless cohorting, mask yes, gloves, gown not
necessarily, hand washing, eye face shield not unless needed, special filter mask only for
TB, patient mask needed when leaving room yes, dedicated equipment not necessarily,
negative airflow yes.
o Measles
o Mumps
o Rubella
o TB
o Spread by droplet, but airborne precaution.
• Varicella chicken pox
 


	21. PPE DONNING AND  DOFFING
• Always take it off in alphabetical order
1. Gloves
2. Goggles
3. Gown
4. Mask
• Always put on in reverse alphabetical for G’s and MASK is second
1. Gown
2. Mask
3. Goggles
4. Gloves
MATH PROBLEMS
A. Dosage calculations
B. IV drip rates:
Formula: Volume x drop factor
Time in minutes
Minidrip/microdrip: 60gtts/ml Macrodrip: 10gtts/ml
C. Pediatric Dose Questions
2.2 lbs per 1 kg
Amount per day vs amount to be given at one time
D. IV Replacement Questions
Do you use leading 0’s? YES, as long as it maintains place. 0000.0003000
Boards will tell you what to round to. Tenths/hundreths.
You do not have to write units. Just the numbers.
 


	22. CRUTCHES CANES AND  WALKERS
CRUTCHES
A) How do you measure the length of crutch?
o 2-3 finger widths below the anterior axillary fold to a point lateral to and slightly in
front of the foot.
o You don’t measure any landmark on the foot and NOT on the axillae. Rule these
out!
B) How to measure the hand grip?
o When the handgrips are properly placed, the angle of elbow flexion is about 30
degrees
C) How to teach crutch gaits. There are four.
o Two Point
§ You move a crutch and the opposite foot together followed by the other
foot and crutch
§ Two together at every time
o Three Point
§ You move two crutches and bad leg together
§ Three things move together at every time
§ 3 together then 1
o Four Point
§ You move everything separately
§ You have two legs and two crutches
§ You move ANY crutch, but once you move that, your sequence is
LOCKED IN
§ You then move the opposite foot followed by the other crutch followed by
the other foot
§ Very slow but very stable
o Swing Through
§ Non weight bearing (amputations)
§ You plant the crutches then you swing through
§ You never put the leg down
D) When do they use these?
o “Even for even, odd for odd” Therefore, ask yourself HOW MANY LEGS ARE
AFFECTED?
1. Use the even numbered gaits (two and four) when the weakness is evenly distributed
(when you have even number of legs messed up).
• Use two point for mild problem (mild bilateral weaknesses).
• Use four point for severe problem (severe bilateral weaknesses).
2. Use the odd numbered gait (three point) when one leg is odd.
3. If they can’t bear weight / amputation for instance, use swing through.
 


	23. Examples:
1. Early stages  of rheumatoid arthritis. Two point à systemic disease therefore two.
2. LAK amputation. Swing through.
3. First day post op right knee replacement, partial weight bearing allowed. Three point.
4. Advanced stages of amyotrophic lateral sclerosis. Four point.
5. Left hip replacement, second day post op, NWB. Swing through.
6. Bilateral total knee replacement, first day post op, WB allowed. Four point.
7. Bilateral total knee replacement, three weeks post op. Two point.
E) Going up and down stairs
CRUTCHES
• “Up with the good, down with the bad”
• Upstairs: lead with good foot then crutches go second.
• Downstairs: lead with the bad foot then crutches go second.
• Crutches always move with bad leg.
F) Miscellaneous
CANES
• Always hold on opposite side of bad leg/GOOD leg side, but advance it with the bad leg
WALKER
• Pick them up, set it down, walk to it
• If they need to tie their belongings to it, tie to side not at the front à tip the walker over
• Boards does not like wheels on walkers or tennis balls on walkers
 


	24. DELUSIONS, HALLUCINATIONS, ILLUSIONS
NON  PSYCHOTIC VERSUS PSYCHOSIS
• You must decide whether the patient is non psychotic of psychotic when you receive a
psychiatric question!
o This matters because determines treatment, goals, meds, prognosis, LOS, legalities,
etc.
1. A non-psychotic person has insight and is reality based.
• Yes they are emotionally ill but they are NOT psychotic.
• Insight: They know what’s wrong with them. They know they have a problem. They know
how it’s messing up their life.
• Reality Based: Their senses (eyes, ears, mouth, nose, touch) MAKE sense.
• Treatment:
o Good therapeutic communication
o Talk about how they feel
o It is the RIGHT answer that would be RIGHT for every other type of patient who is
not psychotic (med surg/community/OB/etc.)
o Tell me more…
o That must be very difficult…
o How are you feeling right now…
o What do you mean by…
o Etc.
• Example: I am depressed and I don’t feel like doing anything.
o She is non psychotic because she knows she’s depressed.
o How are you feeling right now?
o What is currently causing distress for you?
o How much energy do you have today?
o Etc.
• Therefore, these type of questions are NOTHING SPECIAL.
2. A psychotic person has no insight and is not reality based.
• They think everyone else is sick and everyone else has a problem. They blame everybody
else.
• Insight: They don’t know they are sick. They may be able to state the disease but they don’t
know how it is affecting their life.
• Not Reality Based
• Treatment:
o Good therapeutic skills do not work with these patients.
o Unique specific strategies are needed.
 


	25. SYMPTOMS OF ILLUSIONS/HALLUCINATIONS/DELUSIONS
•  Psychotic symptoms
• ONLY psychotic persons HAVE these symptoms
• Example: Alice is depressed she said, “I can’t stand this depression, it’s ruining my life.”
o Dec energy level – yes
o Psychomotor retardation – yes
o Delusions of persecution – no
• Delusion: False fixed (they don’t change it) idea or belief. There is no sensory component.
With a delusion you’re not hearing/tasting/seeing anything. You’re ONLY thinking it. It’s just
a thought.
1. Paranoid delusion: False fixed belief that people are out to harm you. The
police/mafia/wife/kids lying/stealing/etc.
2. Grandiose delusion: You think you are superior. Christ/ghandi/smartest/etc
3. Somatic delusion: False fixed belief about a body part. I have x-ray vision, I can
melt stones with my eyes, my brain is a martian super conducting proton
accelerator. There are worms inside my arm. Pregnang 83y/o male.
• Hallucination: False fixed sensory idea or belief. You hear/feel/taste/smell/touch these
things.
o Five types of hallucinations; one for each sense.
o Most common is AUDITORY.
§ Most common auditory hallucinations are voices telling you to hurt yourself.
o Next most common is VISUAL.
o Third most common is TACTILE.
o Last two are GUSTATORY (taste) and OLFACTORY are relatively rare.
• Illusion: Misinterpretation of reality. It is a sensory experience.
DIFFERENTIATION BETWEEN A HALLUCINATION AND ILLUSION
• With an illusion there is a referent in reality.
o Referent: Something to which a person refers to when they say something
o There’s actually something there, they just misinterpret what it is
• With a hallucination, there’s absolutely nothing there.
• Examples:
o “Listen, I hear demon voices.” This is an example of an auditory hallucination
because there was nothing there.
o A client overhears nurses and doctors laughing and talking at the nurses station.
“Listen, I hear demon voices.” This is an example of an illusion because they were
talking, but it was not demons.
o A client stares at the wall and says, “Look, I see a bomb.” Hallucination.
o A client stares at the fire extinguisher, “Look, I see a bomb.” Illusion. Because there
is a referent, yes it was the fire extinguisher.
 


	26. HOW DO YOU  DEAL WITH PSYCHOTIC SYMPTOMS?
• Ask yourself, what is there problem? What kind of psychosis do they have?
• There are basically three types of psychosis
1. FUNCTIONAL PSYCHOSIS: They can function in every day life. They can have a
marriage, family, job, etc. NO brain damage, just chemical imbalance & ineffective
coping.
a. Four diseases that fall under 90% this “schizo, schizo, major, manic”
i. Schizoprenia
ii. Schizo-affective disorder
iii. Major depression (different from depression)
iv. Manic
- Are bipolars functional? Yes. Are they always psychotic? No. Only in acute
phases.
2. PSYCHOSIS OF DEMENTIA: Actual brain damage occurs à psychosis
a. Alzheimers
b. Stroke
c. Organic brain syndrome
d. “senile”
e. “dementia”
3. PSYCHOTIC DELIRIUM
DEALING WITH PSYCHOTICS
FUNCTIONAL PSYCHOTICS
• No brain damage
• Therefore, potential to learn reality
• Nurse: Teach reality by the use of the four step process!
1. Acknowledge feeling.
- Usually the word “FEEL” is in the answer
- Or you can specify a feeling for instance
- I see you’re _____
- This must be very distressing for you
2. Present reality.
- I know that ____ is real to you but I do not ______
- Tell them what is reality, “I am a nurse, this is a hospital, etc.”
3. Set a limit.
- This topic is off limit
- We are not talking about this
- Stop talking about those ______
- We’re not going to talk about those voices
- You can be this directive/strong!
 


	27. 4. Enforce the  limit.
- I see you’re too ill to stay reality based so our conversation is over
- Ending the conversation
- Not taking away a privilege à punishment
- Bad answers construed as punishment à “Since you can’t follow the rules, you lose your
telephone privileges, etc”
- The only enforcement is ending the conversation!
Example: Schizophrenia says I’m going to kill you all tomorrow and slit your throats.
1. I see that you’re upset.
2. We are all going to be kept safe while we’re here. (POSITIVELY STATED) rather than, you
are not going to kill anybody as this is inappropriate (NEGATIVELY STATED).
3. We are not going to talk about that kind of stuff. Those kinds of ideas are real to you but are
off limits in this conversation.
4. I see you’re too ill to have a reality based conversation, so our conversation is over. Would
you like some medication to help you with this symptom?
a. Show them that this is not them it is their illness
b. They can take medication to deal with symptoms and be compliant with medications!
PSYCHOSIS OF DEMENTIA
• Structural brain damage
• Cannot learn reality
• Two step process
1. Acknowledge their feelings.
2. Redirect them.
- Channel them to do something they can do instead of what they can’t do.
3. DO NOT PRESENT REALITY. ***
- Don’t confuse this with reality orientation à which is ax their orientation and telling them
person, place, time. This is ALWAYS appropriate.
4. DO NOT SET LIMITS.
Example: You have a patient with dementia who is psychotic. She is in the waiting room; in the
lobby of the nursing room; all dressed up. It’s Sunday. You say, “Ms. Smith you’re all dressed
up.” She says, “Yes, my husband is gonna pick me up, we’re going to church.” Problem:
Husband is dead for 10 years.
She has a: False fixed belief à DELUSION
What do you say to her?
- That sounds like an exciting thing to do.
- That sounds interesting.
- You don’t have to ASK how she feels, you can just say…
- Acknowledge: See how they feel and express it
- Explore: Asking them
 


	28. Redirect her:
- Why  don’t we sit down here and talk about what’s going to happen at church today while we
wait?
- Reinforce memory, which is good with dementia à what do you like about church?
Who’s your pastor? Etc. then you can ask about family à etc.
- Eventually, the patient will forget about the delusion.
PSYCHOTIC DELIRIUM
• Temporary, sudden, dramatic, secondary, loss of reality.
• Usually due to some chemical imbalance in the body.
• Different from functional:
o It’s temporary and sudden
• Different from dementia:
o It’s temporary, sudden, secondary
• Who are these people?
o People who are crazy for the short term because of something else that’s causing
them to be crazy
o For instance, drug reaction à lose touch with reality
o People that are high on uppers
o Withdrawing from downer (DT would be this)
o Post op psychosis especially in OA
o ICU psychosis due to sensory deprivation
o UTI in OA
o Thyroid storm
o Adrenal crisis
• Good news: It’s temporary
• Treatment:
o Removing underlying cause
o Keep them safe
• Two step process
1. Acknowledge feeling.
2. Reassure.
- That it’s temporary
- They will be kept safe
3. DO NOT PRESENT REALITY.
4. DO NOT REDIRECT THEM BECAUSE IT WON’T WORK.
EXAMPLES THAT DIFFERENTIATE BETWEEN 3 TYPES OF PSYCHOSIS
1. Person with schizo affective disorder who points to two people across the room and they say,
“Those people are plotting to kill me”. What would you say?
Schizo affective à FUNCTIONAL psychotic.
 


	29. Therefore, follow FOUR  step process.
1. I see that you are frightened.
2. Those people are not planning to kill you, we are all safe.
3. Furthermore, we are not going to discuss this.
4. If they keep talking about this, I see you’re too ill to have a conversation right now.
2. Person with Alzheimer’s who points to two people across the room and they say, “Those
people are plotting to kill me”. What would you say?
Dementia à DEMENTIA psychotic.
Therefore, TWO step process.
1. I see that you are frightened.
2. Why don’t we go somewhere where you can feel safe.
3. Person with delirium tremens who points to two people across the room and they say, “Those
people are plotting to kill me”. What would you say?
Delirium tremons à DELIRIUM psychotic.
Therefore, TWO step process.
1. I see that you are frightened.
2. This is temporary, you are safe here. This feeling will go away when you get better.
MISCELLANEOUS
• Real Sick Personality D/O: Antisocials, Borderlines, Narcisists can treat like FUNCTIONAL
psychotics.
o Most of the others à good therapeutic communication.
 


	30. LOOSENING OF ASSOCIATION:  Your thoughts are all over the map.
1. Flight of Ideas – You go from thought to thought to thought. You say phrases that are
coherent but the phrases are not tightly connected. Each phase by itself is coherent but
together they are not.
2. Word Salad – They cannot make a phrase that is coherent. They just babble random
words. They are sicker than flight of ideas.
3. Neologism – Making up imaginary words. You’re a blinsabik. You’re a slaboshnizak.
4. Narrowed Self Concept – When a psychotic refuses to leave their room or change
their clothes. It is a functional psychotic. The reason why they are doing it is because the
way they define who they are is very narrow à based on two things à where they are
what they are wearing.
a. Do not make a functional psychotic get dressed à panic
b. Use four step process
c. If not a psychotic à Use therapeutic communication skills and be directive! Just
like if you were dealing with a post-op
d. The only time you’re allowed to make decisions for patients are for those who are
depressed but are not psychotic
5. Ideas of Reference – When they think people are always talking about them.
 


	31. DIABETES
Diabetes: Cannot metabolize  glucose → cell death because glucose is needed for energy
Diabetes Insipidus:
• is a total different disease; not a type of diabetes mellitus
• Diabetes Insipidus is polyuria, polydipsia → dehydration due to low ADH
• This looks like a lot like diabetes mellitus but they’re not the same thing
• It is like diabetes mellitus with the fluid part but not the glucose part
• Do they have a low urine output or a high urine output? HIGH just like diabetes mellitus
• Opposite of diabetes insipidus → SIADH
• Everybody knows DM has polyuria and polydipsia → DI also has the same symptoms →
SIADH is the opposite = oliguria and are not thirsty because they are retaining water
Relationship between urine output and urine specific gravity:
• High urine output = Low urine specific gravity
• Low urine output = High urine specific gravity
• Inverse relationship
Questions/Examples:
• DM: high urine output, low urine specific gravity
• DI: high urine output, low urine specific gravity
• SIADH: low urine, high urine specific gravity
• Of the three, who would have FVD? DM, DI.
• Of the three, who would have FVE? SIADH.
Type I versus Type II Diabetes Mellitus:
Type 1:
• Three names:
o Insulin Dependent,
o Juvenile Onset,
o Ketosis Prone
• Juvenile onset = not used
Type 2:
• Opposite names
o Non Insulin Dependent
o Adult Onset
o Non Ketosis Prone
• Adult Onset not used anymore
Signs and Symptoms
• Three P’s
• Polyuria: Increased urine output
• Polydipsia: Increased thirst
• Polyphagia: Increased swallowing
o Does not mean eating a lot
o It can be a symptom after a thyroidectomy!!!
 


	32. o It’s only  means eating a lot in diabetes. In every other context = swallowing.
Treatment
• If you don’t treat DM1 they could D.I.E.
o Diet à least important of the three
o Insulin*** à most important tx modality
o Exercise
• DM2 they could D.O.A.
o Diet à most important of the three
o Oral hypoglycemic
o Activity
Diet, Insulin, Exercise
- Diet is more of a focus for DM2
a) It is a calorie restriction.
b) They need 6 small feedings per day.
a. Keeps the blood sugar levelled à don’t have big peaks à more normoglycemic
Question: You have a type 2 diabetic, what is the best dietary action to take?
a. Restrict calories to an appropriate level.
b. Divide their food into 6 feedings a day.
Thought process:
- “BEST” means you’re only choosing ONE. Therefore, think it through.
- If you choose a, you will most likely eat three meals following their calorie restriction.
- If you choose b, you will split into 6 feedings, but they can eat as many calories as they
want.
- Therefore, choose A.
Insulin
• Lowers the blood glucose
• Four types that you need to know
1. REGULAR: Humulin R, Novolin R, anything with R.
Onset: 1 hr
Peak: 2 hr
Duration: 4 hr
- It is clear in the bottle so it’s a solution so it can be IV dripped
- Short rapid acting insulin (it was made before lispro that’s why it’s classified as short
rapid acting)
- R sounds for Rapid and Run.
 


	33. 2. NPH:
Onset: 6  hr
Peak: 8-10 hr
Duration: 12 hr
- True intermediate acting insulin
- Cloudy à Suspension (not solution)
- Suspensions precipitates à particles fall to the bottom
- Therefore, NO IV drip à OD and brain death
- N stands for Not so fast (Intermediate) and Not in the bag.
1, 2, 4, 6, 8, 10, 12
124 = regular
681012 = NPH
They test the PEAKS! 2 and 8-10.
3: Humalog: Lispro
Onset: 15 mins
Peak: 30 mins
Duration: 3 hrs
15, 30, 3.
- Give as they begin to eat; give WITH meals
- Not ac meals
4: Lantus: Glargine
Onset:
Peak: none.
Duration: 12-24 hours
- So slowly absorbed it has no essential peak
- This one has low risk for hypoglycaemia (little to no risk)
- Only insulin you can safely give at bedtime
Check your expiration dates on insulin.
What action by the nurse invalidates the manufacturer’s expiration date on the bottle?
- Opening it.
- The minute you open a vile, the expiration date is not valid.
- The new expiration date is 30 days after that!
- Make sure you write the date with EXP or OPENED then the date.
Refrigeration is optional. You don’t have to refrigerate in the hospital but at home, the
patient does.
- In the hospital à unopened viles should be refrigerated.
- When you open the vile à it now does not have to be refrigerated.
Exercise potentiates insulin. Does the same thing as insulin.
- Think of exercise as another shot of insulin
- Bring a rapid metabolizing carbohydrate snack
 


	34. Sick Days
- Flu,  diarrhea, otitis media, etc.
- When sick, their glucose goes up.
- Take insulin even though they’re not eating.
- Stress causes this.
- Take sips of water because à dehydration
- Stay as active as possible to lower the glucose.
Complications of Diabetes
There are 3 acute complications, which you have to know!!!
1. Low blood glucose in DM1 or DM2 à insulin shock, hypoglycaemia, hypoglycaemic
shock
Causes:
- Not enough food
- Too much insulin/medication*
o PRIMARY CAUSE à it is impossible for a diabetic to have a low glucose without
being overmedicated.
- Too much exercise
Danger: Brain damage, which is permanent.
Signs and Symptoms:
- “DRUNK IN SHOCK”
DRUNK:
- Staggering gait
- Slurred speech
- Poor judgment
- Slow reaction time/delayed
- Labile emotions (all over the place – laugh cry, laugh cry)
- Decreased social inhibition (loud, obnoxious)
SHOCK (vasomotor)
- Hypotension
- Tachycardia
- Tachypnea
- Skin is cool and clammy
- Pallor
- Mottled extremities
Treatment:
- Rapidly metabolized carbohydrates (sugar)
o Any juice
o Regular pop
o Chewed up candy
o Milk
 


	35. o Honey
o Icing
o  Jam
o Jelly
- But you want a sugar + starch OR protein (ideal snack)
o Crackers
o Slice of turkey
o Milk is sugar and protein (but you use SKIM milk so you don’t break down the fat
à ketones)
- If unconscious à GLUCAGON IM, Dextrose IV (D10 or D50)
o Both are appropriate, what determines which route?
o The setting
2. DKA = High BGL in DM1, diabetic coma
- Only type 1 because another name is ketosis prone
Causes:
- too much food
- not enough medication
- not enough exercise
- none of those are the #1 cause
#1 cause is: acute viral upper respiratory infections within the last two weeks.
- viral pharyngitis
- they recover within 3-5 days but after they recover initially, they start going downhill à
lethargic
- Therefore, ASK IF THEY HAVE HAD AN INFECTION.
- The stress of the illness was not shut off à fats were burned for fuel
Signs and Symptoms:
- “DKA”
- Dehydration
o Dry, poor elasticity, warm skin (water in body is same as water in car meaning it
is a coolant), headache, flushed, tachycardia
- K for:
o Ketones
§ Ketones in blood yes?
§ If you have ketones in your urine do you have DKA? Not necessarily.
§ Therefore ketones in blood confirms the diagnosis.
o Kussmaul respirations
§ Deep and rapid
o K+
§ High potassium
- A for:
o Acidotic (metabolic acidosis)
o Acetone breath
 


	36. § Fruity odour
o  Anorexia due to nausea
§ They don’t want to eat
Treatment:
- DEHYDRATION à FAST IV fluids
o IV with regular insulin at around 200ml/hr
o Main solution doesn’t matter even if it has D5W (because 1L only has 300
calories in it)
o D5W does not even stay in the vein à it will not create hyperglycemia unlike D10
or D50
3. HHNK, HHS, HHNS à High BGL in DM2
- “NON KETONIC” à DM2
- Very simple to understand
- This is the exact same thing as dehydration
- Number one nursing dx: Fluid volume deficit
- Number one tx: IVF
- Outcomes: increased urine output, moist mucous membranes, etc.
- It’s easy! It’s DEHYDRATION.
- It’s DKA without the K and the A. It’s dehydration.
Questions:
Which one is insulin the most essential in treating? DKA.
Which one has a higher fatality rate? HHNK/HHS.
If a DKA or HHS comes in ER, which one is higher priority? DKA.
- DKA comes in a lot later due to worse symptoms that occur only later in disease
- HHNK is treated but in bad shape
- Die first without treatment: DKA
Long Term Complications of DM
Due to:
- Poor tissue perfusion
- Peripheral neuropathy
Renal failure, impotence, incontinence, can’t feel when they injure themselves, can’t heal
properly when they injure themselves, retinal neuropathy.
Which lab test is the best indicator of glucose control? HbA1C/glycosylated haemoglobin
- In control: 6 and lower
- Out of control: 8 and above
- Therefore, at risk/on the border 7
o Need evaluation, work up, infection somewhere.
 


	37. DRUG TOXICITIES
There are  5 that you need to know!
1. LITHIUM
- Anti-mania drug
- Used for bipolar
- Not used for depression but for mania
- Therapeutic level: 0.6 – 1.2
- Toxic level: 2.0 or greater
- There is a grey area (1.2 – 2.0) à no books agree to what is going on with lithium at that
area
2. LANOXIN/DIGOXIN
- Treats AFIB and CHF
- “DIG” = AFIB à abcD
- Therapeutic level: 1.0 – 2.0
- Toxic level: 2.0 or greater
- Therefore, 2.0 can be therapeutic or toxic à If it gives you 2.0 you answer it is toxic
rather than therapeutic (to be safe)
3. AMINOFILIN
- Airway antispasmodic
- Technically not a bronchodilator à it does not stimulate the B2 agonists to
bronchodilate, it just relaxes a spasm
- The airway dilates since it was narrowed but it is not a bronchodilator
o For instance, acute asthma attack à bronchodilator may not work initially due to
spasm; therefore, use antispasmodic (aminofilin) to melt spasm then give
bronchodilator
- Therapeutic level: 10 – 20
- Under 10 is non therapeutic à need more or are they taking it?
- Toxic level: 20 or greater
4. DILANTIN
- Used for seizures
- Therapeutic level: 10 – 20
- Toxic level: 20 or greater
- Therefore, 20 is toxic
5. BILIRUBIN
- Not a drug; byproduct of breakdown of RBCs
- Only tested in newborns on NCLEX
- Newborns have high bilirubin because breaking down mom’s RBCs
- Therapeutic level: Elevated level which is 10 – 20
- 9.9 and less, is normal for a newborn
- Toxic level: 20 or greater
- Question: A child with what bilirubin and above do you think needs to come to the
hospital?
o Usually about 14-15 where doctors start thinking about hospitalizing these kids
 


	38. o 10-13 can  be managed with sunlight
- Kernicterus: Bilirubin in the brain which usually occurs when level is around 20 because
it causes ASEPTIC (no germs) MENINGITIS and ASEPTIC ENCEPHALITIS due to
irritation of bilirubin
- Jaundice: Yellow colour due to bilirubin in the skin
- Opisthotonos: Position the baby assumes when they have kernicterus à
HYPEREXTEND due to irritation of meninges with the bilirubin
o Newborns are unbelievably flexible
o When they extend, their heels will come and touch their ears
o Rigid
o Question on NCLEX: What position do you place an opisthotonic child?
§ Put them on their side
- Physiologic Jaundice: Bilirubin is abnormal at birth, over the next 2-3 days goes high
on bilirubin.
- Pathologic Jaundice: Bilirubin is high at birth, yellow at birth.
Therefore, if they come out yellow, SOMETHING IS WRONG. If they turn yellow, it’s NORMAL.
NOTE: Lithium and Lanoxin both start with L. Their toxic level is 2.
The rest à Dilantin, bilirubin, aminofolin are 20.
 


	39. Select a product  for this proof:
§ Is unrealistically preoccupied with fears of being left to take care of himself or herself
166876
DUMPING SYNDROME VERSUS HIATAL HERNIA
HIATAL HERNIA DUMPING SYNDROME
Description Regurgitation of acid into the
esophagus because the upper part
of stomach herniates upwards
through the diaphragm.
o Gastric contents move in
the wrong direction
o Stomach empties at a
normal rate
o GOING THE WRONG
WAY ON A ONE WAY
STREET
Usually follows gastric surgery
in which the gastric contents
dump too quickly into the
duodenum
o Gastric contents
move in the right
direction
o Stomach empties at
the wrong rate
(increased)
o YOU’RE SPEEDING
Signs and Symptoms - Plain GERD à Heartburn and
indigestion
- You can have GERD for many
reasons but GERD makes hiatal
hernia
- Hiatal hernia is GERD if you lie
down after you eat
- If you have indigestion and
heartburn, doesn’t mean you
have hiatal hernia
- Examples:
o Nurse gets up in
morning, skips breakfast,
passes meds, then at
1100 gets epigastric
burning pain, indigestion
à GERD, yes. HIATAL
HERNIA, no because
she didn’t lie down and
didn’t eat.
o Go home, eat dinner at
8pm, sits down watches
tv, half hour later eats
cereal, 20 mins later
eats chips, 20 mins later
eats, then they get tired,
- Easiest way to remember is
to take what you already
know and combine it to
equal dumping syndrome
- Talk about DRUNK
o Staggering gait
o Slurred speech
o Impaired judgment
o Delayed reaction
time
o Labile emotions
o BECAUSE with
dumping syndrome
à decreased
cerebral perfusion
- Talk about SHOCK
o Hypotension
o Tachycardia
o Tachypnea
o Pale, cold, clammy
skin
- DRUNK + SHOCK à
HYPOGLYCEMIA
- Then add ACUTE
ABDOMINAL DISTRESS
o Cramping
 


	40. they go to  bed, half hour
later à burning,
epigastric pain,
indigestion à HIATAL
HERNIA, yes, because
laid down right after they
ate.
o Pain
o Guarding
o Borborygmi
o Tenderness
o Diarrhea
o Bloating
o Distention
- THEREFORE, S&S OF
DUMPING SYNDROME:
HYPOGLYCEMIA (DRUNK
+ SHOCK) + ACUTE
ABDOMINAL DISTRESS
Treatment
To change the way the
stomach empties, you
can:
o Play with
HOB
o Play around
with water
content of
meal
o Play around
with
carbohydrat
e content of
meal (carbs
go through
fast)
- you want stomach to empty
FASTER because if it’s empty, it
won’t reflux
-
1. High position – gravity
empties stomach faster
2. Liquid meal will go through
the stomach faster
therefore, increased liquids
3. High carbohydrate content
“In HIGH-atal hernia, everything
needs to be HIGH”
- you want the stomach to
empty SLOWER
1. Low position – head flat
à they should eat
supine, turn to side, and
eat on the side with
head down
2. Low liquids – get fluids
between meals (1 or 2
hrs before or after
meals)
3. Low carbohydrate
content
“When everything is LOW, the
stomach empties SLOW”
What about protein?
Low protein in hiatal hernia and high protein in dumping syndrome;
whatever carbs is, protein is the opposite.
 


	41. ELECTROLYTES
You need to  memorize three sentences:
1. Kalemia’s (potassium) do the SAME AS the prefix except for heart rate and urine
output.
a. Prefix meaning HYPO or HYPER
b. Hyperkalemia = Low urine output, low HR
c. Hypokalemia = High urine output, high HR
DO NOT MEMORIZE THE LISTS but here are examples:
HYPER KALEMIA HYPO KALEMIA
Brain Agitation, restlessness, Irritability,
decreased inhibitions, loud
Lethargy, coma
Lungs Tachypnea Bradypnea
Heart Bradycardia
T waves are peaked and tall
ST will be elevated
ONLY THE HEART RATE IS
OPPOSITE
EVERYTHING ELSE IS SAME AS
PREFIX
Tachycardia
Bowel Borborygmi, diarrhea Constipation, ileus, dec bowel sounds
Muscle Spasticity, inc tone, 3+ or 4+ reflexes Flaccid, 1+ reflexes
Kidneys Oliguria/anuria Polyuria
Question: Your patient has hyperkalemia, SATA:
THOUGHT PROCESS: Draw arrows (v) and (^) and draw exceptions (*)
- Adynamic ileus (v)
- Obtunded 1+ reflexes (v)
- Clonus (irritability) (^)
- U wave (goes down) (v)
- Depressed ST (v)
- Polyuria (*)
- Bradycardia (*)
If you don’t know what something is on SATA, don’t pick it!
 


	42. 2. Calcemia’s do  the OPPOSITE of the prefix.
a. HYPERcalcemia = everything goes down
b. HYPOcalcemia = everything goes up
i. CHvostek’s sign = Cheek à you touch their cheek à spasm which is a
sign of neuromuscular irritability associated with a low calcium
ii. Troussea’s sign = spasm of hand when you put BP cuff on
3. Magnesemia’s do the OPPOSITE of the prefix.
Can it be a tie, that a symptom be caused by potassium, calcemia, magnesium?
1. Probably not magnesium because it’s not a major player
2. If it is a skeletal muscle or nerve à blame it on Calcium
3. For everything else à blame it on Potassium
Question: Your patient has diarrhea. What caused it?
A. Hyperkalemia (possibility)
B. Hypokalemia (NO)
C. Hypocalcemia (possibility)
D. Hypomagnesemia (possibility)
THOUGHT PROCESS: This symptom is UP (^)
Three possibilities
Rule out magnesium
Not a sk muscle or nerve
Blame it on potassium à A
Question: Your patient has tetany. What caused it?
A. Hyperkalemia (possibility)
B. Hypokalemia (NO)
C. Hypocalcemia (possibility)
D. Hypomagnesemia (possibility)
THOUGHT PROCESS: This symptom is UP (^)
Three possibilities
Rule out magnesium
It IS a sk muscle or nerve
Blame it calcium à C
Question: Your patient has tetany. What caused it?
A. Hyperkalemia (possibility)
B. Hypokalemia (NO)
C. Hypercalcemia (NO)
D. Hypomagnesemia (possibility)
 


	43. THOUGHT PROCESS: This  symptom is UP (^)
Three possibilities
Rule out HYPERcalcemia because it is the OPPOSITE
Don’t just think calcium = muscles/nerves
Don’t just think potassium = heart
Therefore, it is a tie breaker between magnesium and potassium à Pick potassium à A
SODIUM’S
 


	44. HypErnatremia à See  letter E à dEhydration
HypOnatremia à See the O à Overload
Question: A student nurse runs to RN à I just ran a whole litre of sodium in 10 minutes, I forgot
to close the clamp. What electrolyte imbalance would you expect to see? Hyponatremia
because of fluid overload.
Question: Which patient is put on a fluid restriction and Lasix? Hyponatremia.
Question: Which one is given lots of fluids? Hypernatremia.
Question: Who has hot, flushed, dry skin? Hypernatremia.
Question: In addition to HYPERKALEMIA in DKA, what other electrolyte imbalance is possible?
Patient is Dehydrated à Hypernatremia
Question: What nursing diagnosis would be essential for hyponatremia? Fluid volume excess
Therefore:
- For SIADH à overload à Hyponatremia
- For DI à dehydration à Hypernatremia
- For HHNK à dehydration à Hypernatremia
Other Notes:
ü The earliest sign of any electrolyte imbalance = NUMBNESS AND TINGLING
o PARESTHESIA = numbness and tingling
ü Circumoral paresthesia = numbness and tingling of the lips
ü All electrolyte imbalances cause muscle weakness
o PARESIS: Muscle weakness
TREATMENT
- Only tests potassium*
1. Never push potassium IV
2. Not more than 40 of K per litre of IV fluid
a. If more, call MD and clarify
These are ways to lower potassium:
High potassium is bad because it stops your heart à cardiac arrest
Therefore, HYPERkalemia is the worst electrolyte imbalance!!!
3. Give D5W with regular Insulin à drives potassium into the cell and out of the blood
a. Fastest way to lower potassium
b. It is the potassium in the blood that will kill you, not the potassium in the cells
c. Does D5W get rid of the extra potassium? NO. It just shifts it into the cells.
d. Does it solve the problem? NO.
e. Why do we do it? To save their life!!!
f. Potassium will leak right back into the blood after a couple of hours
g. Upside: FAST AND QUICK
h. Downside: TEMPORARY
4. Kayexelate
a. Goes into your but (enema) or oral
b. It is full of SODIUM
 


	45. c. It releases  sodium into your blood
d. But to maintain negative equilibrium à potassium is kicked out of the blood into
the gut
e. Trades SODIUM for POTASSIUM
f. Defecate K
g. Blood starts out hyperkalemic and ends up with hypernatremia à
DEHYDRATION
i. Therefore, cure the hypernatremia with fluids
h. Upside: Get rid of the excess potassium out of the body à doesn’t reoccur
i. Downside: It takes a long time!!! Hours, and you may not live that long
What electrolyte does Kayexelate work with? “KAY”
Does it make potassium enter the cell or exit the body? “EXit”
Does it do it fast or slow? Early or late? “LATE”
KAYEXITLATE. Kay exits late.
D5W with Regular Insulin = opposite. Kay enters fast. Potassium enters the cells fast.
THEREFORE, GIVE D5W AND REGULAR INSULIN + KAYEXELATE SIMULTANEOUSLY!
 


	46. ENDOCRINE OVERVIEW
Thyroids and  Adrenals and you’re good to go!
HYPERTHYROIDISM
Turn “THYROIDISM” into “METABOLISM” → HyperMETABOLISM
SIGNS & SYMPTOMS:
• Weight loss
• Hypertension
• Irritable
• Heat intolerance
• Cold tolerance
• Exophthalmos (bulging eyes)
• Tachycardia
Grave’s Disease → Hyperthyroidism → “You’re going to run yourself into the grave”
TREATMENT
1. Radioactive Iodine
a. Patient should be by themselves for 24 hours (private room)
b. After that, they have to be very careful with urine → flush three times; if
they spill urine on the ground → call hazardous team NOT housekeeping
c. Risk to nurse → URINE
2. PTU (propyl thyo uracil)
• “PUTS THYROID UNDER”
• Must bring down thyroid hormones
• Primary use is for cancer but one of it’s special uses is for thyroids
• Watch WBC due to immunosuppression
3. Surgical Removal → Thyroidectomy (remove part or all of the thyroid)
• Pay attention to if it is a total or subtotal thyroidectomy; if you treat all the same, you
will get it wrong!!!
. TOTAL THYROIDECTOMY
• Life long hormone replacement
• You are at risk for HYPOCALCEMIA because it’s almost impossible to spare the
• Parathyroid Gland → Low PTH, low Calcium
• S&S -- calcium do the opposite of the prefix
PARTIAL THYROIDECTOMY
• May be on hormones for a bit but not life long
• No hypocalcemia with this; however, they are at risk for
o THYROID STORM or THYROTOXICOSIS (total thyroidectomies never are at
risk for this) → MEDICAL EMERGENCY → BRAIN DAMAGE → PERMANENT
§ S&S (FOUR REALLY BAD THINGS)
1. SUPER high temperatures of 105F and above
2. Extremely high BP → Stroke category → 210/180 (for instance)
3. Severe tachycardia → 180’s - 200
4. Psychotically delirious
 


	47. • TREATMENT of  Thyrotoxicosis:
o Get temperature DOWN
o FIRST: Ice packs
o BEST: Cooling blanket
• Get oxygen UP
o O2 per mask @ 10L
o How can you keep an oxygen mass on this delirious patient? This is hard.
• OXYGEN FIRST THEN TEMPERATURE but always pick STAY WITH PATIENT
o They will come out of it themselves or they will die
o You do not want to medicate
o For instance, tylenol won’t work because the hypothalamus is not
working.
o This is self limiting condition
o All we do is SPARE THE BRAIN until they come out of it
o Two staff for ONE patient (2:1)
POST OP RISKS
In the first 12 hours, no matter if it’s total/subtotal,
1. Airway
• Edema → presses on airway
2. Hemorrhage
• Endocrine gland has lots of BV
After 12 hours…
A. Post op risks 12-48 hours after a TOTAL → TETANY due to HYPOcalcemia
B. Post op risks 12-48 hours after a SUBTOTAL → STORM
T’s with T. S’s with S.
After 48 hours…
Biggest risk is infection.
Never pick infection before 72 hours WITH anything!!!
 


	48. HYPOTHYROIDISM → Hypo  Metabolism
SIGNS & SYMPTOMS
• Flat, boring, dull
• Cold intolerance
• Heat tolerance
• Bradycardia
• Slow processing
• Bradypnea
MYXEDEMA COMA is the disease.
TREATMENT
1. Not enough hormone therefore, GIVE THEM THYROID HORMONES
(Synthroid/levothyroxine)
2. Do not sedate these people because they’re already super slow → coma
a. QUESTION NPO before surgery because then they can’t take their meds!!! If they don’t
have their hormones → anaesthetic in sx can kill them
b. NEVER HOLD SYNTHROID without expressed orders to do so
 


	49. ADRENAL CORTEX
Diseases start  with either A or C (same as Adrenal Cortex)!
ADDISON’S DISEASE → Under secretion of the adrenal cortex
SIGNS & SYMPTOMS
Two things you need to know…
1. Hyperpigmented
a. Very tanned
b. They look healthy
2. They do not adapt to stress
. When you are under stress there’s a threat to your brain
a. Purpose of stress response → raise glucose and raise BP
b. THEREFORE → Hypoglycemia and hypotension → shock
TREATMENT
1. Steroids
a. End in -sone
b. “ADDISONS YOU ADD A SONE”
CUSHING’S SYNDROME → Over secretion of the adrenal cortex
If you have a “cushy” bank account
If you have a “cushy” chair
If you have a “cushy” tushy
YOU HAVE MORE…
SIGNS & SYMPTOMS → YOU HAVE TO KNOW THIS
Memorize this list and you will get a 2 for 1 → S&S of Cushing’s AND side effects of
CORTICOSTEROIDS (-sone)!
Draw a picture of little man is called CUSH-MAN.
 


	50. 1. Moon face
2.  Acne
3. Hirsutism
4. Retaining water
5. Gynecomastia
6. Increased bruising
7. Muscle atrophy
8. Central obesity
9. Losing K
10. Osteoporosis
11. Striae
12. Increased glucose → Need accuchecks! Even if you’re not diabetic.
13. Irritable
TREATMENT
You have too much → You need to cut it out → ADRENALECTOMY
• Bilateral adrenalectomy: Problem is you can induce Addison’s disease
• Then you have to take corticosteroids
• Then you end up looking like Cushman again!!!
• Takes a year or two → normal
*This is the same as hyperthyroidism: You get a thyroidectomy → take thyroid hormones →
signs and symptoms look like grave’s disease
 


	51. CHILDREN’S TOYS
When you  select toys, there are usually 3 things to consider:
1. Is it safe?
2. Is it age appropriate?
3. Is it feasible?
SAFETY CONSIDERATIONS
1. No small toys under age 4 → RF aspiration
a. If they’re over 4, it is fine
2. No metal toys if oxygen is in use
. RF sparks
a. Fancy word that may be used → DIE-CAST
3. Beware of fomites
. Fomites → non living object that harbours micro organisms
a. Vector → living thing that harbours micro organisms
b. Toys are notorious fomites in pediatric ward because kids stick it in their mouth and it
passes onto other kids
c. Which toys are the worst fomites?
i. STUFFED ANIMALS
d. What are the best toys?
. HARD PLASTIC → disinfect
FEASIBILITY
Can you do it? Could you actually play it with the child in the situation?
Example: Is swimming okay for a 13 year old? YES. More likely, common self.
AGE APPROPRIATE
1.) INFANCY → FROM 0-6 MONTHS OF AGE
• Best toy: Musical mobile
• These kids are sensory-motors
• Something that stimulates BOTH sensory and motor
• If boards does not have musical mobile, second best answer is: something SOFT but
has to be LARGE → due to RF aspiration
2.) 6-9 MONTHS OF AGE
• Working on skill called OBJECT PERMANENCE
• Idea that it’s still there even though you can’t see it
• Example: If toy is under blanket, will they know that it’s there?
• Your play should be teaching them that
• Best toy: Cover-uncover toy
• You cover it up, then you uncover it, repeat
• Examples: Jack in the box; pop up pals; books that have the little windows; peek a boo;
cover yourself under the blanket
• Second best toy: Something LARGE but FIRM
• Wood, metal, hard plastic
 


	52. • Worst toy:  The musical mobile → they pull themselves up and strangulation
occurs
3.) 9-12 MONTHERS
• Working on vocalization
• Speaking toys, talking toys, verbal toys
• Examples: Woody the cowboy, tickle me elmo, talking books, talking teddy bear → they
have a string or button then they say something
• Purposeful activity starts here
• Could a 7 month old play with 3 wooden blocks? YES.
• Could a 7 month old build a tower with 3 wooden blocks? NO.
• “BUILD” is a purpose word
• Never pick answers with the following words if kid is <9 months:
• Build
• Sort
• Stack
• Make
• Construct
• A baby is in the womb for… 9 months. And it’s another 9 months until they can do
something purposeful!
4.) TODDLERS: 1-3 YEARS
• Best boy: Push or pull toy
• Examples: Lawn mower, wagon, buggy, baby strollers, dog
• Working on gross-motor skills → running, jumping
• If it takes finger dexterity → NOT FOR TODDLER!
• Coloured pencils? Scissors? Blunt scissors? NO.
• Finger painting is not finger painting. It is hand painting. YES. because it takes
your hand, not your finger.
• Parallel play → Play alongside but not with others
5.) PRESCHOOLERS
• Work on fine motor
• Finger dexterity
• Work on their balance
• Examples: Tricycles, dance class, ice skates, etc.
• Cooperative play → Play together and interact
• They like to pretend → Highly imaginative
6.) SCHOOL AGED → 3 C’s
• CREATIVE: Let them make it. Don’t give it to them.
• Would it be good to give them a colouring book with pencils? NO. Give blank
paper and pencils to create their own pictures.
• Would you give them plastic lemonade? Plastic donuts? For a tea party? NO.
They make their own stuff and have a tea party.
• Examples: LEGO → build and make them stuff
• COLLECTIVE: always collecting something!!!
• COMPETITIVE: They like to play games where there’s a winner or a loser
• They like when there’s a prize/winner/loser
 


	53. 7.) ADOLESCENTS
• Peer  group association
• Do they do much? Not really. All of them just watch tv.
• If they gave you a question about a gang of teenagers hanging in a teenagers room, do
you let them or not let them? You let them UNLESS…
1. If anyone is fresh post-op (<12 hours out of surgery)
2. If anyone is immunosuppressed
3. If anyone has a contagious disease
 


	54. LAMINECTOMY
Lamina: Vertebral spinus  processes → have you ever felt the bumpy bones on the back of
somebody? It’s not the body of the vertebrae, it’s the wingy thingies → those are the lamina.
Do you remove the round bodies of them? NO. You removed the wings. The posterior
processes of the vertebral bones.
WHY a laminectomy? To remove nerve root compression because sometimes when they
come out of the spinal cord there’s calcium or herniated disks or inflammatory masses pressing
on them → cut away the bone → give nerve more room to exit → relieve compression of nerve
root
S&S of Nerve Root Compression
Three P’s:
1. Pain
2. Paresthesia - numbness and tingling
3. Paresis - muscle weakness
Most important thing to pay attention to in any nerve question: LOCATION!
• Location determines the symptoms
• Location determines the prognosis
• Location determines the treatment
THREE LOCATIONS OF A LAMINECTOMY
1. Cervical → neck
2. Thoracic → upper back
3. Lumbar → lower back
Most important pre-op ax for a CERVICAL laminectomy?
Cervical innervates → diaphragm and arms
Therefore, assessment of:
1. Breathing
2. Back up answer → function of arms and hands (back up answer)
Most important pre-op ax for a THORACIC laminectomy?
Thoracic innervates → abdominal muscles and gut muscles
Therefore, assessment of:
1. How a patient coughs
a. Put hand on abdomen, cover your mouth, and on my signal i want you to cough. You
should feel a contraction → You CAN cough.
b. With a thoracic spinal cord injury. You can no longer contract your abdomen. You are
paralyzed → You CANNOT cough. You can breathe.
2. Back up answer → Bowel sounds
Most important pre-op ax for a LUMBAR laminectomy?
Lumbar innervates bladder and legs.
Therefore, assessment of:
 


	55. 1. Last time  of void
a. Is it empty or full?
2. Back up answer → function of legs
POST OP LAMINECTOMY
#1 answer → LOG ROLL. Always pick log roll if it’s there!
Mobilizing Patients After Laminectomy:
• Do not dangle
• No sitting at side of bed
• Go from lying down immediately to walking around
• Can they sit on the side of the bed to overcome orthostatic hypotension? Yes.
• They should not sit with feet on the ground/feet off the ground/sitting at side of
bed → NO!
• Do not sit longer for 30 minutes
• Question: What typical post op order would you question with laminectomy? Up
in chair for 2 hours TID.
• Up in meals is okay because meals are only 30 minutes
• They may walk, stand, lie down WITHOUT restrictions
• RESTRICTIONS ONLY WITH SITTING
• What worker in hospital has the highest risk of back injuries?
• Unit clerk because they sit all day
Post-op Complications
Depends on location!
• Cervical: They won’t breathe deeply after surgery → PNEUMONIA
• Thoracic: They won’t cough so well → PNEUMONIA and ILEUS
• Lumbar: URINARY RETENTION followed by PROBLEMS WITH LEGS
Question: You are caring for patient with lumbar oligodendrocytoma. What is the number one
problem?
a. Airway
b. Ileus
c. Cardiac arrhythmia
d. Urinary retention
→ Because it’s LUMBAR. All you need to know is the location, you don’t need to necessarily
know what it is!
• Typically you don’t have chest tubes with laminectomies but with an anterior thoracic
laminectomy → from the front, you go through the chest, to the spine.
• Pneumohemothorax → requiring CT
• Laminectomy WITH FUSION → takes a bone graft from the iliac crest
• If you take the disc out, you cannot have bone on bone
• You take bone from hip, and put in between to fuse it so there’s no grinding
• Therefore they will have TWO incisions
• One on hip and one on spine
• Of those two incisions, which one will have more pain? THE HIP.
• Which has the most bleeding and drainage? THE HIP.
• Which has the highest risk for infection? THEY ARE EQUAL.
 


	56. • Highest risk  for rejection? THE SPINE.
• Therefore, HIP causes more problems.
• Why do surgeons want to get rid of hip incision? Shorter recovery,
decreases RF infection, decreases pain.
• Surgeons are using cadaver bones from bone banks to just have one
incision instead of two
• Nowadays they are moving away from cadavers to synthetic bonding
materials
DISCHARGE TEACHING: Four temporary restrictions and three permanent ones
TEMPORARY:
1. Do not sit for longer than 30 minutes which applies for 6 weeks.
2. Lie flat and log roll for 6 weeks.
3. No driving for 6 weeks
4. Do not lift more than 5 pounds for 6 weeks.
a. A gallon of milk is about 5 pounds.
PERMANENT:
1. Do not pick up objects by bending at the waist; bend with the knees!
2. Cervical laminectomies are not allowed to lift anything OVER THEIR HEAD.
a. Need a step stool in the house
3. No jerky car rides, bike rides, roller coasters, etc.
This lecture can be used to get any spinal cord questions correct!
 


	57. LAB VALUES
Know which  lab values are more dangerous than what other lab value? Prioritization.
PRIORITY LEVELS
A. Low priority: Yes it’s abnormal, may be presence of disease, but no big deal. For
instance, you could wait all night then have it assessed tomorrow, it’s okay.
B. Still a low priority: It is abnormal, you need to be concerned, you just need to watch them
closer.
C. High priority: It is critical; you must do something about it.
D. Highest priority
DESCRIPTION NORMAL LVLS PRIORITY
Serum Creatinine 0.6 – 1.2 A
Phone call worthy only if they were going for a test that
had a dye in it
INR
- Monitors
Coumadin
therapy
- Variation of
prothrombin
time
2’s to 3’s 4 and above = C
What do you do?
Follow an order
First thing you do is HOLD
After you hold, then you assess but a FOCUSED ax
based on which body part
Prepare to give the drug
Call physician/RT/etc.
Potassium 3.5 – 5.3 A LOW potassium is a C
Do you hold? NO.
Ax the heart.
Prepare to administer K+
Call MD
Between 5.4 – 5.9 is a C
Hold all K+
Ax the heart
Prepare to give kayexelate and D5W and regular insulin
Call MD
 


	58. 6 and great  is a D
Deadly dangerous
Same protocol but more staff on hands
Don’t leave your pt and do what you can do at the
bedside
pH 7.35 – 7.45 pH in 6’s is a D
Ax vitals b/c pH pt is going down!
Only way to correct is to treat the underlying cause
Low pH get the physician in on the case!!!
Stay with the patient
BUN 8 – 25
How many bun’s
do you buy in a
pack 8!
<8 is A priority à ax for dehydration
HgB 12 – 18 8 – 11 it’s a B priority à ax for low HgB à bleeding or
malnutrition (anemia)
If < 8 it’s a C à do something
Ax for bleeding
Prepare to administer blood
Call the MD
Bicarb 22 – 26 Abnormal bicarb is an A
CO2 35 – 45 A CO2 that’s high but in the 50’s à those are C levels
It’s critical
Not COPDers just normal
Ax respiratory status
Pursed lip breathing
Call MD
A CO2 that’s in the 60’s à D
Super high priority
Do not leave the room
Prepare to intubate and ventilate
Call RT and then call MD
Hematocrit 36 – 54
* It is the Hgb x 3
Elevated Hct is a B
Ax dehydration
pO2 (blood gas) 78 – 100 If it is low but still in 70’s (70-77) it is a C
Ax respiratory
Prepare to administer O2
When hypoxic, the heart will increase FIRST then
respirations will
 


	59. Two common causes  for episodic tachycardia:
- Hypoxia
- Dehydration
In 60’s it’s a D
Respiratory failure
- CO2 in 60’s
- O2 in 60’s
- Both in 60’s à intubate and ventilate
Throw on O2 to make comfortable
Ax pt
Prepare to intubate or ventilate
Stay with patient
Call MD
O2 SAT 93 – 100 Anything less than 93 is a C
Ax resp
Prepare O2
In pediatrics à < 95% is a C
COPDers run high on CO2 and low on O2
Anemia falsely elevates SaO2; therefore look for other
ways to ax oxygenation
dye in last 48 hours also falsely elevates and invalidates
O2 because dye colours the blood
BNP
Best ind of CHF
< 100 4 100 is a B à CHF but you’re not gonna die; it’s a
chronic condition
Na 135 – 145 Abn is a B
If high ax for dehydration
If low ax for overload
If question says Na is abn and change in LOC it is a C à
safety issue
WBC Total WBC 5,000
– 11,000
Absolute
Neutrophil Count
(ANC)
4 500
CD4 count
4 200
All abnormal values are C
Ax for signs of infection
Place them on neutropenic precautions:
ü Follow strict hand washing
ü Shower BID with antimicrobial soap
ü Avoid crowds
ü Private room
ü No fresh flowers or potted plants
ü Low bacteria diet- no raw fruits/veggies, no
undercooked meat.
 


	60. When < 200  à
AIDS!
ü No water drinking if its been sitting for longer then 15
minutes.
ü Vitals Q4H
ü Check WBC daily
ü Avoid reusable plates/silverware etc,
Platelets Thrombocytopenic
<90,000
Thrombocytopenic is a C à bleeding precautions
If < 40,000 à D
Prepare transfusion and call doctor
RBC 4 – 6 million Abnormal is a B
If they give you an elevated blood value, you have no idea, dehydration is a good guess
because when you’re dehydrated, your blood cells are inc = dehydration.
- Ax before you do unless delaying what you do before you ax would put your patient at
higher risk.
- Delaying stopping the blood to do an ax à inc risk; therefore you do before you assess
- Position first if there’s TWO DO’S
- But what if it’s a FIRST question versus BEST question?
o BEST = O2
o FIRST = Raise HOB
MEMORIZE THE 5 D’S
1. pH in the 6’s
2. Potassium in the 6’s
3. CO2 in the 60’s
4. PO2 in the 60’s
5. Platelets <40,000
THEN, MEMORIZE ALL THE C’S
All the rest, you don’t have to remember since they’re not important!
 


	61. MATERNAL NEWBORN OVERVIEW
PREGNANCY  DUE DATE
1. Take first day of the last menstrual period
2. Add 7 days
3. Subtract 3 months
Example:
Her last menstrual period was June 10 – June 15
June 10 + 7 days = June 17
June 17 – 3 months = March 17 of the following year
Note: June is the 6th
month – 3 = 3rd
month which is March
WEIGHT GAIN
1. Average typical pregnancy is what they are talking about here.
Total weight gain: 28 lbs +/- 3.
2. In the first trimester, she gains 1 pound, each month.
First trimester is 3 months
She gains a total of 3 pounds in 3 months
3. In the second and third trimester, she is gaining much faster. She gains 1 pound, per
week.
On NCLEX, if they give you a woman in a particular week of gestation, you have to be
able to predict what her weight gain should be.
IDEAL WEIGHT GAIN CHART
Week Weight Gained
12 3 lbs
13 4 lbs
14 5 lbs
15 6 lbs
16 7 lbs
17 8 lbs
18 9 lbs
19 10 lbs
20 11 lbs
RULE: Difference of 9 à Week – 9 = lbs gained
Example: Woman in her 28th
week, she has gained 22 lbs. What is your impression?
A) Fine
B) Underweight
C) Overweight
D) Do an ax
 


	62. Within 1-2 lbs  = okay
3 lbs off = ax
4 lbs off = trouble
Example: If in 31st
week gained 15 lbs à 31 – 9 is 22. Therefore, she is underweight by more
than 4 lbs à do an ax like a biophysical profile.
FUNDAL HEIGHT
Fundus: Top part of the uterus. Not palpable until week 12.
1. Therefore, in 1st
trimester you CANNOT palpate the fundus.
What if she’s gained 10 lbs in trimester, and fundus is WAY up high she’s either not in the 1st
trimester or she has hypermolar pregnancy (Cancerous).
2. You can palpate the fundus after the END of the 1st
trimester.
3. 2nd
and 3rd
Trimester à When is the fundus at the belly button/umbilicus?
20 – 22 weeks of gestation.
Why is this important for a nurse to know?
You can use fundal height to ax the age of gestation. For instance, mom comes in ER after
MVC. She is unable to tell you how far along she is.
How can you put her in the correct trimester?
Palpate her fundus.
Non palpable = 1st
trimester. Mom is the priority.
At or below the belly button = 2nd
trimester. Mom is the priority.
Above the belly button = 3rd
trimester. Baby is the priority.
SIGNS OF PREGNANCY
Only two categories on boards à POSITIVE and EVERYTHING ELSE.
Four Positive Signs
1. Fetal skeleton on XRAY
2. A fetal presence on U/S
3. Auscultation of fetal HR (8 – 12 weeks is when you can hear it although it starts beating
at 5 weeks)
Most OB information has a range where it occurs because every woman is different. Because of
that, be careful because there could be 3 different questions for every fact.
The first question would be: When would you first auscultate a fetal heart? 8 wks
The second question would be: When would you most likely auscultate a fetal heart?
10 wks
The third question would be: When should you auscultate a fetal heart by? 12 wks
4. When the examiner palpates fetal movement NOT the mom
 


	63. The MAYBE Signs  (Probable & Presumptive together)
1. All urine and blood pregnancy tests
- A positive pregnancy test is NOT a positive sign of pregnancy = TRUE, because it
means you have the hormonal increases but you may not have a fetus à false positive
pregnancy test
2. Chadwick’s, Goodell’s, Heger’s
a. Chadwick’s sign à cervical colour change to cyanosis (all those words start with
C and so does Chadwick’s). If the cervix is doing it, the vagina is too.
b. Goodell’s sign à cervix softening
c. Hegar’s sign à uterine softening
d. They occur in alphabetical order!!!
e. Boards tests more on the order not necessarily what week
PATIENT TEACHING IN PREGNANCY
1. Good prenatal care à How often to come in for good prenatal care
a. Once a month until week 28 (1st
trimester, 2nd
trimester, up until 7th
month)
b. AT week 28, once every two weeks until week 36
c. Then, every week until delivery OR week 42
i. At week 42 à C-section or induction
If woman comes in for 12th
week check up, she comes in next at… 16th
week. Then 20th
, then
24th
, then 28th
, then 30th
, then 32, 34, 36, 37, 38…
2. Hemoglobin will fall
a. Normal: 12-16
b. 1st
trimester: 11 and it is normal.
c. 2nd
trimester: 10.5 and still normal.
d. 3rd
trimester: 10 and still normal.
3. Discomforts of pregnancy
a. Morning sickness
i. 1st
trimester
ii. Tx: Dry carbohydrates before she gets out of bed
b. Urinary incontinence
i. 1st and 3rd
trimester
ii. 2nd
trimester à no incontinence because it’s not on bladder it’s in
abdomen
iii. Tx: Void q2hrs all the way from the day she gest pregnant until 6 weeks
after delivery
c. Difficulty breathing
i. 2nd
and 3rd
trimester
ii. Tx: Tripod position à Feet flat, arms on table, leaning forward
d. Back pain
i. 2nd
and 3rd
trimester
ii. Tx: Pelvic tilt exercises à tilt the pelvis forward
That’s it for pregnancy because the rest should be common sense à when you get a
question you don’t know the answer to à pick the answer that you would pick for
someone else. Pregnancy is not a disease!
 


	64. LABOUR AND BIRTH
TRUEST  AND MOST VALID SIGN OF LABOUR
• Onset of regular progressive contractions
TERMS
• Dilation: Opening of cervix. It goes from 0-10cm. A cervix that is 0 = closed. A cervix that is
10 = fully dilated.
• Effacement: Thinning of the cervix. It goes from THICK to 100%. A cervix that is not effaced
is described as thick. A completely effaced cervix is 100%.
• Station: Relationship of fetal presenting part to mom’s ischial spines.
o Ischial Spines: smallest diameter that the baby has to pass through in order to be
birthed vaginally. If it cannot fit through there, it cannot be birthed vaginally.
o Negative station: Presenting part is ABOVE ischial spines.
o Positive station: Presenting part is BELOW ischial spines.
§ Way to remember stations: “Positive numbers are positive news. Negative
numbers are negative news.”
• Engagement: Station 0. Presenting part is AT the ischial spines.
• Lie: Relationship between spine of mother and spine of baby.
o Vertical lie: Compatible with vaginal birth, uncomplicated.
§ Mom’s spine and baby’s spine are parallel = GOOD = BABY
o Transverse lie: Baby’s spine is perpendicular to mom’s spine, complicated, trouble.
§ T which is transverse = BAD = TROUBLE
• Presentation: Part of baby that enters the birth canal first. Wonderful little alphabet soups.
o Nobody really knows the presentations (it’s not an average question)
o Most common: ROA so just pick that one! Or LOA.
FOUR STAGES OF LABOUR AND DELIVERY
1. Labour – All of labour! Composed of THREE phases.
a. LATENT: First three letters are “LAT” which are the initials of the phases in
order!
b. ACTIVE
c. TRANSITION
2. Delivery of baby
3. Delivery of placenta
4. Recovery
a. How long does recovery last? 2 hours.
Questions:
What is the purpose of uterine contractions in the 1st
stage? To dilate and efface the cervix.
What is the purpose of uterine contractions in the 2nd
stage? To push the baby out.
What is the purpose of uterine contractions in the 3rd
stage? To push the placenta out.
What is the purpose of uterine contractions in the 4th
stage? To contract the uterus to stop
bleeding.
When does post partum technically begin? Two hours after the placenta is delivered.
What is the number one priority in the second PHASE? Pain management
What is the number one priority in the second STAGE? Airway of baby
 


	65. Important nursing action  in the third PHASE? Checking dilation, helping with pain, helping with
breathing.
Important nursing action in the third STAGE? Making sure there’s three vessels in the cord.
Don’t get mixed up between STAGES and PHASES.
 


	66. MEDICATION HELPS AND  HINTS
1. What is Humulin 70/30
- It is a mix of insulins, R and N.
- 70 and 30 are percentages
- 70% is NPH
- 30% is Regular
Note: How do you remember that 70 is N? 7030 is like a fraction. The top number is called a
Numerator which starts with N and so does Insulin NPH.
Examples:
- If you gave 100U of 7030 à there would be 70U of NPH and 30U of Regular
- If you gave 50U of 7030 à there would be 35U of NPH and 15U of Regular
2. Can you mix insulins in the same syringe? Yes.
How?
You want to be an RN right? Then do it in that order. Regular then NPH. Clear then cloudy.
Pressurizing the vile?
Inject the air into the N first then inject the air into the R. Then draw up the R then draw up
the N.
3. Injections
- They will give you the name of the injection but ask what needle you need to use:
EXAMPLE: If you’re getting an IM injection, what needle will you use?
a) 21 gauge 5/8 inch
b) 22 gauge 1/8 inch
c) 21 gauge 1 inch
d) 25 gauge 5/8 inch
CLUE:
The clue is in the abbreviation:
- IM. Look at the first letter. I looks like 1. Therefore, choose the answer that has both 1’s
in them.
- If you’re getting a SC injection. Look at the abbreviation, SC. S looks like 5. Choose an
answer that has 5 in both parts. Therefore, d.
 


	67. 4. Heparin versus  Coumadin
Heparin Coumadin
Route IV or SC PO only
Therapeutic
Action
Onset
Works immediately Takes a few days to a week to work
Cannot be given for longer than
3 weeks (except for Lovanox)
because in 21 days you start to
make heparin antibodies
Can be given for the rest of your life
Antidote Protamine Sulfate
“heParin à Protamine”
Vitamin K
“Koumadin”
Lab Test PTT
Heparin = 7 fingers
3 fingers left = PTT
PT which is what the INR is derived
from
Coumadin = 8 fingers
2 fingers left = PT
Pregnancy Can be given to pregnant
women
Cannot be given to pregnant women
What’s the only major tranquilizer that can be given to pregnant women? Haldol.
5. K Wasting Diuretics
- If it ends in X or + DIURIL à X’s OUT K à it is POTASSIUM WASTING
- If it does not end in x and is not a diuril à it is POTASSIUM SPARING
“-SEMIDES are typically X’s”
6. Baclofen and Flexaril
Boards tests about these muscle relaxants:
2 Side Effects:
1. Drowiness/Fatigue
2. Muscle weakness
3 Teachings:
1. Don’t drink
2. Don’t drive
3. Don’t operate heavy machinery
“Baclofen: If I’m on my back loafin, I’m on my baclofen” IT’S A MUSCLE RELAXANT.
 


	68. PEDIATRIC TEACHING
Review of  Piaget’s Cognitive Development Theory
They never mention Piaget’s name but will ask about how you will teach children
FOUR STAGES FOR KID’S THINKING
STAGE ORIENTATION TEACHING
0-2 YEAR OLDS
SENSORY
MOTOR
THINKING
Totally PRESENT oriented Teach them WHILE YOU DO IT.
Not ahead of time. And not after
you’ve taught them.
What do you teach them? What you
ARE DOING.
How? Verbally. Don’t use play.
Pre-teach? Parent
3-6 YEAR OLDS
PRE-
OPERATIONAL
“PRE SCHOOL /
PRE
OPERATION”
Fantasy oriented
Imaginative
Illogical
Thinking obeys NO rules
You cannot reason with
them
They understand the future
and the past
Teach them BEFORE
How long before? Shortly before.
Example: “The morning of, the day
of, 2 hours before”
What do you teach them? What you
are going to do. Future tense.
How? Play.
7 – 11 YEAR
OLDS
CONCRETE
OPERATIONAL
“711 is
surrounded by
concrete. No
flowers”
Rule oriented
Live and die by the rules
They cannot abstract
Rigid
Only ONE way to do things
Teach them DAYS AHEAD
How long before? A day or two
before.
What do you teach them? What you
are going to do AND how to do
skills. They will do it the way you
taught them every single time.
How? Age appropriate reading and
demonstration.
12 – 14 YEAR
OLDS
Abstract *
Think CAUSE à EFFECT
Can now MANAGE their own care.
Example: Which of the following can
 


	69. FORMAL
OPERATIONAL
NO LONGER A
PEDIATRIC  QUESTION; IT
IS AN ADULT QUESTION.
TEACH LIKE AN ADULT!
manage their own care?
a) 8 yr old with cystic fibrosis
b) 8 year old DM
c) 10 yr old with a scraped kne
d) 13 yr old with CRF
D, yes!!!
It’s not the SEVERITY of the illness,
it’s the AGE in the kid.
A 10 yr old cannot manage the
scrape because you have to teach
them how to wash it, polysporin, and
bandage.
Will do it the same way for as long
as they are told to. What will they do
when it’s swollen? With pus? They
will STILL DO IT.
Managing doesn’t mean doing
everything it means knowing what
they can and cannot do.
Managing = 12+
Skills = 7+
 


	70. HOW TO TAKE  PSYCH TESTS
1. Make sure you know what phase of the relationship you’re in
Pre interaction
Introduction
Orientation
Working
Termination
2. Gift Giving
- Don’t accept gifts from mental health patients
3. Don’t give advice
- What do you think you should do? INSTEAD of giving them advice.
- Can you give advice in med surg and peds? YES. But not in PSYCH.
4. Don’t give guarantees
- If you cry you’ll feel better
- If you talk to me you’ll feel better
5. Immediacy
- If a pt says something, what’s the best answer? The one that keeps them talking. Don’t
refer them to someone else. Keep them talking to keep communication in your
relationship.
- It’s never wrong to get your patient to talk.
Example: Woman has breast biopsy. When do you think the results will come back? My sister
died from breast cancer…
A. Results will come back in 2-3 days and MD will discuss them with you
B. You’re concerned with the results of your breast biopsy.
o CHOOSE B!
o GET HER TO TALK!
6. Concreteness
- Don’t use slang or the word they used!
- No figurative speech
Examples:
- Patient says, “I feel rotten about what I did” Don’t say, “Oh you feel rotten?” they will take
it literally.
- Don’t tell patient to “chill”
- Patient says, “youre a real brinsklacebick” you should say, “you’re really angry” don’t ask
what it is!!!
7. Empathy
- Best psych answers are those that communicate to the patient that the nurse accepts
the patient’s feelings as being valid, real, and worthy of action
- Empathy is all about feeling
 


	71. Examples of bad  answers:
- Don’t worry…
- Don’t feel…
- You shouldn’t feel…
- I would feel…
- Anybody would feel…
- Nobody would feel…
- Most people feel…
Examples of good answers: YOU HAVE TO READ INTO THE QUESTION AND READ THE
FEELING!!!
- That’s very upsetting…
- Everything that has happened is devastating…
- I see that you’re sad…
FOUR STEP PROCESS TO ANSWER EMPATHY QUESTIONS
1. Recognize it’s an empathy question
a. Always have a QUOTE in the question and each of the answers is a quote
2. Read the FEELING à Put yourself in the client’s place
a. Say those words like you really meant them
3. Ask myself, if I said those words, and I really meant them, how would I be feeling right
now?
4. Choose the answer that reflects that feeling or anything close
a. Do not choose the answer that reflects their words
b. Because this ignores what the patient FELT
c. Choose what the patient FELT and ignore what they SAID
For instance, Patient says to you, “You’re a brinslabick!”
You do not say “a brinslabick?”
You say, “you’re angry…”
 


	72. FIRST STAGE OF  LABOUR AND DELIVERY à LABOUR
Know the whole chart.
LATENT ACTIVE TRANSITIONAL
DILATION 0 – 4 cm 5 – 7 cm 8 – 10 cm
FREQUENCY OF
CONTRACTIONS
5 – 30 minutes 3 – 5 minutes 2 – 3 minutes
DURATION OF
CONTRACTIONS
15 – 30 seconds 30 – 60 seconds 60 – 90 seconds
INTENSITY OF
CONTRACTIONS
Mild Moderate Strong
The way they test their knowledge:
Question: 5cm dilated, 5 minutes apart, last for 45 seconds. What PHASE is she in? ACTIVE.
You need to know the numbers to put them in the right one.
Three coloumn, sequential table. There’s 3 columns, the other leaves off, the next one picks up.
Easiest way to master is to memorize the MIDDLE column (active).
Note: Contractions should not be longer than 90 seconds or closer than 2 minutes.
How will they ask this?
• How do you know a woman is in trouble. For instance, they will give you four women and
ask, who is in trouble?
• How do you know a woman is in uterine tetany?
• How will you know a woman is in uterine hyperstimulation?
• What parameters would make you stop ptosin?
ASSESSMENT OF CONTRACTIONS
Teach mom how to do this!
Frequency: Beginning of one contraction to the beginning of the next contraction.
Duration: Beginning to end of one contraction.
Intensity: The strength of contraction which is purely subjective.
* Teach her to palpate with ONE HAND over the fundus with the PADS of the fingers.
THREE COMPLICATIONS YOU NEED TO KNOW
1. PAINFUL BACK LABOUR (Usually presentation is OP think “O PAIN”) à LOW PRIORITY
- Tx: POSITION THEN PUSH
- 1. POSITION KNEE CHEST à goes on hands and knees with rear end up and
head down which brings baby off the sacrum and coccyx
- 2. PUSH à take your fist and push on sacrum; counter-pressure and relieves
pain
 


	73. 2. PROLAPSED CORD  à HIGH PRIORITY
- This is bad because baby can kill itself
- Cord is coming out first
- Baby comes out and presses on cord à dies
- Tx: PUSH THEN POSITION
1. PUSH the head back up
2. POSITION knee chest
- Stay that way until C-SECTION performed
- You are riding on the cart with her.
- You will push then position because delaying pushing in order to position would increase the
risk to the baby.
3. INTERVENTIONS FOR ALL OTHER COMPLICATIONS OF L&D (There’s probably 16 of
them)
* TREAT WITH “LION PIT”
L – Turn them on their left side
I – Increase IV
O – Oxygenate them
N – Notify MD
PIT In a crisis, if ptosin is running, STOP IT. Could this be the first thing you would do?
Yes, then LION.
PAIN MEDICATION FOR WOMEN IN LABOUR
Do not administer pain medication to a woman in labour if the baby is likely to be born when the
medication PEAKS.
Question: You have a primigravida (first timer) at 5cm, who wants her IV push pain med. Will
you give it to her, or not?
Is it likely that a primigravida at 5cm is gonna deliver in the next 15-30 minutes after you
give it (we learned IV meds peak at 15-30 mins)?
NO! So yes, you can administer.
Question: You have a multigravida at 8cm, who wants her IM pain med? Will you give it to her
or not?
Is it likely that a multigravida at 8cm is gonna deliver in the next 30-60 minutes after you
give it (we learned that IM meds peak in 30-60 mins)?
YES! So no, do not administer.
 


	74. FETAL MONITORING PATTERNS
7  that you need to know:
Pattern Classification Interventions
Low Fetal HR
< 110 bpm
Bad LION
Left side
IV
O2
Notify
If PIT running à STOP
High Fetal HR
> 160 bpm
Good Document and take mom’s temperature
Mom probably has fever
Low baseline variability
FHR stays the same and does
not change
In other words, stable VS
Bad LION
Left side
IV
O2
Notify
If PIT running à STOP
High baseline variability
FHR always changing
In other words, VS are not stable
Good Document it
Late decelerations
HR slows down near end of
contraction or after
Bad LION
Left side
IV
O2
Notify
If PIT running à STOP
Early decelerations
HR slows down before
contraction or at the beginning of
one
Good Document it
Variable decelerations
“VERIABLE VERY BAD”
THIS IS PROLAPSED CORD
VERY BAD PUSH THEN POSITION
Push baby’s head
Position knee chest
Note: Once baby is born and VS are the same = GOOD
Before baby is born and VS are the same = BAD
Therefore:
1 Very bad: Variable decelerations
3 Bad: Start with L which you do Lion. L and L.
3 Good: Document it. If it doesn’t start with L, it’s good.
 


	75. “VEAL CHOP”
PATTERN CAUSE
Variable  decelerations Cord compression
Early deceleration Head compression
Acceleration Okay
Late deceleration Placental insufficiency
ACE OF SPADES
They’re always winners. In OB, there’s an answer that always wins.
CHECK FETAL HEART RATE! NO MATTER WHAT.
SECOND STAGE OF LABOUR à DELIVERY OF BABY
ORDER
1. Deliver the head
2. Suction the mouth then suction the nose (alphabetical mouth then nose)
3. Check for nuccal cord
a. Nuccal: Around the neck
4. Deliver the body
5. Baby must have an ID band on before it leaves the delivery area
THIRD STAGE OF LABOUR à DELIVERY OF PLACENTA
1. Make sure it’s all there!
2. Check that the cord has 3 vessels.
a. How many of each? Two arteries. One vein. Think of woman’s name AVA.
FOURTH STAGE OF LABOUR à RECOVERY (First 2 hours after the delivery of placenta.)
Four things you do, four times an hour (q15mins), in the fourth stage! 4x4x4
1. Vital signs: Ax for shock
a. Pressures go down
b. Rates go up
c. Pale, cold, clammy
2. Fundus: Check the fundus
a. Boggy à massage
b. Displaced à catheterize
3. Pads: How much she’s bleeding
a. Excessively à saturate pad in 15 minutes or less; that’s why you check every 15
minutes
i. Question: It’s 98% saturated, is she in trouble or not?
ii. She’s NOT in trouble because it has to be 100% saturated.
b. Put on a new pad q15mins
4. Roll her over
a. Check for bleeding underneath her
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