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Lec. 2&3   Admission and discharge of Patient from 
hospital
 
Patient admission:
 

    All measures undertaken by the hospital personal 

especially the nurse to help patient in taking treatment.

 

There are two major types of hospital admissions: 

Emergent and Elective.



Emergent: Usually happens when a patient seen in 

the emergency department after that admitted to the 

hospital.

Elective: Hospital admissions occur when a doctor 

requests a bed be reserved for a patient on a specific 

day. 

 
Test 1:  Enumerate the types of hospital admissions.



Reporting and Documenting:
 

Reporting: oral, written, or computer account of 

patient status; between members of health care team.  

Report should be clear, concise, and comprehensive.

Documenting: patient record/chart provides written 

documentation of patient’s status and treatment.



Purpose of documentation:

 1.Continuity of care.

2. legal documentation.

3. For research.

4. For statistics.

5. For education.

6. For audits.



Patient's chart:

 

Is a systematic documentation of a patient's individual, A record that is used by 

all professional personal for patient data.

 

Patient's chart includes:

1. A face sheet which gives general information, patient's name, address, age, 

sex, marital status, religion, etc.. 

2. A graphic form, for recording temperature, pulse, respiratory rates,  blood 

pressure, post-operative days, and post admission days.

3. Height and weight.



4. Fluid intake and output.

5. Sheet of recording the patient's past medical history, physical                    
examination and the physician's diagnosis.

6. Sheet to guide the physician in recording details of the patient's                 
progress.

7. Sheet for recording the results of test in laboratory.

8. Sheet for recording all medications administrate to the pt. and all 
observations about the pt.    

9. Other forms may be used depending on the nature of clinical condition 
for example:

                             a. Anesthesia and operative records. 

                             b. Behavior records in psychiatry.

                             c. Labor and delivery records.

                             d. Physical therapy and X-ray therapy.



Discharge from hospital:

 

1. Discharge planning aims' to teach the patient and his family 

about his illness and its effect on his life-style.

2. Provide the patient instruction for home care about the diet 

and the activity of patient.

3. Arrangement made for suitable transport.

4. Give written instruction regarding treatment.

5. Follow up care if necessary, like made dressing if the patient 

had operation.



After discharge of the patient:

1.Sends linen and blankets to laundry.

2.Sends mattress and pillow to autoclaved.

3.Wash the bed and table bedside.

4.Locker scrubbed out.



Nursing process: Is the method used to assess and diagnose needs, plan and 

implement interventions, and evaluate the outcomes of the care provided. 

 

    Nursing process includes:

Assessing: is the act of reviewing a human situation from a data base in order 

to diagnose, potential client problem.

                     a. History taking.

                     b. Physical examination.                             

                     c. Nursing diagnosis.   

                     d. Other component of data base.



Diagnosis: is the first diagnosis when the patient entered the 

hospital, it done by the signs and symptoms that patient compliant 

of.

Planning:  

                     a. Setting priorities.

                     b. Establishing goals and nursing role.

                     c. Establishing expected outcome.

                     d. Determining the team planning.



Implementation: 

                     a. General categories of nursing interventions.            

                     b. Delegating nursing action.                              

                     c. Recording outcomes

Evaluation: is the effect of action.

                       a. Quality assurance.

                       b. Outcome criteria.

 

Test 2:  Mention nursing process . 

















Lec:4&5      Physical examination                  
 

Techniques of physical examination:
1. Inspection method: it involves the visual sense, such as 

looking to observe the color of skin, or listening to the quality 

of voice or smelling the characteristic of an odor.

2. Palpation method: involves the sense of touch or the 

examiner used his hand, fingers to feel or press on the body for 

tenderness or soft or masses.



3. Percussion method: tapping a particular area of the body, 

either with the finger or with percussion hummer.

4. Auscultation method: use the sense of hearing to interpret 

sounds made the body usually is performed with the aid of 

stethoscope to listens heart sound.

 

Test 1:  Enumerate the type of physical examination .



Preparing the patient to the examination:

 

1. Explain to the patient what we do.

2. Undress the wear the patient gown.

3. Empty urinary bladder.

4. Provide privacy to the patient.

5. Draping the client.

6. Put the patient in correct position essential for examination. .

 

    Test 2:  How you prepare the patient to the examination .



Role of the nurse during examination:-

 

1. Save time for the patient and the physician.

2. Assist the physician.

3. Help the patient to assume the position essential for 

examination.

4. Drape patient and remove the equipment which used.



Collection of the samples

1. The nurse must be having good and complete information about the 
procedure of samples collection.

2. Tell the laboratory before samples send.

3. Tell and preparation the patient before samples collection (e.g. 
fasting blood sugar) demand the patient fasting from any type of 
food.

4. Prepare the equipment.

5. Nursing care after collection of samples.

6. Labeling the test tube by patient name, date, type of sample, type of 
investigation, name of doctor, number of room, number of bed and 
ward.

7. Washing all the equipment after the collection of samples.



Commonly instruments used:

1. Ophthalmic scope: to see various structures in side of the 

eye.

2. Otoscope: to see interior of the external ear.

3. Tuning fork: to test hearing.

4. Percussion hummer: to test reflexes and determine tissue 

density.

5. Tone meter: to test pressure within the eye.



Other equipment:

Tongue depressor, skin pencil, tape measure, safety pins, light, 

cotton, test tubes, gloves, lubricant, paper towels, and waste 

container. 
 
 

References :- 
1- Mark F R.: Nursing Skills Physical , Foundations of Nursing 
Abejo Physical Assessment ,2001.





3. In which technique of physical examination  used visual sense .

 

        a- Palpation examination  .

                 b-  Inspection  examination .

          c-  Percussion examination .

                 d-  Auscultation examination .

  

4. Tone meter used to test the 

 

             a-   Pressure with in the eye.

         b-  The various structures is side of the eye.

                c -   To test the hearing.

























3- This position for examination of the rectum or instrument 
examination of the vagina. . 

 
a. Lithotomy position.

    b. Dorsal position .
      c. Prone position.
      d. Anatomical position.
 

4- The purpose of changing position.
 

 a. The relation various parts of body at rest .
 b. For diagnosis.
 c. Keep important organs in their correct anatomical      
&physiological   position .
 d. For general health .















Lec:7&8       Patient's Unit:

Patient's Unit

     A special area for the patient when he is in the hospital for 

treatment.

Intensive Care Unit

    Is defined as an area where seriously ill patient can be treated 

by the most highly qualified staff under the best possible 

condition with the most modern equipment within as reach.



Body & oral hygiene                   
 

Definition of hygiene: a science of the establishment and 
maintenance of health.
 
Oral hygiene: Cleaning and freshening the teeth, gums and mouth.
 
Purpose: 

1. To keep the teeth, gums and mouth in a good condition.

2. To freshen the mouth and relieve of halitosis.

3. To prevent sores and infection.

4. To promote sense of well-being and comfort.





























Methods of sterilization:- 
A. Physical method
   1. Dry heat 
                     a. Oven 
                     b. Ironing
                     c. Inflamed
                     d. Ultra-violet rays
  2. Moist heat
                     a. Pasteurization.
                     b. Boiling.
                     c. Tantalization.
                     d. Autoclave.





Wound Dressing:-

       Sterile dressing covering applied to a wound or incision using the aseptic 

technique with or without medication.

Objectives of wound dressing:-

1. To reduce pain, 

2. To apply compression for bleeding stop. 

3. To immobilize an injured body part,

4. To protect the wound from contamination and prevent infection.

5. To absorb discharge and wound healing.





3- Analgesia: Analgesia will allow for easier closure of the wound. A 

local anesthetic is the most common form of analgesia used, with 

regular systemic analgesia (paracetamol/ibuprofen) used as an adjunct.

4- Skin closure: For wound healing, the edges of the wound can be 

manually opposed. There are four main methods of doing so; skin 

adhesive strips, tissue adhesive glue, staples, and sutures.

5- Dressing and follow-up advice: The correct dressing of the wound 

will reduce infection and contamination. When applying a wound 

dressing to a non-infected laceration, the first layer should be non-

adherent (such as a saline-soaked gauze), followed by an absorbent 

material to attract any wound exudate, and finally, soft gauze tape to 

secure the dressing in place.



Major principles of  wound dressing:

1- Use Standard Precautions at all times.

2- When using a swab or gauze to cleanse a wound, work from the clean 

area out toward the dirtier area. (Example: When cleaning a surgical 

incision, start over the incision line, and swab downward from top to 

bottom). Change the swab and proceed again on either side of the 

incision, using a new swab each time.

3- When washing a wound, warm the solution to room temperature, 

preferably to body temperature, to prevent lowering of the tissue 

temperature. Be sure to allow the solution to flow from the cleanest area 

to the contaminated area to avoid spreading pathogens.

































































































Indications:
 
1. Hypotension

2. Hypovolemia

3. Electrolyte, metabolic and acid-base disorders

4. Decreased oxygen delivery

5. Geriatric patients at risk of organ failure

 
Contraindications of intravenous fluid therapy:
 
1. Herat failure.

2. Pulmonary congestion.

3. Poor renal function.

4. Hypertension.











Blood transfusion

 A blood transfusion is the transfer of blood or blood 

products from one person (donor) into another 

person's bloodstream (recipient). This is usually done 

as a lifesaving maneuver to replace blood cells or 

blood products lost through severe bleeding, during 

surgery when blood loss occurs or to increase the 

blood count in an anemic patient.



Blood transfusion  giving for cases of:-
 

1. A severe infection or liver disease that stops your body from 

properly making blood or some parts of blood.

2. An illness that causes anemia, such as kidney disease or cancer. 

Medicines or radiation used to treat a medical condition also can 

cause anemia. There are many types of anemia, including aplastic, 

Fanconi, hemolytic, iron-deficiency, pernicious, and sickle cell 

anemias and thalassemia .

3. A bleeding disorder, such as hemophilia or thrombocytopenia.

4. Before surgery.



Blood transfusion reaction:
Blood transfusion  may cause  the following sign:

 

A- Allergic reactions can be mild or severe. Symptoms can include:

1. Anxiety

2. Chest and/or back pain

3. Trouble breathing

4. Fever, chills, flushing, and clammy skin

5. A quick pulse or low blood pressure

6. Nausea (feeling sick to the stomach)

 
A nurse or doctor will stop the transfusion at the first signs of an allergic 
reaction. The health care team determines how mild or severe the reaction is, 
what treatments are needed, and whether the transfusion can safely be restarted.

https://www.medicinenet.com/anxiety/article.htm
https://www.medicinenet.com/low_back_pain/article.htm
https://www.medicinenet.com/lungs_design_and_purpose/article.htm
https://www.medicinenet.com/fever/symptoms.htm
https://www.medicinenet.com/low_blood_pressure/article.htm
https://www.medicinenet.com/nausea_and_vomiting/article.htm


B- Acute immune hemolytic reaction

 

Acute immune hemolytic reaction is very serious, but also very rare. It occurs if 
the blood type get during a transfusion doesn't match or work with the blood type. 
The body attacks the new red blood cells, which then produce substances that 
harm the kidneys.

 

The immune hemolytic reaction symptoms include:

1. Chills

2. Fever

3. Nausea

4. Chest or back pain

5. Dark urine

The doctor will stop the transfusion at the first sign of this reaction.

https://www.medicinenet.com/nausea/symptoms.htm
https://www.medicinenet.com/back_pain_pictures_myths_and_facts_slideshow/article.htm
https://www.medicinenet.com/dark_urine/symptoms.htm


C- Delayed hemolytic reaction

 

This is a much slower version of acute immune hemolytic reaction. 

The body destroys red blood cells so slowly that the problem can go 

unnoticed until your red blood cell level is very low.

 

Both acute and delayed hemolytic reactions are most common in 

patients who have had a previous transfusion.
 
Test 3: Enumerate the signs& symptoms of  the immune hemolytic 
reaction.



Steps of blood transfusion:-
 

1. Sure from blood incompatibilities.

2. Speed organization of blood drops (40 drop/min)

3. Observe any abnormal signs (chill, backache, dyspnea)

4. Recording in patient chart (time, quantity, name of nurse)

















Hypoxia:

       Insufficiency or oxygenation of blood caused heart failure, 

respiration inefficiency and asthma.

 

Cyanosis:

   Bluish color of membranes, nail, or skin due to deoxygenation 

of hemoglobin.

 

Test 1: Define the hypoxia.





















The way of nasal gastric tube:

 1- The tube inserted through one of the nostrils down the nasal 

pharynx and esophagus into the stomach.

2- The tube is passed through the mouth and pharynx into 

esophagus and stomach.

 

Kind of food that gives to the patient:

 1- Milk, sugar with water, eggs and vegetable.

2- The quantity of food order by doctor.



Equipment that need:
 
1. Nasogastric tube (plastic tube).

2. Tongue depressor, lubricant, and syringes.

3. Pitcher with liquid feeding 500 CC / 37Co

4. Paper tissues and towel.

5. Adhesive tap.

6. Glycerin and ice.
 
Important point for Nasogastric Feeding:
 
1. Tube feeding must be refrigerated for 15 -20 min.

2. Put patient in semi sitting position.























Nursing observation:

 Measuring the amount of urine & record intake & 0utput 

sheet.

1. Report any unusual characteristics of urine  .

2. Note procedure date & time.

3. Note if specimen was sent to the laboratory.

Test 2: What is the nursing care that gives to the patient with 

catheterization?



























































































































































































































Causes of cardiac arrest:

1- Coronary heart disease
2- Heart attack
3- Cardiomyopathy and some inherited heart conditions
4- Congenital heart disease
5- Heart valve disease
6-Acute myocarditis (inflammation of the heart muscle)
7- Heart conduction disorders ( e.g Long QT syndrome).
8- Electrocution
9- Drug overdose
10- Severe of blood hemorrhage 
11- Drowning.








































