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1. All original materials developed at the Fox Valley Technical College, and included
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2. All commercially published materials included in this manual are printed with permission
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This Curriculum Is Bias Free. 

Harassment Statement 

The Fox Valley Technical College District Board is committed to be in compliance with present 
law and guidelines prohibiting harassment in education and employment. 

Harassment by supervisors, coworkers, students, or nonemployees on the basis of race, sex, 
national origin, handicap, or other protected status is an illegal practice prohibited by the 
Fox Valley Technical College District Board. 
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Fox Valley Technical College 
Nursing Assistant Program 

Unit 1  

Learning Plans 1-5 
Lab Activities 1 

Introduction/Review: Blackboard online testing process 

Complete: All learning activities for Learning Plans 1-5 

Review: • Job Descriptions for the Nursing Assistant

• Supplementary handouts in curriculum manual

Discussion: On Legal and Ethical Responsibilities, Resident Rights 

Role Play: Therapeutic Interaction while practicing skills 

Practice and testing on the following skills: 

 Asepsis/Hand Washing, Gowning/Gloving/Isolation

 Introduce TPR

 Height

 Weight

 COMPLETE and SIGN NA Guidelines and Policy Agreement and Student Safety and
Accountability Statements.
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Nursing Assistant 
Unit 1:  Learning Plan 1 

The Purpose of Health Care 
Agencies and Personnel 
Overview/Purpose 
Nursing Assistants work in a variety of health care settings.  It is important that the Nursing 
Assistant be aware of the different types of settings and the role of the Nursing Assistant and 
other health care personnel within each setting. 

Target Competency 

Explore the purpose of health care agencies and personnel. 

Linked Employability Essentials 

 Work Collaboratively — Work collaboratively with others to complete tasks, solve
problems, resolve conflicts, provide information, and offer support.

 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and
listening skills across various settings to engage diverse audiences.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistants Care, DVDs, and videos as listed in the Learning Activities.

Criteria 

Your performance will be successful when: 

 you explore the various types of health care agencies.

 you explain the ways in which health care agencies are funded.

 you investigate the various departments of health care agencies.

 you explore the role of the nursing assistant.

Learning Objectives 
a. Discuss the various types of health care agencies.

b. Discuss ways the health care agencies are funded.

c. Identify the various departments of health care agencies.

d. Investigate the role of the nursing assistant.

e. Describe various housing options for older persons.
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Learning Activities 
1. VIEW VIDEOS through Blackboard:

Films on Demand
____ EMTs, Nurses, Therapists, and Assistants (#25371) (18:00)
____ Professional Career Tools: A Survival Guide (#52849) (26:00)

Mosby Nursing Assistant Skills—Version 2e
____ Basic Principles Subtitle: Roles and Responsibilities in the Nursing Process (3:00)

2. READ your Hartman textbook:  Ch. 1, Ch. 2,

3. READ Nursing Assistant curriculum manual, Unit 1, LP 1 and Lab 1

4. COMPLETE: Hartman textbook Ch. 1 and 2 Review.

5. UTILIZE study guide to augment chapter reading assignments.

6 READ your FVTC Nursing Assistant Program Student Handbook. 

7 REVIEW and SIGN Nursing Assistant Program agreement statements from the Nursing 
Assistant Program Student Handbook. 

8 COMPLETE and SIGN Updated BID and Updated Functional Ability Statements from 
the Nursing Assistant Program Student Handbook 
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Learning Plan 1 Study Guide 

I. Types of Health Care Settings 

A. Hospitals 

B. Rehabilitation Facilities 

C. Long Term Care Facilities 

D. Hospices 

E. Home Health Care Agencies 

F. Clinics 

G.  Assisted Living Facilities 

II. Health Care Consumers

A. Patients

B. Clients

C. Residents

D. Outpatients

III. Types of Health Care Organizations

A. Private

B. Tax Supported

C. Non-Profit

IV. Levels of Staff

A. D.O.N.

B. R.N.

C. L.P.N.

D. N.A.

E. M.D.
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F. Role of ancillary staff 

1. Occupational therapy
2. Physical therapy
3. Dietary
4. Laboratory
5. Radiology
6. Clergy
7. Social worker
8. Activities department or Recreation therapist
9. Speech therapist
10. Respiratory therapist (RT)
11. Physician’s Assistant (PA)
12. Nurse practitioner (NP)

V. Role of Nurse Aide 

A. Job description describes the functions and responsibilities of nurse aides. 

1. Important for the nurse aide to understand what client cannot do.
2. Functions and responsibilities may vary among health care facilities.
3. Nurse aide tasks should be basic:

a. Give personal hygiene.
b. Provide safety measures.
c. Meet nutritional concerns.
d. Provide for exercise.
e. Assist with elimination.
f. Transfer clients.
g. Observe the client.
h. Promote physical comfort.
i. Assist with admission and discharge of client.

4. When in doubt, seek direction from nurse.
5. Only perform skills for which you have been trained and are legally allowed to

perform (scope of practice).
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Certified Nursing Assistant Job Description 

Description:  Certified Nursing Assistant  

Certified Nursing Assistant Job Purpose: Helps patients by supporting personal hygiene and 
daily living needs; providing comfort, transportation, and vital sign monitoring.  

Certified Nursing Assistant Job Duties: 

A. Provides patients’ personal hygiene by giving bedpans, urinals, baths, backrubs, shampoos, 
and shaves; assisting with travel to the bathroom; helping with showers and baths.  

B. Provides for activities of daily living by assisting with serving meals, feeding patients as 
necessary; ambulating, turning, and positioning patients; providing fresh water and 
nourishment between meals.  

C. Provides adjunct care by administering enemas, douches, non-sterile dressings, surgical 
preps, ice packs, heat treatments, sitz and therapeutic baths; applying restraints.  

D. Maintains patient stability by checking vital signs and weight; testing urine; recording intake 
and output information.  

E. Provides patient comfort by utilizing resources and materials; transporting patients; 
answering patients’ call lights and requests; reporting observations of the patient to nursing 
supervisor.  

F. Documents actions by completing forms, reports, logs, and records. 

G. Maintains work operations by following policies and procedures.  

H. Protects organization’s value by keeping patient information confidential. 

I. Serves and protects the hospital community by adhering to professional standards, hospital 
policies and procedures, federal, state, and local requirements, and JCAHO standards.  

J. Updates job knowledge by participating in educational opportunities; reading professional 
publications; participating in professional organizations; maintaining licensure  

K. Enhances nursing department and hospital reputation by accepting ownership for 
accomplishing new and different requests; exploring opportunities to add value to job 
accomplishments. 

Skills/Qualifications: Multi-tasking, Medical Teamwork, Bedside Manner, Infection Control, 
Nursing Skills, Health Promotion and Maintenance, Creating a Safe, Effective Environment, 
Informing Others, Judgment, Pain Management, Acute/Critical Care  

02/02/2014 
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Nursing Assistant 
Unit 1:  Learning Plan 2 

Ethical and Legal Responsibilities 
of the NA 
Overview/Purpose 
Federal and state laws and agency policies combine to define the roles and functions of each 
health team member.   The Nursing Assistant must know what you can and cannot do, what is 
right conduct and wrong conduct, and your legal limits. 

Target Competency 
Adhere to the ethical and legal responsibilities of the nursing assistant. 

Linked Employability Essentials 

 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to
informed decisions, innovation and personal empowerment.

 Act Responsibly — Apply ethical standards in both personal and professional behavior.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 

Your performance will be successful when: 

 you adhere to the laws and regulations that govern nursing assistants.

 you apply ethical standards when interacting with peers and supervisors.

 you comply with all required agency policies and procedures.

 you follow guidelines to help prevent negligent acts.

 you demonstrate responsibility for own actions.

 you carry out assignments within the role of the nursing assistant.

 you protect client rights as outlined in the “Client Bill of Rights”.

 you maintain client confidentiality and privacy.

Learning Objectives 
a. Explore what is meant by the health care team, and the nursing assistant’s role as part of the team.

b. Investigate differences between RNs, LPNs/LVNs and Nursing Assistants.

c. Investigate the Omnibus Budget Reconciliation Act of 1987 and its purpose.
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d. Investigate the legal and ethical aspects of medical records (HIPAA). 

e. Explore functions, roles, responsibilities, and the role limits of nursing assistants. 

f. Investigate educational requirements for nursing assistants. 

g. Investigate the delegation process. 

h. Define:  False imprisonment, defamation, assault, battery, fraud, libel, slander, negligence, 
invasion of privacy, privileged communication, subtle abuse, and harassment. 

i. Investigate how to protect the right to privacy. 

j. Investigate abuse and how to report it. 

k. Investigate ethical behavior on the job. 

l. Investigate what is included in the scope of practice for nursing assistants. 
 

Learning Activities 
1. VIEW VIDEOS through Blackboard:   

Films on Demand  
_____  Documentation and Legal Aspects for CNAs (#52858) (37:00)  
____  Patients, Professionalism, and Boundaries—Ethical Issues in Nursing (#47460) (16:00)  
____  Cultural Diversity in Health Care (#43850) (55:00)  
____  Jared Diamond: How Societies Can Grow Old Better (TED Talks) (18:11) 

YouTube 
____  Residents Speak Out: Resident’s Rights (2:13) 

Mosby Nursing Assistant Skills–Version 2e:   
____  Basic Principles, Subtitles—Delegation, Patient and Resident Rights (2:00) 

2. READ your Hartman textbook:  Ch. 3, Curriculum manual Unit 1, LP 2 Review Ch. 2.  

3. COMPLETE: Hartman textbook Ch. 3 Review. 

4. REVIEW handout on Privacy. 

5. REVIEW handout on Nursing Home Resident Rights. 

6. VIEW and COMPLETE Learning Module #2 “HIPAA/Confidentiality and Compliance 
Training-Orientation” http://www.fvhca.org/Documents/modules/MOD2-FVHCA-HIPAA-
Confidentiality-Compliance.pdf. SIGN FVHCA confirmation of completion-form provided 
in the Nursing Assistant Program Student Handbook or by instructor.  

7. VIEW online video Wisconsin Caregiver Program:  A Blueprint for Excellence at 
http://dhs.wisconsin.gov/caregiver/training/trgIndex.HTM and COMPLETE the Video 
Guide in the curriculum manual. 

8. UTILIZE study guide to augment chapter reading assignments. 

9. REVIEW Handout on Nursing Assistant Code of Ethics. 
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Learning Plan 2 Study Guide 

I. Client’s Rights 

A. Purpose of the federal law (OBRA, 1987 – Omnibus Budget Reconciliation Act) 

1. Protect the rights and privileges of people
2. Legal standard – lowest standard of behavior
3. Adopt standards for nursing assistant training

B. Civil Rights – freedom from discrimination 

1. Age
2. Sex
3. Religion
4. Race
5. Ethnic origin
6. Physical handicap

C. Rights of Residents in Wisconsin Nursing Facilities 

1. Medical Care and Treatment
2. Privacy and Confidentiality (includes updated standards from HIPAA)
3. Dignity and Respect
4. Family and Residential Groups
5. Social, Religious and Community Activities
6. Access and Visitation
7. Employment
8. Retention, Use and Storage of Personal Possessions
9. Grievances and Complaints
10. Financial Affairs, Medicaid/Medicare Benefits
11. Transfers and Discharges
12. Examination of Survey Results
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II. Violation of client rights

A. Negligence – failure to give care that is reasonably expected

1. Failure to follow the individual care plan
2. To ignore or disregard a client’s request or needs
3. Failure to carry out an expected or required duty either through

B. Abuse – to treat badly, to injure, berate, insult or mistreat 

1. Striking a client
2. Using profanity or name calling
3. Restraining clients for the convenience of staff
4. Withholding food as a punishment
5. Inflicting pain or mental anguish
6. Excessive use of drugs
7. Harassment

C. Assault – a threat or an attempt to commit bodily harm 

1. Shaking a fist at a client
2. Threatening to use a restraint for punishment

D. Battery – an assault that is carried out 

1. Punching or hitting a client
2. Unnecessary rough handling of a client

E. Misappropriation 

1. Theft of client property
2. Theft of funds
3. Unauthorized use of personal property

Cardinal Rules to Protect Residents from Abuse (RAGE) 

 Remove Resident from Harm 

 Alert Supervisor Immediately 

 Give Statement of Witnessed Abuse 

 Every time You Witness Verbal or Physical Abuse 
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F. Slander – oral defamation of character 

1. Gossip
2. Saying untruths

G. Libel – defamation of character in writing, signs or pictures 

1. False documentation
2. Drawing a degrading picture

H. False imprisonment – keeping or restraining a person without proper consent 

1. Locking a client in his room
2. Putting a restraint on a client for the convenience of the staff

I. Invasion of privacy – when a person’s body is unnecessarily exposed or personal 
information is exposed publicly 

1. Reading a client’s chart and telling people not pertinent to the care of the client
the information

2. Leaving the client exposed while giving a bed bath

J. Fraud - Saying or doing something to trick, fool or deceive a person. The act is fraud 
if it does or could harm a person or person’s property. 

III. Ethics – a system of moral principles or standards governing conduct

A. “What’s Right”

B. Influences your decision about what you should do and not do

C. Each profession has its own code of ethics which is especially pertinent to its group

D. Ethical standard – higher standard of behavior than what is legal

IV. Role of the nursing assistant

A. Respect each client as an individual

B. Work within your job role

C. Report to work on time as assigned, dress according to facility policy

D. Inform the nurse immediately if uncertain of how to perform an assigned skill

E. Carry out the direction and instruction of the nurse to best ability

F. Follow the individual care plan
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G. Encourage and assist the client to exercise his/her rights 
 

H. Maintain the client’s possessions in good condition 
 

I. Report and record information about individual problems according to employing 
agency policies 

 

J. Allow opportunities for the client to make personal choices 
 

K. Encourage and assist the client to participate in activities 
 
V. Aspects of diversity 
 

A. Culture – the ideas, customs, skills of a given people in a given period 
 

1. Different customs 
2. Different languages 

 
B. Social – how human beings live together in a group and how their dealing with one 

another affects their common welfare 
 

1. Some clients enjoy group activities 
2. Many older clients believe it is disrespectful to be called by their first names 

 
C. Generational – the different beliefs, attitudes and feelings of people born a 

generation apart 
 

1. Many older clients have strong beliefs about many lifestyle issues 
2. Many older clients believe it is disrespectful to be called by their first names 

 
D. Economic – the finances of people 

 

1. Private pay clients 
2. Medicare-Medicaid 
3. Personal Finances 

 
E. Religious/Spiritual – the different beliefs in God, gods, life after death, worship 

 

1. Clients have a right to practice their faith as long as it doesn’t cause harm to 
themselves or others 

2. Staff should be respectful of client’s religious beliefs 
3. Staff should not promote their beliefs on the client 
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VI. Confidentiality (further clarified in HIPAA guidelines)

A. Verbal information

1. Information that should be passed on to the nurse
2. Information that is unnecessary to be repeated
3. Appropriate areas for information to be shared

B. The written record 

1. The client’s chart is a confidential record
2. Clients have the right to approve or refuse the release of records

VII. Role of client advocacy program

A. Advocacy – speaking or writing in support of another

B. Local/state resources for client advocacy

1. Ombudsman program – long term care
2. Coalition for advocacy – mental/developmental disabled
3. Bureau of Quality Assurance

C. Grievance policy – each facility or agency has a policy which is in compliance of 
HFS 132 for filing and investigating abuse of clients 

VIII. Promote Workers’ Safety/Acknowledge Health Worker Diversity/Value Care for the
Caregiver

A. Physical environment safety

1. “Right to Know” policy:
a. Bloodborne pathogens
b. Chemical (MSDS – materials data sheet)

2. Latex reaction
3. PPE (personal protective equipment)
4. Security
5. Workplace hazards
6. Second-hand smoke

B. Harassment/Abuse 

1. Client abuse of worker
a. Physical
b. Mental
c. Verbal
d. Sexual
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2. Coworker abuse
a. Physical
b. Mental
c. Verbal
d. Sexual

C. Impaired Worker 

1. Alcohol or chemical dependent
a. Recognition
b. Reporting policies (check with AODA specialist)
c. Employee Assistance Program

2. Physically impaired
a. Types
b. Accommodations

D. Cultural Diversity 

1. Types
a. Age
b. Language
c. Gender
d. Ethnic
e. Race

2. Freedom from discrimination

E. Care for the caregiver 

1. How to identify stressors
2. Personal conflicts that stress the caregiver
3. Coping mechanisms:

a. Time management
b. Home support systems
c. Other (mutual support)

F. Job expectations 

1. Job description
2. Orientation
3. Right to refuse an assignment

a. Family member
b. Injury to self
c. Unskilled
d. Unsafe to do so
e. Workload issues

4. Performance appraisals
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G. Professionalism and job seeking skills 

1. Attitude
2. Exploration of your own goals, desires, strengths and weaknesses
3. Resume and references
4. Appearance
5. Work ethic
6. Personal health and hygiene
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Nursing Assistant Code of Ethics Preamble 
 
 
The Code of Ethics is based on the fundamental values of the Nursing Assistant profession that 
include the worth, dignity, and uniqueness of all persons as well as their rights and opportunities. 
This Code is intended to serve as a guide to the everyday conduct of members of the Nursing 
Assistant profession.   
 
The following principles should guide Nursing Assistants in their various roles and relationships. 
Ethical behavior results not from edict but from a personal commitment of the individual. 
 
I. The Nursing Assistants’ ethical responsibility to patients*: 

 
A. Care—The NA recognizes his/her role as caregiver, not authority figure, and 

focuses attention on the patient.  The NA recognizes listening as a therapeutic act 
and projects a positive attitude in verbal and non-verbal communication. (tone, 
volume, speed).  The NA is thorough in meeting the patient’s needs and in the 
delivery of care.  The NA understands and monitors the patient’s condition and 
reports significant changes to the team.  The NA organizes the work to insure that 
care plans are carried out accurately.  The NA supports the patient’s efforts by 
offering frequent praise, by maintaining open lines of communication, and by 
following up on a patient’s request in a timely manner. 

B. Respect—The NA treats the patient as he/she would like to be treated regardless of 
illness or condition.  Promoting a patient’s self-esteem is an important part of respect 
and is accomplished by honoring the patient’s belief system, respecting his/her life’s 
experiences, and encouraging decision making by giving choices about daily 
activities.  The NA provides privacy and treats patients fairly without showing 
favoritism or being judgmental.  Respect continues after death in care of the body 
and emotional support given to the family.   

C. Responsibility—The NA conducts himself/herself in a professional manner.  The 
NA performs within his/her level of competence, seeks clarification or help 
whenever uncertain, and ensures that the patient has a safe and comfortable 
environment. 

D. Confidentiality—Recognizing the fragility of privacy and honoring the trust 
relationship of patient and caregiver, the NA ensures each patient’s dignity and 
welfare by not gossiping about other patients or other NAs and by not divulging 
information from the medical record. 

E. Abuse—The NA does not abuse patients in any way—verbally, physically, or 
mentally.  Abuse includes subtle forms such as talking about patients in front of 
them, talking down to patients, raising the voice, or forcing patients to comply with 
expectations.  The NA respects the patient’s personal property, does not steal, and 
does not accept gratuities. 

 
* Patient is understood to include all individuals who receive care. 
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II. The Nursing Assistant’s ethical responsibility to families, guardians, and community:

A. Family Rights—The NA keeps family information confidential, provides privacy 
for families, is considerate of cultural differences, and respects decisions made by 
patients and families. 

B. Professional Demeanor—The NA shows concern and caring for families and 
visitors by speaking in a respectful and quiet tone of voice, by exercising good 
judgment in maintaining a supportive, professional role to the family, and by 
responding promptly to the needs of families.  The NA is an ambassador to the 
community through honesty, competence, and provision of quality care to its 
members. 

C. Open Communication—The NA is friendly and compassionate to families and 
visitors, helping them during the admission process, encouraging them to become 
involved with activities and volunteer services and referring them to other health 
care professionals to resolve questions or problems.  

III. The Nursing Assistant’s ethical responsibility to coworkers:

A. Attitude—The NA is positive, constructive, and professional in seeking solutions to 
problems.  The NA sets a positive example by being on time, being enthusiastic, 
being complimentary of others, and not bringing personal problems to the work 
environment.  The NA gives input in an assertive but not aggressive manner. 

B. Respect—The NA treats coworkers as he/she would like to be treated.  Respect is 
demonstrated by being sensitive, helpful, and friendly to one another, being tolerant 
of different personalities, being reliable, honest and trustworthy, and recognizing 
that respect is the basis for human relationships. 

C. Teamwork—The NA recognizes himself/herself as one member in a multi-
disciplinary team, all focusing its efforts on the patient.  In a spirit of teamwork, the 
NA is supportive, cooperative, and prompt in assisting coworkers.  The NA shares 
knowledge and ideas with the team to insure the best care for the patient.  The NA is 
aware that coworkers at times need a good listener. 

IV. The Nursing Assistant’s ethical responsibility to employers:

A. Quality—The NA focuses on doing the best job possible.  This involves punctuality, 
attendance, thoroughness, time management, and maintaining 
knowledge/competence. 

B. Attitude—The NA enhances the work environment by being enthusiastic and taking 
pride in his/her appearance and demeanor. 

C. Respect—The NA is supportive of the organization by following policies and 
procedures and utilizing the chain of command.  The NA views himself/herself as a 
representative of and promotes the organization positively.  The NA is respectful of 
the employers’ property.   
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V. The Nursing Assistant’s ethical responsibility to the health care profession: 
 

A. Integrity—The NA is committed to ethical behavior and practice.  The NA 
positively promotes the Nursing Assistant profession to encourage others to see it as 
a rewarding career. 

B. Quality Service—The NA in a respectful, organized, and compassionate manner 
promotes the caring image of the profession by working as part of the health care 
team (communicating condition changes, seeking consensus, consulting proper 
sources for solutions). 

C. Professional Responsibility—The NA follows recommended health care practices 
(universal infection control precautions, updated immunizations, personal 
cleanliness, environmental neatness, careful use of equipment).  Out of respect for 
the profession, the NA remains n the field only if he/she feels an enthusiastic 
commitment. 

D. Continuing Education—The NA maintains his/her competence, growth, and 
adaptability through ongoing training. 

 
VI. The Nursing Assistant’s ethical responsibility to himself/herself: 
 

A. Self-esteem—The NA is happy with and respects himself/herself.  The NA is 
cheerful and honest with himself/herself.  The NA develops a positive attitude and 
lives by a moral code.  The NA keeps his/her work and social life separate.  The NA 
keeps physically fit through a healthy lifestyle, balancing rest, relaxation, recreation, 
and work, getting regular physical exercise, eating a balanced diet, avoiding 
substance abuse and making use of emotional support structures when needed. 

B. Pride—The NA takes pride in quality care and is open-minded and professional.  
The NA places value in the team concept. 

C. Resources and Limitations—The NA is open to listening and learning to better 
himself/herself.  The NA acknowledges his/her strengths and limitations, is willing 
to request help, and is able to take time out to refocus. 
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The Board on Aging and Long Term Care is an advocate for long-term care consumers in 
Wisconsin.  Created by the Legislature in 1981 this seven-member citizen board of directors 
advises the Governor and Legislature on long-term care policy.  Members are appointed by the 
Governor and confirmed by the Senate. 

The Board assumed the functions of the former Governor’s Nursing Home Ombudsman Program 
in 1982.  Services were quickly expanded to assist residents in group homes (CBRFs) and 
recipients of the Community Options Program (COP) in addition to nursing home residents. The 
consumer is the program’s primary customer. 

A volunteer component of the Ombudsman Program was added in 1994 to augment the efforts of 
regional staff. The agency has asked the Governor and Legislature for funds to expand the 
program to other parts of the state in 2001. 

In 1984 the Board determined the need for insurance counseling and developed the Medigap 
Helpline. The program offers expertise in every type of insurance product that might be 
marketed to Medicare beneficiaries. 

An Ombudsman (Om-budz-man) is an advocate for long term care consumers who are aged 60 
and over who reside in nursing homes, group homes or are participating in the Community 
Options Program. 

The services an Ombudsman offers are many and varied. Some of the services included are: 

Complaint investigation 
Resolve and mediate issues 
Provide information and education on resident rights, restraints, abuse 
reporting, and prevention 
Work with Community Options Program (COP) participants 
Assist with Choosing a Nursing Home or Community Based Residential 
Facility (CBRF) 
Works with enforcement agencies 

The Ombudsman Program has offices located throughout the state in Milwaukee, Madison, 
Stevens Point, Green Bay, Eau Claire, and Rhinelander to provide advocacy services. 
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Nursing Home 
Resident Rights 

Board on Aging and 
Long Term Care 

Ombudsman Program 
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Long Term Care 

Consumer 
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All residents in nursing homes have basic 
human and civil rights guaranteed to them 
under Federal and State law. These rights 
belong to each resident, regardless of 
physical or mental disability. Although a 
court finding of incompetence may result in 
a resident’s loss of certain rights, all of the 
rights set out below are either retained by an 
incompetent resident or exercisable by their 
legal guardian. 

The facility’s basic principle for operation 
must be resident rights, and all staff 
members must take an active role in 
respecting, protecting and promoting the 
rights of all residents. This document will 
summarize the rights of a nursing home 
resident. 

The resident has the right to be free from 
interference, coercion, discrimination, and 
reprisal when exercising their rights as a 
resident of the facility and as a citizen of the 
United States. 

DIGNITY 

 Every nursing home resident has the
right to be treated as an individual, with
courtesy, respect and dignity in the
environment in which they live.

 The facility must maintain or enhance
each resident’s dignity and self-worth.
No one should humiliate, harass, or
threaten a resident.

 The resident has the right to be free from
financial, verbal, sexual, physical and
mental abuse, punishment and isolation.

 The resident has the right to be free from
any physical or chemical (drugs)
restraints imposed for purposes of
discipline or convenience. Restraints
must be ordered by a physician, can only
be used to treat the resident’s medical
symptoms, and the resident must consent
to any use of restraints.
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PRIVACY 

 Every resident has the right to personal
privacy during care and treatment. No
one should enter a resident’s room
without first knocking on the door,
waiting for a response and only entering
with permission. If there is no response,
then knock again, and announce who
you are and your intent to enter the
room.

 All personal cares should be provided in
a private area, with the door and curtains
closed, and only the number of people in
the room necessary to provide the care.

 The resident has the right to privacy in
written communications, including the
right to promptly send and receive mail
that is unopened, without interference.

 The resident has the right to regular
access to the private use of a telephone.

 Residents must be offered the
opportunity for private visits with
whomever they wish.

 Every resident has the right to
confidentiality of personal and medical
records.

 Married Couples have the right to share
a room if both agree to this arrangement.

SELF-DETERMINATION 

 Every resident has the right to make
choices about aspects of their life in the
facility that are significant to the
resident. This includes choosing
activities, schedules and health care
consistent with interests, assessments,
and plans of care.

 Each resident has the right to
participate in planning their care and
treatment, including the right to refuse
care and treatment. The facility staff has
the responsibility to provide adequate
information so the resident can make an
informed decision.

 Even residents who are confused or have
difficulty expressing themselves should
have the opportunity to give input about
care and treatment to the extent they are
able.

 A resident has the right to receive
services in the facility with reasonable
accommodation of individual needs
and preferences, except when the health
or safety of the individual or residents’
rights would be violated.

 The resident has the right to choose a
personal attending physician and other
health care providers.

 Each resident has the right to manage
their finances.
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 The resident has the right to refuse to
perform services for the facility. If a
resident chooses to perform services for
the facility, this must be documented in
the plan of care, indicating the need or
desire for work, the nature of the
services to be performed, and whether
voluntary or paid.

 Each resident has the right to
self-administer medications unless the
facility’s interdisciplinary team has
determined, based on specified criteria,
that this practice is unsafe for this
resident. The resident must be informed
as to why self-administration is not
possible and the reasons must be
documented in the resident’s record. If a
resident so chooses, the facility must
continue efforts to teach the resident to
self-administer medications.

ACCESS 

 Every resident has the right to be fully
informed before or at the time of
admission, both orally and in writing, of
the resident rights, the services available
and any related charges, and the
facility’s rules and regulations.

 The facility must provide information
and assist the resident in obtaining
Medicare or Medicaid (Medical
Assistance) payment for services.
Facilities cannot require residents or
potential residents to waive their rights
to either of these programs, nor may
facilities charge or accept from Medicaid
recipients more than what the person is
required to pay under the State Plan.

 The facility must not require a third
party guarantee of payment to the
facility as a condition of admission or
continued stay in the facility.

 If the facility holds any of the resident’s
personal funds in safe-keeping, the
resident must have reasonable access to
these funds and must receive at least a
quarterly accounting.

 Each resident has the right to retain and
use personal possessions including
some furnishings and appropriate
clothing, as space permits, unless to do
so would infringe upon the rights or
health and safety of other residents.

 A resident has the right to participate in
social, religious, and community
activities both inside and outside of the
facility which do not interfere with the
rights of other residents in the facility.
This includes a competent (no court
finding of incompetence) resident’s
right to vote.

 The resident has the right to be fully
informed in advance about care and
treatment and any changes in that
care or treatment.

 The resident has the right to examine
the results of the most recent facility
regulatory survey conducted by Federal
or State Surveyors and any plan of
correction concerning the facility. The
facility must make the results available
for examination in a place readily
accessible to residents and must post a
notice of their availability.
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 The resident has the right to receive
information from agencies acting as
client advocates and be afforded the
opportunity to contact these agencies.
The resident has the right to immediate
access to the following: any
representative of the Centers for
Medicare and Medicaid (CMS); any
representative of the State of Wisconsin
survey and certification agency or
licensure office; the State’s Long Term
Care Ombudsmen; and the protection
and advocacy agencies for
developmentally disabled and mentally
ill individuals.

 The resident has the right to have access
to paper and stamps at a reasonable
charge from the facility.

 The resident has the right to receive
notice before the resident’s room or
roommate in the facility is changed.

 Residents have the right to equal access
to quality care. A facility must establish
and maintain identical policies and
practices regarding the services they
provide to each resident, regardless of
source of payment.

 A resident has the right to organize and
participate in resident groups or councils
in the facility, with or without facility
staff present. A resident’s family has the

right to meet in the facility with the 
families of other residents, again with or 
without facility staff present. 

 The purposes of resident and family
councils are to protect and improve the
quality of life in the nursing home and
within the long term care system as a
whole, and to give residents and families
a voice in decisions that affect them. The
nursing home must provide private space
for councils, and designate a staff
member responsible for providing
assistance and responding to written
requests that result from group meetings.
The facility must listen to the views and
act upon the grievances and
recommendations of residents and
families concerning proposed policy and
operational decisions affecting resident
care and life in the facility.

Image used with permission from Microsoft 
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TRANSFER & DISCHARGE 

 The facility must permit each resident to
remain in the facility, and not transfer
or discharge the resident from the
facility unless:

1. The transfer or
discharge is necessary 
for the resident’s 
welfare and the 
resident’s needs cannot 
be met in the facility; 
2. The transfer and
discharge is 
appropriate because 
the resident’s health 
has improved 
sufficiently so the 
resident no longer 
needs the services 
provided by the 
facility; 
3. The safety or health

of other residents is endangered; 
4. The resident has failed, after reasonable
and appropriate notice, to pay for (or have 
paid under Medicare or Medicaid) a stay at 
the facility; or 
5. The facility ceases to operate.

 Before a facility transfers or discharges a
resident, the facility must give at least
30 days written notice (except in
situations when the safety or health of
the resident or other residents would be
compromised) to the resident, the
resident’s physician, and a family
member or responsible person or legal
representative, providing reasons for the
move, the effective date, and the location
to which the resident is to be transferred
or discharged.

 The discharge notice must also include a
statement that the resident has the right

to appeal and an explanation of how 
to appeal the action to the State 
Regulatory agency, the Bureau of 
Quality Assurance (BQA). It must 
provide the address and phone number 
of the nearest BQA regional office, 
provide the name, address and phone 
number of the Ombudsman, and the 
name, and address and phone number of 
any other advocacy agencies. 

 Fourteen days prior to discharge or
transfer, a planning conference must be
held with the resident, the resident’s
guardian or legal representative if any,
any appropriate county agency, and
others designated by the resident,
including the resident’s physician,
family and ombudsman, to review the
need for relocation, assess the effect of
relocation on the resident, discuss
alternative placements and develop a
relocation plan.

 To appeal an involuntary transfer or
discharge, a resident must send a letter to
the State BQA regional office within
7 days after receiving the notice, with a
copy to the nursing home administrator,
asking for a review of the decision. The
letter must indicate why the discharge
should not take place. This action will
stop the transfer or discharge until the
BQA has reviewed the case. Within
5 days after receiving a copy of the
resident’s written appeal, the nursing
home must provide written information
to the BQA.

Image used with permission from Microsoft 
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 The nursing home must provide written
information to the BQA, indicating its
justification for the transfer or discharge.
Within 14 days of receiving this
information, BQA will issue its written
decision to both the resident and the
nursing home. Either one may, within 5
days, appeal BQA’s decision to the
Office of Administrative Hearings.
These appeal procedures do apply even
if an emergency transfer has occurred.

 Before a facility transfers a resident to a
hospital or allows a resident to go on
therapeutic leave, the nursing home must
provide written information to the
resident and a family member or legal
representative that specifies the duration
and terms (including cost) of the
bed-hold during which the resident is
permitted to return and resume residence
in the nursing home. Bed-hold is a
resident choice.

 A private pay resident may choose to
hold their bed for as long as they wish to
pay the facility’s set bed-hold rate. If the
resident is on Medicaid there is a 15 day
bed-hold paid for by that program. The
resident/family may voluntarily pay to
save the bed after the 15 day bed-hold
expires. In cases where bed-hold options
have been waived or exhausted, the
facility must admit the resident to the
first available semi-private room.

GRIEVANCES 

 Every resident has the right to voice
grievances about the care and treatment
they received without discrimination or
reprisal; and the right to prompt efforts
by the facility to resolve any concerns or
complaints.

 Every resident has the right to contact an
Ombudsman to assist them in resolving
grievances without fear of reprisal.

Image used with permission from Microsoft 
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Board on Aging and Long Term Care 
Ombudsman Program 

1402 Pankratz Street Suite 111 
Madison, WI 53704-4001 

http://longtermcare.state.wi.us 

Please call us about resident 
rights at our toll free number: 

1-800-815-0015 

Rev. 3-03 
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Nursing Assistant 
Unit 1:  Learning Plan 3 

Communication 
Overview/Purpose 
Health team members must communicate with clients, families, and other members of the health 
care team to give coordinated and effective care to the client.  It is, therefore, very important to use 
the basic elements and rules of communication. 

Target Competency 
Communicate effectively. 

Linked Employability Essentials 

 Work Collaboratively — Work collaboratively with others to complete tasks, solve problems,
resolve conflicts, provide information, and offer support.

 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and
listening skills across various settings to engage diverse audiences.

 Act Responsibly — Apply ethical standards in both personal and professional behavior.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 

Your performance will be successful when: 

 you follow written and verbal instructions.

 you follow lines of authority, chain of command.

 you report objective rather than subjective data.

 you obtain oral report prior to starting care.

 you report changes in a timely manner.

 you give oral report when care is completed.

 you record observations and care provided on flow sheets and records with 100% accuracy as
required by facility policy.

 you maintain confidentiality of information both in the clinical and off-clinical sites.

 you practice active listening.

 your nonverbal behaviors are appropriate to the communication situation and the professional
standards of a nursing assistant.

 you address barriers to effective communication.
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 you demonstrate assertive responses in the classroom and in the clinical area. 

 you develop a therapeutic relationship with a client. 

 you speak in a well-modulated voice using words that are socially acceptable. 

 you use the titles and names for clients, staff, and coworkers. 

 you offer “please” and “thank you” when appropriate. 

 you talk to clients when giving care even if the client cannot respond. 

 you take steps to prevent aggressive behavior. 

 you follow established guidelines when responding to aggressive behavior. 
 

Learning Objectives 
a. Identify the client as the most important member of the Health Care Team. 

b. Explore guidelines for effective communication. 

c. Investigate information found in the client’s medical record. 

d. Investigate the legal and ethical aspects of medical records (HIPAA). 

e. Investigate the purpose of a nursing care plan. 

f. List information to include in a report to the nurse and when to report the information. 

g. Use military time. 

h. Explore how to deal with conflict. 

i. Explore the definition of objective and subjective data. 

j. Explore how verbal and nonverbal communication is used. 

k. Explore techniques and barriers to effective communication. 

l. Demonstrate care of client’s hearing aids and glasses in clinical settings. 

m. Explore the importance of family and visitors to a client/resident. 

n. Explore how to deal with an angry person. 

o. Explore actions taken in response to aggressive behavior. 

p. Respond appropriately to aggressive behavior situations using basic guidelines. 
 

Learning Activities 
1. VIEW videos through Blackboard:  

Films on Demand  
____  Emotional Needs of the Resident (#43820) (30:00)  
____  Improving Your Observation and Documentation Skills in Nursing (#43827) (27:00)  
____  Communication with Cognitively Impaired Clients (#52848) (22:00) 

Mosby DVD  
____  Basic Principles of Communication (2:00) 

2. READ your Hartman textbook:  Ch. 4, Nursing Assistant curriculum manual Unit 1, LP 3 and 
Review Ch. 2. 
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3. COMPLETE: Hartman textbook, Chapter 4 Review.

4. DISCUSS the role of the nursing assistant and record keeping.  Use appropriate medical
terminology and abbreviations.

5. DISCUSS the information to include in a report to the nurse and utilize military time in your
report.

6. REVIEW designated handouts on abbreviations, observations/reporting, and military time.

7. VIEW caregiver misconduct videos:

Use of Hand-Held Devices and Social Media

https://livestream.com/accounts/14059632/events/7693424/videos/162165820

Snapping Pics Puts Your Job at Risk:

https://livestream.com/accounts/14059632/events/7693424/videos/162165845

8. UTILIZE your study guide to augment the chapter reading assignments.
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Learning Plan 3 Study Guide 

I. Effective Communication: 

A. Components needed for successful communication 

1. Sender – person giving the message
2. Message – images, feelings and ideas transmitted
3. Receiver – person receiving the message
4. Feedback – response to the message

B. Types of communication 

1. Verbal – messages sent with written or oral words
2. Non-verbal – messages sent through use of the body

II. Types of Communication

A. Verbal messages (spoken)

1. Choose meaningful words
2. Avoid slang, swearing, jargon and gossip
3. Control voice tone and loudness
4. Speak clearly and distinctly
5. Use written or sign language if client is unable to speak or hear
6. Introduce self and explain what you will be doing
7. Answer telephone properly

B. Verbal messages (written) 

1. Kardex contains written nursing care plan
a. Guide for N.A. assignments
b. Reflects client progress and needed care

2. N.A.s record keeping responsibilities
a. Chart according to facilities procedure
b. Record vital signs, care provided

3. Method of communicating

C. Non-verbal messages 

1. Be aware of gestures and facial expressions
2. Body language reveals messages from sender and receiver
3. Touch conveys caring and warmth
4. Maintain eye contact
5. Listen effectively by being attentive and relaxed
6. Maintain an overall neat appearance
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III. Common Barriers to Effective Communication

A. Approaches that affect interaction between client and staff 

1. Passive
a. Saying yes or agreeing to do a task, but never acting
b. Procrastinating – not completing assigned tasks
c. Sending our mixed messages with verbal and non-verbal messages

2. Assertive responses – are clear, direct and self-disclosing
a. Improves one’s self-image
b. "I" message
c. Stick to situation or issue at hand without being sidetracked

3. Aggressive responses involve confrontation
a. "Blaming" statements
b. Block good communication
c. "You" messages

B. Situational problems in communication 

1. Language
a. Impairment may occur from stroke (aphasia)

1) Use short, precise sentences
2) Speak slowly
3) Use gestures to help communication meaning

b. Ethnic/cultural differences
2. Sensory deprivation

a. Hearing deficit
1) Speak slowly and distinctly
2) Face client when speaking
3) Encourage lip reading
4) Diminish outside distractions

b. Properly care for the hearing aid
c. Vision impairment

1) Glaucoma and cataracts reduce vision abilities
2) Handle glasses with care
3) Clean glasses as necessary
4) Explain what you will be doing to client prior to each task

d. Memory loss
1) Be patient
2) Repeat message as necessary

e. Disorientation
1) Present reality when appropriate
2) Provide client with reassurance
3) Display patience



NURSING ASSISTANT  Page 3-6 
Unit 1:  Learning Plan 3—Communication 
Print Date:  July 10, 2018 
 

Fox Valley Technical College—Copyright © June 2018 

   f. Physical environment 
    1) Provide warm climate 
    2) Adequate light 
   g. Consider cultural difference 
   h. Avoid medical jargon 
   i. Avoid negative preconceived ideas, opinions and beliefs 
  3. Aggression and agitation 
  a. Inappropriate verbal, vocal, or motor activity due to a number 

of causes. It may be seen as: 
    1) Pacing 
    2) Cursing, screaming 
    3) Spitting, biting, fighting 
    4) Demanding attention 
   b. Possible reasons for physical aggression 
    1) Loss of control 
    2) Loneliness and need for attention 
    3) Drug interactions 
    4) Boredom, depression 
    5) Dehydration, constipation 
    6) Restraints causing feelings of being trapped 
    7) Inadequate explanation 
    8) Loss of privacy 
   c. Managing aggression and agitation 
    1) Keep environment physically secure, calm, and orderly 
    2) Avoid arguing 
    3) Try to distract and redirect attention and actions 
    4) Speak slowly, calmly with soothing tone of voice 
    5) Use direct eye contact 
    6) Call for help 
    7) Apply restraints as ordered 
  4. DON’T . . . 

a. Threaten client or demand obedience. Avoid power struggles. 
b. Argue with client about facts of the situation (i.e., who is right and who is 

wrong). 
c. Tell client he has no reason to be angry or upset. 
d. Ignore client and talk to other staff members as if he were not there. 
e. Come too close to client or hover menacingly over him. 
f. Make sudden nervous moves or make threatening physical gestures 

toward client (i.e., shaking a finger or fist at him). 
g. Become defensive and insist you are right (even if you are), and the client 

is lying or distorting (even if he is). 
h. Ever challenge client or "call his bluff." 
i. Analyze or interpret client’s motivation (particularly) if your "insight" is 

derogatory to the client. Bad timing! 
j. Laugh at the client.  
k. Avoid the agitated client. 
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5. DO . . .
a. Assume that the client has a real concern and that he is understandably

upset even if he appears crazy to you and you don’t understand.
b. Ask what the problem is and LISTEN.
c. Recognize and acknowledge client’s right to his feelings. His feelings are

not crazy, even though his perception may be faulty.
d. Sit down if possible (at a reasonable distance) and invite client to do

likewise.
e. Invite client to talk in quiet room or area where he has less of an audience

and less stimulation.
f. Apologize if you did something that inadvertently upset the client.

Acknowledge his feelings (not reasons) and state that it was unintentional.
g. Offer client some alternatives whenever possible, even if they are as

extreme as "Do you feel you can control yourself or would you rather have
restraints (quiet room) so that you won’t hurt yourself or others?"
(Specific to psychiatric care facilities).

h. Attempt to meet as many of the client’s more reasonable demands as
possible.

i. Have enough personnel available for a crisis intervention.
j. Speak in a calm, non-threatening voice. Use simple, clear phrases.
k. Use non-threatening, non-verbal gestures and stance.

IV. Therapeutic Communication

A. Provider/client relationship 

1. Client-centered responses often reflect feelings of helplessness and frustration.
a. Angry outbursts
b. Crying
c. Demanding behavior
d. Self-pity
e. Verbal or physical abuse
f. Self-centered behavior
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B. Provider/family/visitor relationship 

1. Communicate with respect and dignity
2. Treat family and visitors with courtesy
3. Be supportive of family
4. Do not disclose client’s condition to family or visitors

a. Family’s role and support system
1) Reaction to illness
2) Needs of individual members
3) Types of families

a) Single parent
b) Nuclear family
c) Extended family

b. Support system
1) Neighbors, friends
2) Community agencies
3) School group

C. Factors that have a bearing on communication 

1. Cultural
2. Socioeconomic
3. Generational
4. Ethnic
5. Religion

D. Interpersonal responses 

1. Show acceptance by nodding
2. Use broad openings to encourage speaker to continue conversation
3. Restate message by repeating the last word or words of speaker
4. Listen with your eyes and to what is being said
5. Clarify the message by paraphrasing the received message
6. Maintain silence at appropriate times and do not interrupt the speaker

E. Touch 
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F. Therapeutic Techniques 
Examples 

1. Using silence

2. Accepting Yes. 
Uh hmm. 
I follow what you said. 
Nodding. 

3. Giving recognition Good morning, Mr. S. 
You’ve tooled a leather wallet. 
I notice that you’ve combed your hair. 

4. Offering self I’ll sit with you awhile. 
I’ll stay here with you. 
I’m interest in your comfort. 

5. Giving broad openings Is there something you’d like to talk about? 
What are you thinking about? 
Where would you like to begin? 

6. Offering general leads Go on. 
And then? 
Tell me about it. 

7. Placing the event in time What seemed to lead up to . . . ? 
or in sequence Was this before or after . . . ? 

When did this happen? 

8. Making observations You appear tense. 
Are you uncomfortable when you . . . ? 
I notice that you’re biting your lips. 
It makes me uncomfortable when you . . .  

9. Encouraging description Tell me when you feel anxious. 
of perceptions What is happening? 

What does the voice seem to be saying? 

10. Encouraging comparison Was this something like . . . ? 
Have you had similar experiences? 

11. Restating CLIENT: I can’t sleep. I was awake all night. 

NURSE: You have difficulty sleeping. 

CLIENT: The fellow that is my mate died at  
war and is pending me yet to marry 

NURSE: You were going to marry him, but  
he died during the war. 



NURSING ASSISTANT Page 3-10
Unit 1:  Learning Plan 3—Communication 
Print Date:  July 10, 2018 

Fox Valley Technical College—Copyright © June 2018 

F. Therapeutic Techniques (Continued) 
Examples

12. Reflecting CLIENT: Do you think I should tell the Doctor ...? 

NURSE: Do YOU think you should? 

CLIENT: My brother spends all my money  
and then has the nerve to ask for more. 

NURSE: This causes you to feel angry. 

13. Focusing This point seems worth looking at more closely. 

14. Exploring Tell me more about that. 
Would you describe it more fully? 
What kind of work? 

15. Giving information My name is . . . 
Visiting hours are . . . 
My purpose in being here is . . . 
I’m taking you to the . . . 

16. Seeking clarification I’m not sure that I follow. 
What would you say is the main point of what 
you said? 

17. Presenting reality I see no one else in the room. 
That sound was a car backfiring. 
Your mother is not here; I’m a nurse. 

18. Voicing doubt Isn’t that unusual? 
Really? 
That’s hard to believe? 

19. Seeing consensual Tell me whether my understanding of it 
validation agrees with yours. 
Are you using this word to convey the idea …? 

20. Verbalizing the implied CLIENT: I can’t talk to you or to anyone. It’s 
a waste of time. 

NURSE: Is it your feeling that no one understands? 

CLIENT: My wife pushes me around just like 
my mother and sister did. 

NURSE: Is it your impression that women 
are domineering? 

21. Encouraging evaluation What are your feelings in regard to . . . ? 
Does this contribute to your discomfort? 
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F. Therapeutic Techniques (Continued) 
Examples

22. Attempting to translate CLIENT: I’m dead. 
into feelings NURSE: Are you suggesting that you feel  

lifeless? 
OR Is it that life seems without meaning? 

CLIENT: I’m way out in the ocean. 
NURSE: It must be lonely. 
OR You seem to feel deserted. 

23. Suggesting collaboration Perhaps you and I can discuss and discover 
what produces your anxiety. 

24. Summarizing Have I got this straight? 
You’ve said that. . . 
During the past hour you and I discussed . . . 

25. Encouraging formulation What could you do to let your anger out 
of a plan of action harmlessly? 

Next time this comes up, what might you do to 
handle it? 

G. Non-therapeutic Techniques Examples 

1. Reassuring I wouldn’t worry about . . . 
Everything will be all right. 
You’re coming along fine. 

2. Giving approval That’s good. 
I’m glad that you . . . 

3. Rejecting Let’s not discuss . . . 
I don’t want to hear about . . . 

4. Disapproving That’s bad. 
I’d rather you wouldn’t. 

5. Agreeing That’s right. 
I agree. 

6. Disagreeing That’s wrong. 
I definitely disagree with . . .  
I don’t believe that. 

7. Advising I think you should . . . 
Why don’t you . . . ? 

8. Probing Now tell me about . . . 
Tell me your life history. 
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 G. Non-therapeutic Techniques (Continued) Examples 

9. Challenging But how can you be President of the United States? 
 If you’re dead, why is your heart beating? 

10. Testing What day is this? 
 Do you know what kind of a hospital this is? 
 Do you still have the idea that . . . ? 

11. Defending This hospital has a fine reputation. 
 No one here would lie to you. 
 But Dr. B. is a very able psychiatrist. 
 I’m sure that he has your welfare in mind 
    when he . . .  

12. Requesting an explanation Why do you think that? 
 Why do you feel this way? 
 Why did you do that? 

13. Indicating the existence of  What makes you say that? 
 an external source Who told you that you were Jesus? 
 What made you do that? 

14. Belittling feelings expressed CLIENT: I have nothing to live for . . . 
  I wish I was dead. 
 NURSE: Everybody gets down in the dumps. 
 OR I’ve felt that way sometimes. 

15. Making stereotyped  Nice weather we’re having. 
 comments I’m fine, and how are you? 

 It’s for your own good. 
 Keep your chin up. 
 Just listen to your doctor and take part in 
 activities – you’ll be home in no time. 

16. Giving literal responses CLIENT: I’m an Easter egg. 
 NURSE: What shade? 
 OR You don’t look like one. 

17. Using denial CLIENT: I’m nothing. 

  NURSE: Of course you’re something. 
   Everybody is somebody. 

  CLIENT: I’m dead. 

  NURSE: Don’t be silly. 
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G. Non-therapeutic Techniques (Continued) Examples 

18. Interpreting What you really mean is . . . 
Unconsciously you’re saying . . .  

19. Introducing an CLIENT: I’d like to die. 
unrelated topic NURSE: Did you have visitors this weekend? 

H. Staff centered 
1. Recognize own feelings

2. Have empathy for others
a. The ability to put oneself in another’s place
b. Ability to see things as others do

3. Do not take negative client behavior personally

4. Be tolerant and have patience

V. Ethical Considerations 

A. Confidentiality – Client information should only be shared with other health workers 
in a careful manner on a need-to-know basis 

B. Privacy – Client’s body, record, care and personal affairs should be kept private 

C. Individual rights and choices 

1. Client’s rights should be respected and adhered to according to the Patient’s Bill
of Rights

2. N.A.s should be treated with respect and not expected to function out of their role

D. Dignity of individuals 

1. Be respectful to clients and co-workers

2. Behave courteously – put needs of client before your own

3. Display empathy

4. Allow client to voice their concerns

5. Allow client the opportunity to make personal choices when appropriate



NURSING ASSISTANT Page 3-14
Unit 1:  Learning Plan 3—Communication 
Print Date:  July 10, 2018 

Fox Valley Technical College—Copyright © June 2018 

VI. Staff Communication

A. Know the lines of authority

1. R.N. – registered nurse

2. L.P.N. – licensed practical nurse (LVN – licensed vocational nurse)

3. N.A. – nursing assistant

B. Communication about client 

1. Enhances continuity of nursing care

2. Clear and concise report

C. N.A.s collection of information 

1. Client’s verbalization of needs
2. N.A.’s observations

D. N.A.’s contact with staff 

1. Receive report at beginning of work shift and give report at end of shift

2. Do not report or talk in front of client

3. Read client information resource for level of care (care plan, care cards)

E. Information reported 

1. Changes in client’s condition

2. Client’s comments or refusals of care

3. Tasks accomplished/not accomplished at end of shift

F. Communication devices 

1. Telephone skills
a. Answering
b. Taking messages

2. Intercom system

3. Call bell/lights:
a. Answer promptly
b. Place within client’s reach

4. Security alarms

5. Other technologies
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G. The Nursing Process 

1. Assessment

2. Nursing Diagnosis

3. Plan

4. Implement

5. Evaluate

VII. Reporting and Recording Responsibilities

A. Report to nurse any deviations from normal immediately

1. Observations of:
a. Skin condition
b. Activity level/mobility
c. Body excretion
d. Breathing
e. Nourishment
f. Behavior
g. Level of consciousness
h. Mental attitude
i. Orientation to person, place, and time
j. Conversations
k. Client’s reactions
l. Pain
m. Response to care/treatment

2. Examples of abnormal signs and symptoms:
a. Shortness of breath
b. Rapid respiration
c. Fever
d. Coughs
e. Chills
f. Chest pain
g. Cyanosis
h. Abdominal pain
i. Nausea
j. Vomiting
k. Drowsiness
l. Excessive thirst
m. Sweating
n. Pus
o. Blood or sediment in urine
p. Difficulty urinating
q. Frequent urination in small amounts
r. Painful or burning urination
s. Urine has dark color or strong odor
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t. Edema
u. Gait changes
v. Falling
w. Skin tears

B. Use objective statements vs. subjective opinions 

1. Objective – information that can be seen, heard, felt, smelled, or measured by
another person; signs

2. Subjective – that which is reported by a client; symptoms

C. Shift report 

1. Receive report

2. Report significant changes promptly to nurse

3. Give end of shift report

4. Be accurate; organize objective and subjective information

D. Record/document data. The chart is a legal document, requires confidentiality, and is 
owned by the facility 

1. Guidelines
a. Use only ink (color required by facility)
b. Verify client name on form
c. Enter date/time
d. Chart only after event
e. Write legibly
f. Use correct spelling
g. Choose only facility approved abbreviations
h. Be accurate, factual, and concise
i. Leave no blank lines
j. Never erase or obliterate an error
k. Follow facility policy for error correction
l. Chart cares given or verified
m. Sign or initial as required by facility policy
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2. Flow sheets
a. Definition C records that allow information to be recorded quickly and

monitored easily; information from flow sheets helps health team members
to make important decisions

b. Information charted on flow sheets may include:
1) Personal care
2) Ambulation
3) Behavior
4) BM
5) Appetite
6) I & O
7) Restraint
8) Vital signs/weight
9) Restorative care

3. Narrative charting
a. A sequential written statement reflecting client status
b. Follow charting guidelines for completion

4. Incident report
a. Written description of an accident or unusual event involving a client,

visitor, or staff member
b. Follow charting guidelines for completion
c. Confidential, NOT a part of client record
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Common Medical Abbreviations 
Abbreviation Meaning    Abbreviation  Meaning 

 
Ab antibody 
abd abdomen 
ac before a meal 
ADL activities of daily living 
ad lib as desired 
Adm (adm) admitted or admission 
AFB acid-fast bacillus 
    (usually tuberculosis) 
AIDS acquired immunodeficiency 
    syndrome 
AKA above-the-knee amputation 
AM (am) morning 
amb ambulate, ambulatory 
AMI acute myocardial infarction 
    (heart attack) 
amt amount 
ap apical 
approx approximately 
ASAP as soon as possible 
as tol as tolerated 
ax axillary 
bid twice a day 
BKA below-the-knee amputation 
BM (bm) bowel movement 
BP, B/P blood pressure 
B.R. bed rest 
BRP bathroom privileges 
BSC bedside commode 
C centigrade, Celsius 
C with 
CA cancer 
cath catheter, catheterize 
CBC complete blood count 
CBR complete bed rest 
CCU coronary care unit 
CHD coronary heart disease 
CHF congestive heart failure 
cl liq clear liquids 
CNA certified nursing assistant 
c/o complains of 
COPD chronic obstructive 
    pulmonary disease 
CPR cardiopulmonary resuscitation 
CVA cerebral vascular accident (stroke) 
disch discharge 
DJD degenerative joint disease 
DNR do not resuscitate 
DOA dead on arrival 
DOB date of birth 
DON director of nursing 
drsg dressing 
Dx diagnosis 
ECG (EKG) electrocardiogram 
EEG electroencephalogram 
ER emergency room 
F Fahrenheit 
FBS fasting blood sugar 
FF force fluids 
fl (fld) fluid 
ft foot or feet 

Fx fracture 
gal gallon 
CB gallbladder 
GI gastrointestinal 
GSW gunshot wound 
GU genitourinary 
h (hr) hour 
H2O water 
HBV hepatitis B virus 
HIV human immunodeficiency virus 
HOB head of bed 
HS (hs) hour of sleep (bedtime) 
ht height 
ICU intensive care unit 
IDDM insulin-dependent diabetes mellitus 
in inch 
I&O intake and output 
IV intravenous 
L left, liter 
lab laboratory 
lb pound 
lg large 
liq liquid 
LLQ left lower quadrant 
LMP last menstrual period 
LPN licensed practical nurse 
lt left 
LVN licensed vocational nurse 
LUQ left upper quadrant 
meds medications 
MI myocardial infarction 
    (heart attack) 
mid noc midnight 
min minute 
ml milliliter 
NA nursing assistant 
NB newborn 
neg negative 
NIDDM non-insulin-dependent diabetes 
    mellitus 
nil none 
no number 
noc, noct night 
NPO (npo) nothing per mouth (nils per os) 
N&V nausea and vomiting 
O2 oxygen 
OB obstetrics 
OJ orange juice 
OOB out of bed 
O oral 
OR operating room 
OT occupational therapy 
oz (Oz) ounce 
PAR post anesthesia recovery 
pc after a meal 
Peds pediatrics 
per by, through 
PM (pm) afternoon or evening 
po (per os) by mouth 
post op postoperative 
 

*



NURSING ASSISTANT Page 3-19
Unit 1:  Learning Plan 3—Communication 
Print Date:  July 10, 2018 

Fox Valley Technical College—Copyright © June 2018 

Common Medical Abbreviations 
Abbreviation Meaning Abbreviation  Meaning 

pre op preoperative 
prep preparation 
prn as necessary 
Pt (pt) patient 
PT physical therapy 
q every 
qd every day 
qh every hour 
q2h, q3h, q4h, etc. every 2 hours, every 3 hours, 

  every 4 hours, etc. 
qhs every night at bedtime 
qid four times a day 
qod every other day 
qs sufficient quantity 
qt quiet 
R rectal 
RBC red blood cell, red blood cell count 
rehab rehabilitation 
resp respiration 
RLQ right lower quadrant 
RN registered nurse 
ROM range of motion 
RR recovery room 
rt (R) right 
RT respiratory therapy 
RUQ right upper quadrant 
Rx treatment 
s without 
ss half 

SOB shortness of breath 
Spec (spec) specimen 
SSE soapsuds enema 
ST speech therapy 
STAT, stat at once, immediately 
STD sexually transmitted disease 
Surg surgery 
Sx symptoms 
tbsp tablespoon 
tid three times a day 
TIA transient ischemic attack 
TLC tender loving care 
TPN total parenteral nutrition 
TPR temperature, pulse, and 

   respirations 
tsp teaspoon 
Tx treatment 
ty tympanic 
UA (u/a) urinalysis 
UK unknown 
URI upper respiratory infection 
UTI urinary tract infection 
VS (v/s) vital signs 
WA while awake 
WBC white blood cell, white blood 

   cell count 
w/c wheelchair 
WNL within normal limits 
wt weight
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Banned Abbreviations Eliminated in 2005 

The effort to eliminate banned abbreviations from JCAHO (Joint Committee on Accreditation of 
Healthcare Organizations) accredited institutions was put into effect on January 1, 2005, there 
will be zero-tolerance. Once the order (written by a physician or nurse) has been written with a 
banned abbreviation, the institution will be in violation. The banned abbreviations are one of the 
2005 Patient Safety Goals by JCAHO. Patient Safety Goals are considered to be “all or nothing” 
when scored by a surveyor. With the zero-tolerance policy on banned abbreviations in place, the 
use of even one banned abbreviation ANYWHERE in the patient’s chart will cause the hospital 
to receive a Type 1 Recommendation. 

Banned Abbreviations: 

U unit 

IU international unit 

QD daily 

QOD every other day 

Trailing, leading Zero X.0 and .X 

MS, MSO4, MgSO4 morphine or magnesium sulfate 

µg micrograms 

TIW three times per week 

Cc cubic centimeter 

HS bedtime 

SC, SQ subcutaneous 

D/C discharge, discontinue 

AS, AD, AU, OD, OS, OU eyes and ears 
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Observations and Reporting 

Nursing assistant and home health aides have a responsibility to report what they observe about 
the resident. Here are examples of what to observe and report in body systems. There will be one 
of the following signs next to each observation. 

 CHECK 
 LOOK FOR 
 LISTEN 
 TOUCH 
?? ASK QUESTIONS 

HEART AND BLOOD VESSELS 
 check pulse 
 take blood pressure 

 look for changes in skin color (pale, bluish, reddened) 
 feel changes in skin temperature (cool, hot, moist) 

 watch for dizziness, unsteady walking 
?? Are you having pain? In the chest, arms, legs, head?  Where is the pain? 
 Tell me how you feel 
 swelling in the feet, legs 
 unable to move one side of body 
 speech changed, slurred, does not make sense 

LUNGS 
 rate and depth of respirations 
 temperature 

 difficulty breathing, how chest is moving 
 changes in skin color (pale, bluish) 
 coughing, spitting up 
 color of sputum (white, grey, green, brown, red) 

?? pain in chest, back, sides 
 oxygen equipment working right 
 head of bed elevated 

?? Are you having pain?  In the chest? Are you having trouble breathing? 

SKIN 
 color (redness, black and blue B ecchymotic B yellow, dark areas) 
 open areas with drainage (clear, brown, red, yellow) 
 temperature of skin (warm, cool) 
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SENSES 
  Eyes 
  white area B sclera B (reddened, yellow) 
  colored area B pupil B (cloudy) 
 ?? pain in or around eye 
  eye lids (reddened, swollen) 
  drainage, color (clear, yellow, green) 
  ?? problems with seeing objects near or far away 
 
  Ears 
  ear canal, drainage (yellow, waxy, red, brown, green) 
  able to answer questions 
 
NERVES 
  parts of body that resident is unable to move 
  frequent jerking motions 
  unconscious 
  changes in skin temperature 
 ?? pain anywhere in body 
  safety B protection of parts resident unable to move or feel 
  changes in speech (slurred, unable to understand) 
 
MENTAL AND EMOTIONAL 
  mood changes B words and actions that tell you resident is depressed, 
    upset, suspicious, happy 
  changes in ability to do self-care 
  if able to do daily hygiene 
  changes in speech (slow, fast, sentences do not make sense) 
   safety B if resident able to protect self from injury 
 
KIDNEYS, BLADDER, AND REPRODUCTIVE ORGANS 
  temperature 
  urine, sugar, and acetone 
  urine, color (dark yellow, light yellow, brownish, red, cloudy, mucous) 
 ?? pain when urinating 
  last time voided 
 
STOMACH AND INTESTINES 
  stool color (light brown, black, red spots) 
  stool consistency (formed, loose, watery) 
  abdomen (firm, soft) 
 ?? Are you having pain in your abdomen when having a bowel movement? 
  last time had bowel movement 
   nausea, vomiting, blood in emesis 
 ?? Do you have pain in your stomach? 
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METABOLIC 
 skin color (pale, reddened, yellow) 

  Diabetes 
 urine (sugar and acetone) 

 if alert, drowsy, anxious 
 skin temperature (cool, moist, dry, not) 
 behavior (disoriented, angry) 

MUSCLES AND BONES 
 body movement (slow, unsteady) 
 difficulty holding objects 

?? Do you have pain? In joints, ankles, knees, hips, back, neck, arms, hands? 
  swelling or redness in knees, ankles, hands 

 warmth at joints 

  Fractures 
 sudden pain with movement, unable to move 
 bulging in skin, break in skin 

?? Where do you have pain? 
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Military Time 
 
 

1. All times have 4 digits   first two digits represent the hours, second two represent minutes.   
2. Based on a 24-hour clock—begins at 0000 and ends at 2400 
3. A new day begins at midnight 
 
 1:00 am = 0100 
 2:00 am = 0200 
 3:00 am = 0300 
 4:00 am = 0400 
 5:00 am = 0500 
 6:00 am = 0600 
 7:00 am = 0700 
 8:00 am  = 0800 
 9:00 am = 0900 
 10:00 am = 1000 
 11:00 am  = 1100 
 12:00 pm = 1200  End of first 12 hours around the clock 
 1:00 pm = 1300 
 2:00 pm = 1400 
 3:00 pm  = 1500 
 4:00 pm = 1600 
 5:00 pm = 1700 
 6:00 pm = 1800 
 7:00 pm = 1900 
 8:00 pm = 2000 
 9:00 pm = 2100 
 10:00 pm = 2200 
 11:00 pm = 2300 
 12: 00 am = 2400  End of second 12 hours around the clock 
 

EXAMPLES: 
 

11:30 am = ____________  6:00 pm = ____________ 
 
12:30 pm = ____________  7:40 pm = ____________ 
 
2:45 pm = ____________  1625  = ____________ 
 
4:50 pm = ____________  0315  = ____________ 
 
2:15 am = ____________  2134  = ____________ 
 
11:20 pm = ____________  0010  = ____________ 
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Nursing Assistant 
Unit 1:  Learning Plan 4 

Infection Prevention and Control 
Overview/Purpose 
Although invisible to our eye, the environment is filled with microbes or microorganisms, some 
of which are beneficial for us and some of which are hazardous. 

The health care team can help prevent the spread of infection by following standard precautions. 

Target Competency 
Apply principles of medical asepsis, infection control measures, and prevention of 
bloodborne infections. 

Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.

 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to
informed decisions, innovation and personal empowerment.

 Act Responsibly — Apply ethical standards in both personal and professional behavior.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 

Your performance will be successful when: 

 you apply principles of medical asepsis.

 you apply principles of infection control.

 you demonstrate when and how to wash hands.

 you use personal protective equipment.

 you follow exposure control plan should an incident occur.
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Learning Objectives 
a. Define:  Asepsis, biohazardous waste, clean technique, contagious disease, contamination,

disinfection, infection, microbe, microorganism, non-pathogen, nosocomial infection, 
pathogen, personal protective equipment, and sterile. 

b. Identify basic needs for microbes to live and grow.

c. Explore the chain of infection.

d. Explore the signs and symptoms of infection.

e. Investigate nosocomial infection.

f. Investigate the practices of medical asepsis.

g. Carry out Standard Precautions and Transmission-Based Precautions.

h. Investigate the bloodborne pathogen standard.

i. Identify substances treated as infectious waste.

j. Investigate the body fluids that may contain HIV and HBV.

Learning Activities 
1. VIEW videos through Blackboard:

Films on Demand
____  Infection Control in the Long-Term-Care Facility (#43843) (27:00)
____  Preventing Health Care–Associated Infections in Long-Term Care (#42192) (29:00)

Hartman DVDs
____  Washes Hands

____  Donning and Doffing PPE Gown and Gloves

2. READ your Hartman textbook:  Ch. 5, and Nursing Assistant curriculum manual, Unit 1, LP 4.

3. COMPLETE: Hartman textbook, Ch. 5 Review.

4. DISCUSS the definitions of medical terminology relating to infection control.

5. WATCH demonstration in lab on: handwashing, gloving, and personal protective
equipment.

6. REVIEW and PRACTICE in lab procedures on: handwashing (using glow light), removing
gloves, personal protective equipment.

7. DISCUSS ways you will use Standard precautions and Personal Protective Equipment in the
workplace.

8. VIEW and COMPLETE Learning Module 1 “Infection Control/OSHA Bloodborne
Pathogens/Safety-Orientation” at http://www.fvhca.org/Students.html.  The PowerPoint is
located under “Student Clinical Placement” tab. SIGN for confirmation of completion on
form provided in Nursing Assistant Student Handbook or by instructor.

9. UTILIZE the study guide to augment assigned chapter readings.
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Learning Plan 4 Study Guide 

I. Medical Asepsis 

A. Related terminology 

1. Asepsis – being free of disease producing microbes
2. Medical Asepsis – (clean technique) practices used and precautions taken to

prevent the spread of microorganisms from one person, place or object to
another

3. Surgical Asepsis – (sterile technique) the practices that keep items free of all
microbes

4. Sterile – the absence of all microbes
5. Nosocomial infection – infection acquired after admission to a health care

facility.
6. Nonpathogen – microorganism that does not ordinarily cause infection
7. Pathogen – microorganism that is harmful or capable of causing infection or

disease
8. Microorganism – small living plant or animal that can only be seen with the

aid of a microscope
9. Infection – illness caused by a pathogen
10. Antibodies – specialized proteins which help our bodies fight off specific

microbes
11. Antibiotics – drug that is able to kill bacteria or make it difficult for them to

reproduce and grow
12. Contact transmission

a. Direct – body surface to surface contact and physical transfer of
microorganism 
b. Indirect – involves touching of contaminated objects used by an infected
person 

13. Airborne transmission – spread of evaporated droplets or dust particles that
contain the infectious microorganism which can be spread through the air and
inhaled

14. Droplet transmission – spread of droplets ejected from the mouth or nose
during coughing, sneezing, or talking

15. Standard precautions – practices to prevent exposure to all clients’ blood, body
fluids, non-intact skin, and mucus membranes

16. Personal Protective Equipment (PPE) – specialized clothing, equipment, or
barriers used to prevent exposure to blood, body fluids, non-intact skin, and
mucous membranes or other hazards, i.e., broken glass or sharps.  Examples:
gloves, goggles, masks, gowns.

17. Disinfection – process by which pathogens are destroyed
18. Sterilization – process by which all microorganisms and their spores are

destroyed
19. Isolation – specific precautions to prevent the spread of communicable disease
20. Communicable disease – disease caused by pathogens that are easily spread
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21. Common vehicle transmission – applies to microorganisms transmitted by
contaminated items such as food, water, medications, devices, and equipment

22. Vectorborne transmission – occurs when vectors such as mosquitoes, flies,
ticks, and vermin transmit microorganisms

23. Occupational Safety and Health Administration (OSHA) – government agency
regulating employee safety

24. Cross infection – the spread of infection from one person to another
25. Material Safety Data Sheet (MSDS) – listing of potentially hazardous

chemicals used in the workplace; this listing explains proper use, dilution,
precautions to take (using PPE), clean up and disposal procedures, and first aid
measures for exposure

26. MRSA – Methicillin-Resistant Staphylococcus Aureus
27. VRE – Vancomycin-Resistant Enterococcus

B. Signs of Infection that should be reported to nurse 

1. Increase body temperature
2. Rapid pulse, respiratory rate or change in BP
3. Pain or difficulty breathing
4. Redness, swelling or pain
5. Foul smelling or cloudy urine
6. Diarrhea or foul smelling feces
7. N/V, lack of appetite
8. Skin rash
9. Fatigue
10. Mental status changes
11. Any unusual discharges or drainage from body

C. Chain of infection 

1. Pathogen
2. Reservoir
3. Portal of exit
4. Method of transmission
5. Portal of entry
6. Susceptible host

D. Conditions favorable to growth of microorganisms: 

1. Warmth
2. Oxygen
3. Darkness
4. Nourishment
5. Moisture
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E. Areas considered clean: 

1. Linen room/chart
2. Treatment/supply room
3. Overbed table
4. Top drawer and top shelf in bedside table
5. N.A.’s uniform, unless contaminated
6. Food cart

F. Areas considered dirty: 

1. Floor
2. Bottom shelf of bedside stand
3. Seat of chair in client’s room
4. Toileting areas
5. Soiled utility room
6. Sinks
7. Door handles/knobs
8. Linen hampers

G. Handwashing 

1. NA must wash hands before and after contact with each client to prevent the
spread of disease and infection.

2. Elements:
a. Running water
b. Soap
c. Friction

3. Wash from clean area to dirty
4. Wash, rinse, and dry from wrists to fingertips
5. Always wash hands:

a. Before:
1. Direct care
2. Handling food
3. Feeding/eating
4. Handling clean linens/equipment

b. After:
1. Direct care
2. Feeding/eating
3. Toileting
4. Handling soiled linens/equipment
5. Removing gloves

c. Whenever in doubt
6. Use of antiseptic gels
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H. Personal hygiene 

1. NAs personal hygiene and habits can directly affect the health of clients
a. Some microorganisms may pose a serious threat to the weakened client
b. Contaminated uniform may spread infection

2. NA needs to have responsible behavior toward hygiene
a. Always wear a clean uniform and shoes to work
b. Keep hair clean, neat, and secured back
c. Keep body odors controlled
d. Practice good hand washing and medical asepsis in the workplace

I. Employee health 

1. Testing
a. Rubella
b. TB - Mantoux

2. Immunizations
a. Childhood
b. Hepatitis B
c. Influenza
d. Chicken pox (varicella)

3. Personal protective equipment
a. OSHA requires facility to provide
b. Select for situation

4. Exposure incidents
a. Fluid/blood spills
b. Needle stick
c. Follow facility policy for clean-up
d. Follow facility policy for reporting

5. Latex allergies
a. Latex and powder may cause allergies
b. OSHA requires facilities to provide alternatives

6. Material Safety Data Sheet (MSDS) – listing of potentially hazardous
chemicals used in the workplace.  This listing includes proper use, dilution,
PPE necessary, clean-up procedures, and first aid for exposures.

J. Bloodborne Pathogen 

1. Bloodborne Pathogen – disease-producing microbe that is transmitted through
blood or other body fluids

2. Common diseases caused by bloodborne pathogens
 Hepatitis – A, B, C, D and E
 HIV

3. OSHA Standard
a. Training
b. Hepatitis B vaccine
c. Exposure control plan
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K. Airborne Pathogen – microbes that are transmitted through the air 

 Tuberculosis – need specialized airflow rooms and special filtered masks

L. Basic rules of infection control 

1. Wash hands when indicated
2. Handle supplies aseptically
3. Demonstrate good personal hygiene
4. Use standard precautions
5. Wash clean to dirty
6. Keep clean items separate from soiled items
7. Keep clean or soiled items away from uniform
8. Dispose of body wastes properly
9. Keep soiled items off over bed table and off floor
10. Keep client’s personal items and linens separate from another client’s
11. Wash equipment after use
12. Avoid kneeling on floor
13. Cover nose and mouth when coughing and sneezing
14. Use personal care items and supplies for one client only
15. Properly discard disposable equipment

M. Standard precautions 

1. These procedures are used with every client whether or not disease is known to
be present.

2. Hands should be washed before and after contact with clients.  Hands should
always be washed after the removal of gloves.  If hands come in contact with
blood or body fluids, they should be washed immediately with soap and water.

3. Gloves are worn when contact is likely with blood/body fluids, secretions,
excretions (except sweat), non-intact skin and mucus membranes, i.e., wear
gloves when touching soiled dressings, tissues, linens, or between procedures
on the same client.

4. Protective clothing and eyewear (i.e., gowns, aprons, masks, and goggles) are
worn during situations where exposure to blood/body fluids is possible.

5. Protective resuscitation devices are used when providing mouth-to-mouth
resuscitation.

6. Sharp objects are handled carefully to prevent cuts or punctures.
7. Needles are not bent, broken, or recapped by hand.
8. All sharp objects are discarded in a puncture resistant container.
9. Bloody/body fluids are cleaned up promptly with gloved hands using an

appropriate solution.  This may include a blood spill kit, chemical solution, or
a 1:10 dilution of bleach to water.

10. Lab specimens and specimen containers are considered possible modes of
disease transmission.
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N. Isolation precautions 
 

1. Standard precautions are used in the care of all clients. 
2. Transmission based precautions are used in addition to standard precautions 

for persons with certain highly transmissible diseases. 
a. Airborne precautions – used for infections transmitted by small droplets 

in air currents 
b. Droplet precautions – used for infections transmitted by large droplets 

over short distances 
c. Contact precautions – used when the infectious pathogen is spread by 

direct or indirect contact 
3. Identification – a card is placed on the door of the client’s room to identify the 

type of isolation and instructions that are to be followed by everyone entering 
the room 

4. Personal protective equipment (PPE) 
a. Gloves 

1. Replace if punctured/torn 
2. Don’t wash gloves 

b. Gowns/aprons 
1. Fluid resistant 
2. Use once and discard/launder 

c. Masks 
1. Use once and discard 
2. Replace if moist 
3. Not to be hung around neck 
4. Special masks may be required 

d. Eyewear – mask used whenever eyewear is used 
5. Special precautions are not necessary for dishes unless visibly contaminated 

with infective material 
6. Bagging – special handling of contaminated articles 

a. Contaminated equipment must be bagged, labeled, and disposed of in 
accordance to facility’s policy 

b. Used articles are placed in a single impenetrable (plastic) bag before removal 
7. Impact of isolation on client 

a. May feel unclean and undesirable 
b. Decreased self-esteem 
c. May experience feeling of loneliness, anxiety, and abandonment 
d. May become bored 

8. Actions to decrease negative effects of isolation 
a. Convey acceptance of client 
b. Provide diversionary activities and materials 
c. Spend time with the client 
d. Allow client to express feelings 
e. Allow door to room to be open, as appropriate 

  



NURSING ASSISTANT Page 4-9
Unit 1:  Learning Plan 4—Medical Asepsis and Infection Control 
Print Date:  July 10, 2018 

Fox Valley Technical College—Copyright © June 2018 

O. Disposal of wastes 

1. Items considered infectious waste include
a. Soiled wound dressings
b. Used gloves
c. Used colostomy bags
d. Soiled disposable incontinent pads
e. Used needles and syringes
f. Used urinary drainage bags

2. Properly discard soiled supplies per facility policy in
a. Biohazard bags
b. Moisture proof bags/containers

3. Use sharps container for collection of needles, lancets, and disposable safety
razors

4. Label body fluid specimens, contaminated supplies, and equipment as
biohazardous
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Latex Allergy 

Latex is a fluid that is milky in nature. It is derived from the rubber tree that is tropical. Scores of 
daily products comprise of latex. Latex allergy manifests when individuals are repeatedly 
exposed to a protein found in latex that is natural. With the detection of the protein by the 
immune system, an allergic reaction manifests in minutes. Individuals suffering from latex 
allergy may experience a rash or attacks of asthma. In rare scenarios, a shock may occur. 

Latex products come in all shapes and sizes. Some of the most common products that 
utilize latex are mentioned below: 

 Surgical gloves

 Condoms

 Rubber bands

 Balloons

 Soles of shoes

 Pacifiers

Individuals suffering from latex allergy should learn to identify products that contain latex. This 
helps to reduce exposure to latex. Most common allergic reactions are to condoms and surgical 
gloves. Both products are available in latex-free forms. 

The protein present in latex may cause allergic reactions in some individuals. The reactions 
could vary from mild sneezing to a shock of anaphylaxis. This condition is serious and needs 
prompt medical attention. 

Latex is thin and capable of stretching. Balloons, condoms and gloves contain a high percentage 
of this protein. The allergic reactions caused by these products are more in comparison with hard 
latex used in tires. Some gloves made of latex have a coating of cornstarch powder. In such 
cases, the protein particles present in latex may attach itself to the cornstarch. When the gloves 
are removed, these particles may mix with the air. In areas where gloves are frequently removed 
and put on, the air could contain numerous particles of latex. 

The following are some of the most common symptoms of latex allergy: 

 Red and itchy eyes that are watery

 Runny nose

 Sneezing

 Skin rash

 Hives

 Coughing

 Tightness in the chest

 Breath shortness

Images used with Permission from Microsoft 
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Some individuals who utilize gloves made of latex experience sores, bumps, and cracks. Some 
regions of their hands may get raised. Latex allergy symptoms manifest between 12 and 
36 hours post-latex contact. These symptoms can be reduced by utilizing gloves that are 
non-latex and glove liners. Proper attention should be paid to hand care. 

Individuals who have profound latex allergy could experience an allergic reaction known as 
anaphylactic shock. This is a life-threatening condition. The following are some of its symptoms: 

 Breathing problems

 Dizziness

 Confused feelings

 Nausea

 Wheezing

 Vomiting

 Weak or quick pulse

 Lack of consciousness

Such individuals require medical attention that is immediate. 

Source: About Allergies 2/9/2011 
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Nursing Assistant 
Unit 1:  Learning Plan 5 

Vital Signs 
Overview/Purpose 
Vital signs—temperature, pulse, respirations, blood pressure, and height and weight—provide 
important clues as to a person’s health status. The Nursing Assistant needs to be able to 
accurately obtain these vital signs and be able to identify and report abnormalities. 

Target Competency 
Measure client vital signs. 

Linked Employability Essentials 

 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to
informed decisions, innovation and personal empowerment.

 Work Collaboratively — Work collaboratively with others to complete tasks, solve
problems, resolve conflicts, provide information, and offer support.

 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and
listening skills across various settings to engage diverse audiences.

 Act Responsibly — Apply ethical standards in both personal and professional behavior.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 
Your performance will be successful when: 

 you take a temperature with an electronic thermometer according to manufacturer's guidelines.

 you determine the normal range for various routes of obtaining temperature.

 you determine the normal range for pulse of the average adult.

 you determine the normal range for respiration of the average adult.

 you identify deviations from normal vital signs.

 you take radial pulse with results within +/- 4 beats of the instructor.

 you count respirations within +/- 2 breaths of the instructor.

 you determine the normal range of blood pressure for the adult.

 you report deviations from normal for blood pressure.

 you accurately weigh clients.

 you accurately measure the height of clients.
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Learning Objectives 
a. Define:  radial pulse, blood pressure, diastole, diastolic pressure, hypertension, hypotension, 

pulse rate, respiration, systole, systolic pressure, and vital signs. 

b. Identify abnormalities that need to be reported. 

c. List factors affecting vital signs. 

d. State normal ranges of oral, rectal, axillary and tympanic membrane temperatures. 

e. Investigate normal respirations and normal range for adult. 

f. Define blood pressure and normal ranges for adults. 

g. Investigate factors affecting blood pressure. 

h. Investigate how to accurately measure height and weight. 

i. Demonstrate taking the radial pulse with an accuracy of +/- 4 of instructor. 

j. Count respiration rate with accuracy of +/- 2 of instructor. 
 

Learning Activities 
1. VIEW VIDEOS through Blackboard:  

Films on Demand  
____  Vital Signs: Know Your Numbers (#52802) (8:00)  

Hartman DVDs  
____  Counts and Records Radial Pulse 
____  Counts and Records Respirations 
____  Measures and Records Weight of Ambulatory Resident 

2. READ your Hartman textbook:  Ch. 14, and NA Curriculum Manual, Unit 1, LP 5. 

3. COMPLETE: Hartman Chapter 14 Review. 

4. WATCH a demonstration in lab on obtaining temperature, pulse, respirations, and height 
and weight. 

5. PRACTICE with another student obtaining temperature, pulse, respirations, and height and 
weight following guidelines. 

6. DISCUSS factors which could affect a client's vital signs. 

7. DISCUSS which types of observations related to vital signs would need to be reported. 

8. UTILIZE the study guide to augment assigned chapter readings. 
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Learning Plan 5 Study Guide 

I. Vital Signs 

A. Reflect functions that are regulated automatically by the body 

1. temp, pulse, respiration (TPR)

B. Any change may indicate an imbalance within the body 

1. many factors can cause changes

C. “Normal” range varies from person to person 

D. Measuring and recording 

1. Measured according to facility policy (i.e., acute vs. LTC)
2. Nursing care plan or doctor’s order will indicate how often
3. Flowsheets per client or per unit
4. Accuracy is critical

II. Temperatures

A. Related terminology

1. Fahrenheit – scale for measurement of temperature, indicated with letter F
2. Centigrade – scale for measurement of temperature, indicated with letter C
3. Axillary temperature – measured in armpit
4. Tympanic temperature – measured in ear canal
5. Oral temperature – measured in the mouth
6. Rectal temperature – measured in the rectum
7. Temporal temperature – forehead
8. Fever – elevated body temperature
9. Body temperature – balance of heat produced and heat lost
10. Thermometer – device used to measure temperature

B. Sites and ranges: 
1. Tympanic: 986 F
2. Oral:  976 - 996 F

 most common
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3. Axillary:  966 - 986 F

• least accurate
4. Rectal:  986 - 1006 F

• most accurate
5. Temporal:  986

C. Factors that increase body temperature 

1. Infection
2. Shivering
3. Exercise
4. Warmth
5. Dehydration
6. Stress

D. Factors that decrease body temperature 

1. Shock
2. Cold
3. Age
4. Drugs

E. Guidelines for taking temperatures 

1. Use standard precautions
2. Provide for privacy
3. Follow facility’s/manufacturer’s procedures for the safe and correct use of the

thermometer
4. Report and record findings accurately, including method used

F. Client conditions that may determine route: 

1. Age
2. Level of consciousness
3. Ability to cooperate
4. Oxygen therapy
5. Unable to keep mouth closed
6. Combative
7. Confused
8. Rectal conditions – diarrhea, hemorrhoids, rectal surgery
9. Ear infection – not tympanic in that ear
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G. Glass thermometer 

1. Start with 94, each long line indicates a 1-degree elevation in temperature.
2. Only every other degree (even numbers) is marked with a number.
3. Each shorter line equals 2/10 (0.2) of 1 degree.
4. To read:

a. Hold at eye level
b. Find solid line

5. Safety measures
a. Check for chips
b. Shake down before and after using
c. Use protective sheath
d. Shake away from hard objects
e. Do not leave client alone with thermometer in mouth/rectum/axilla
f. Wipe from top to bulb end after each use

H. Electronic/Digitals 

I. Tympanic 

J. Temporal Artery 

K. Rectal 

L. Axillary 

III. Pulse

A. Related terminology 

1. Pulse – wave of pressure exerted against the walls of the arteries when the
heart beats

2. Rate – number of beats per minute
3. Rhythm – pattern of beats
4. Amplitude/force – strength of beats
5. Bradycardia – slow heart rate (less than 60/min.)
6. Tachycardia – fast heart rate (more than 100/min.)
7. Irregular – uneven space between beats
8. Radial – site for measuring pulse at wrist
9. Apical – site for listening to pulse over heart with stethoscope
10. Carotid – site for measuring pulse at neck
11. Brachial – site for measuring pulse at elbow
12. Weak/thready – difficult to feel and/or count
13. Bounding – very strong
14. Pulse deficit
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B. Sites 

 

1. Radial – thumb side of wrist 
2. Apical – over the left side of the chest 
3. Carotid – forward portion of the neck, just under jaw 

 
C. Range – 60-100 beats/minute 

 
D. Factors that increase pulse rate: 

 

1. Exercise/heat 
2. Stress/emotions 
3. Pain/injury 
4. Fever 
5. Drugs 
6. Heart disease 
7. Shock 

 
E. Factors that decrease pulse 

 

1. Rest 
2. Heart disease 
3. Drugs 
4. Rectal stimulation 
5. Head injury 
6. Cold environment 

 
F. Procedure for counting a pulse 

 

1. Locate pulse 
2. Count for 30 seconds 
3. Multiply this by 2 to get a one-minute pulse rate 
4. Take for one full minute if pulse is not regular 
5. Report abnormalities of rate, rhythm, or force to nurse 
6. Chart rate in appropriate place 

 
IV. Respirations 
 

A. Related terminology 
 

1. Rate – number of breaths per minute 
2. Rhythm – breathing pattern 
3. Effort – degree of difficulty breathing 
4. Shallow – breaths partially filling the lungs 
5. Labored – working hard to breathe 
6. Irregular – uneven spaces between breaths 
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7. Dyspnea – difficulty breathing
8. Stertorous – snoring breaths
9. Apnea – no breathing
10. Tachypnea – fast breathing (more than 24 breaths a minute)
11. Bradypnea – slow breathing (less than 10 breaths a minute)
12. Cheyne Stokes – breathing with periods of dyspnea and apnea
13. Congested – moist breathing
14. Inspiration – act of inhaling air
15. Expiration – act of exhaling air
16. Respiration – process of inspiration and expiration
17. Hypoxia-cells do not have enough oxygen
18. Hyperventilation
19. Hypoventilation

B. Range – 12-20 breaths per minute 

C. Factors that increase respiratory rate: 

1. Exercise/heat
2. Stress/emotions
3. Pain/injury
4. Fever
5. Drugs
6. Respiratory disease
7. Heart disease

D. Factors that decrease respiratory rate: 

1. Rest
2. Heart disease
3. Drugs
4. Head injury
5. Cold environment

E. Counting respirations – one breath consists of both an inhalation and an exhalation 

1. When a client knows that respirations are being counted, the client may not
breathe naturally.

2. Client should be unaware that respirations are being counted.
3. Hold the client’s wrist just as though taking a pulse. Count respirations

immediately after counting pulse rate.
4. Hold client’s arm across the chest to feel the chest rise if unable to clearly see

chest rise and fall.
5. Count for one minute.
6. Report any unusual observations to nurse.
7. Chart rate in appropriate place.
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V. Weight and Height Measurements 
 

A. Weight is usually done on client’s admission and on a monthly/ordered basis 
thereafter 

 

1. An indicator of nutritional status and overall medical condition of a client 
2. Medications often based on body weight 
3. Types of scales: 

a. Standing 
b. With mechanical lift 
c. Wheelchair 
d. Bed 
e. Chair 

4. Guidelines for weighing clients 
a. Balance/zero scale 
b. Client wears same amount of clothes 
c. Use same scales 
d. Do at same time of day 
e. Bed scale – same amount of bedding 

 
B. Height – needed so health care team can determine ideal or appropriate weight for a 

client; usually done on admission 
 

1. Measure with client lying supine in bed; accurately measure client using a tape 
measure 

2. Measure by using height measurement device on the standing scale 
 
VI. Blood Pressure – measured in millimeters of mercury and recorded as a fraction 
 

A. Definition: The force exerted by the blood against the walls of the arteries 
 

1. Systolic pressure (top number) – caused by blood when heart muscle contracts, 
sending a wave of blood through the artery 

2. Diastolic pressure (bottom number) – when the heart muscle relaxes (still 
pressure) as blood flows through the arteries 

 
B. Average adult range 

 

1. 120/80 average normal 
2. 90-140 systolic   normal ranges 

60-90 diastolic 
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C. Factors that increase blood pressure: 

1. Age
2. Heart Disease
3. Kidney Disease
4. Stress/emotions
5. Pain/injury
6. Drugs

D. Factors that decrease the blood pressure 

1. Athletic conditioning
2. Drugs
3. Hemorrhage
4. Dehydration
5. Fever
6. Rapid position changes

E. Pulse Oximetry 

1. Measures O2 Saturation in blood
2. Non Invasive
3. Normal is: 95%-100%
4. Sites are fingers, earlobes or toes
5. No nail polish or cold hands
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Name ______________________________ 

Evaluation Sheet 

Vital Signs Homework 

Identify the abnormal vital signs in the following questions based on the reportable values stated 
in your textbook. (There may be more than one correct answer for each question.) 

10 Questions (10 points each) 

1. Which vital sign(s) are abnormal and should be reported to the nurse?

T 99.2 (rectal) P 76 R 20 BP 120/98

 Temperature 99.2
 Pulse 76
 Respirations 20
 Blood Pressure 120/98

2. Which vital sign(s) are abnormal and should be reported to the nurse?

T 100.8 P 84 R 26 BP 102/88 

 Temperature 100.8
 Pulse 84
 Respirations 26
 Blood Pressure 102/88

3. Which vital sign(s) are abnormal and should be reported to the nurse?

T 101.8 P 112 R 22 BP 118/78 

 Temperature 101.8
 Pulse 112
 Respirations 22
 Blood Pressure 118/78

4. Which vital sign(s) are abnormal and should be reported to the nurse?

T 98.6 (axillary) P 82 R 10 BP 136/80 

 Temperature 98.6 (axillary)
 Pulse 82
 Respirations 10
 Blood Pressure 136/80
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5. Which vital sign(s) are abnormal and should be reported to the nurse? 

T 98.8 (rectal) P 108 R 20 BP 180/88 

 Temperature T 98.8 (rectal) 
 Pulse 108 
 Respirations 20 
 Blood Pressure 180/88 

6. Which vital sign(s) are abnormal and should be reported to the nurse? 

T 97.8 (axillary) P 92 R 16 BP 142/76 

 Temperature 97.8 (axillary) 
 Pulse 92 
 Respirations 16 
 Blood Pressure 142/76 

7. Which vital sign(s) are abnormal and should be reported to the nurse? 

T 102.6 (rectal) P 116 R 32 BP 164/100 

 Temperature 102.6 (rectal) 
 Pulse 116 
 Respirations 32 
 Blood Pressure 164/100 

8. Which vital sign(s) are abnormal and should be reported to the nurse? 

T 98.2 P 54 (apical) R 18 BP 120/86 

 Temperature 98.2 
 Pulse 54 (apical) 
 Respirations 18 
 Blood Pressure 120/86 

9. Which vital sign(s) are abnormal and should be reported to the nurse? 

T 96.2 P 48 R 12 BP 98/48 

 Temperature 96.2 
 Pulse 48 
 Respirations 12 
 Blood Pressure 98/48 
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10. Which vital sign(s) are abnormal and should be reported to the nurse?

T 104 P 66 R 16 BP 108/70 

 Temperature 104
 Pulse 66
 Respirations 16
 Blood Pressure 108/70
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Fox Valley Technical College 
Nursing Assistant Program 

Unit 2 

Learning Plans 6-7 
Lab Activities 2  

Exam 1 must be completed on Blackboard prior to lab. Dates for completion will 
be assigned by instructor. 

Exam 1 covers:  

 Communication
 Rights
 Ethics
 Recording
 Reporting
 Asepsis/Infection Control

Complete: All learning activities for Learning Plans 6-7 

Discussion: On past experiences you have had with bathing infants and small 
children and how will you adapt your techniques in the bathing of 
adults. 

Review: Supplementary handouts in curriculum manual. 

Practice and testing on the following skills: 

 Bathing, Back Massage Shampoo

 Oral Care, Denture Care

 Foot and Hand Care

 Perineal Care, Shaving

 Dressing/Undressing, Bed Making

 Review TPR

* Note: Please bring own toothbrushes, toothpaste to lab. Bring or wear a tank
top for bathing skills. Do not wear make-up. Your face will be washed. 
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Nursing Assistant 
Unit 2:  Learning Plan 6 

Personal Care, Hygiene and  
Hot & Cold Applications 
 

Overview/Purpose 
Our skin is the first line of defense against invasion by microbes.  Because of this, healthy and 
clean skin is necessary for our well-being as well as for our comfort and safety.  As a Nursing 
Assistant, you will play an important role in helping clients with their personal care and hygiene. 

Target Competency 
Perform personal care and hygiene skills. 

Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.

 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to
informed decisions, innovation and personal empowerment.

 Work Collaboratively — Work collaboratively with others to complete tasks, solve
problems, resolve conflicts, provide information, and offer support.

 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and
listening skills across various settings to engage diverse audiences.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 

Your performance will be successful when: 

 you identify and properly care for client's unit and personal care equipment including
maintaining cleanliness and neatness.

 you correctly make an unoccupied bed using aseptic techniques and safety measures.

 you correctly make an occupied bed using aseptic techniques and safety measures.

 you explore the importance of daily personal care and cleanliness.

 you assist a client to shower, take a tub bath, or do a partial bath.

 you maintain client's individuality and dignity while performing personal care.

 you perform oral hygiene according to standards while maintaining safety and comfort measures.

 you demonstrate denture care.

 you give a complete bed bath, including perineal care.

 you promote skin integrity while caring for a client.
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 you use devices and techniques to prevent pressure. 

 you give a back massage. 

 you perform male and female perineal care according to standards while maintaining safety 
and comfort measures. 

 you perform nail care on hands/feet for a client including clipping of nails according to 
standards while maintaining safety and comfort measures. 

 you perform shaving procedure in laboratory/clinical including cleaning razor according to 
standards while maintaining safety and comfort measures. 

 you assist with dressing/undressing in laboratory clinical area. 

 you groom a client's hair. 

 you demonstrate proper application of topical preparations. 
 

Learning Objectives 
a. Define terminology related to personal care. 

b. Explore the importance of cleanliness and skin care. 

c. Investigate routine care given before and after breakfast, after lunch, and in the evening. 

d. Investigate the importance of oral hygiene and observations to report. 

e. Investigate the rules for bathing and observations to make. 

f. Identify safety precautions for clients taking tub baths or showers. 

g. Explore the purpose of a back massage. 

h. Identify the purpose of perineal care and demonstrate. 

i. Explore the importance of hair care and shaving. 

j Perform hair shampoo. 

k. Explore the purpose of foot and nail care. 

l. Demonstrate dressing and undressing. 

m. Assist clients with shower, tub, and complete bed bath or partial bath. 

n. Assist a client with shaving. 

o. Demonstrate proper application of topical preparations 

p. Identify the purpose, effects, and complications of heat and cold applications. 
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Learning Activities 

1. RECALL past experiences you have had with bathing infants and small children. How will
you adapt your techniques in the bathing of adults?

2. VIEW videos through Blackboard:

Films on Demand
____  Basic Care Procedures: Showering and Bed Bathing (#40259) (25:00)

Hartman DVDs
____  Performs Beginning and Ending Steps for Skills (5:03)
____  Gives Bed Bath (14:39)
____  Dresses Resident (9:08)
____  Provides Mouth Care (5:42)
____  Cleans Upper and Lower Dentures (4:59)
____  Provides Foot Care (5:42)
____  Provides Perineal Care (10:15)

Mosby DVDs
____  Bathing and Bedmaking  (63:00)

FVTC PowerPoint
____  How to fold and use a washcloth  (3:00)

3. WATCH demonstration in lab of oral care, denture care, back massage, foot and hand care,
dressing and undressing client, partial bath, shampooing, perineal care, and topical
preparations.

4. DISCUSS the circumstance for choosing bed baths, tub baths, and showers.

5. PRACTICE in lab with a partner: oral care, denture care, back massage, foot and hand care,
dressing and undressing, a client and partial bath, and applying topical medications
following guidelines.

6. PRACTICE perineal care on a mannequin.

7. DISCUSS shampooing and shaving.

8. READ your Hartman textbook:  Ch. 9, Ch. 12, Ch. 13, Ch. 26, and Nursing Assistant
curriculum manual, Unit 2, LP 6, and Lab 2 and REVIEW Ch. 14.

9. COMPLETE:  Hartman textbook, Ch. 9, Ch. 12, Ch. 13, Ch. 14 and Ch. 26 Reviews.

10. UTILIZE the study guide to augment the assigned chapter readings.
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Learning Plan 6 Study Guide 
 
 
I. Client Unit 
  

Definition: the basic equipment in the room for the use of one client 
 

A. Patient Unit 
 

1. Hospital 
2. Long term care 
3. Assisted living 
4. Home health 

 
B. Comfort 

 
1. Cleanliness 
2. Odor control 
3. Ventilation 
4. Temperature 
5. Lighting 
6. Noise 

 
C. Furniture and Equipment 

 
1. Hospital bed 

a. Side rails 
b. Gatch handle (on non-electrical beds) 
c. Electrical controls 
d. Bed positions 

2. Bedside stand contains personal hygiene and elimination equipment and 
supplies 

3. Overbed table (considered “clean” – used to hold food tray, bath basin during 
bathing and some clean client activities.) 

4. Privacy curtain 
5. Waste baskets (lined) 
6. Call signal/intercom 
7. Chair 
8. Closet, drawers or dresser 

 
D. Client’s unit is their “home” 

 

1. Every effort should be made to create a homelike environment. 
2. Respect client's privacy and space. 
3. Encourage personal furnishings, i.e., chairs, pictures, etc. 
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E. Safety Considerations 

1. Certain health and safety rules may prohibit the following items at the bedside:
a. Aerosol cans
b. Razor blades
c. Matches
d. Medications
e. Food not in a closed container

2. Report unsafe items to nurse immediately.
3. Follow side rail order for each client.
4. Replace gatch handle to hidden position after using it.
5. Unit should be arranged for the safety, comfort, and convenience of the client.

F. Personal Care Equipment 

1. Articles necessary for hygiene and elimination
a. Wash basin
b. Emesis or kidney basin
c. Bedpan/urinal
d. Water and glass
e. Soap and soap dish
f. Powder and lotion
g. Toothbrush and toothpaste
h. Mouthwash
i. Comb
j. Deodorant
k. Health care supplies

2. Equipment may be supplied by facility or client

II. Bedmaking

A. Related terminology 

1. Unoccupied – bed is made without client in it
2. Occupied – bed is made with client in it
3. Closed bed – top bed linens are not folded back
4. Open-top – bed linens are folded back so client can get into it
5. Mitered corner – angled linen fold at mattress corners
6. Fan folded – linens folded down to foot of bed to receive client
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B. Usual order of linen on beds (on pressure relieving mattresses, the more linen, the 
decrease effectiveness): 

1. Mattress pad
2. Bottom sheet (fitted or flat)
3. Draw sheet-lift sheet (if applicable)
4. Incontinence pad (if applicable)
5. Flat top sheet
6. Blanket (seasonal use)
7. Bedspread
8. Pillow
9. Pillow case

C. Other bedmaking supplies 

1. Pressure relieving mattress
2. Bed cradle
3. Foot board

D. Usual rules of when to change linens on client's bed 

1. L.T.C. facilities
2. Acute care facilities

E. Bedmaking principles 

1. Practice standard precautions.
2. Use good body mechanics.
3. Bundle linen in from outside edges.
4. Avoid touching uniform with linen.
5. Place no linen on floor.
6. Do not shake linen.
7. Make as much of one side of bed as possible before going to the other side.
8. Pull bottom linens tight and smooth.
9. Plastic draw sheets should never touch client’s bare skin.
10. Bring only necessary linen into client’s room because excess linen cannot be

removed from the client’s room to be used for other clients.
11. Check with nurse if any question about whether or not to get client out of bed

for bedmaking.

III. Cleanliness and Skin Care

A. Skin is the body’s first line of defense against disease.

1. Intact skin prevents bacteria from entering the body.
2. Intact mucous membranes, mouth, genitals and anus help prevent infections.
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B. Good personal hygiene practices 

1. Prevents body and breath odors
2. Promotes relaxation
3. Increases circulation
4. Protects against diseases

C. Daily care of the client 

1. Performed as often as necessary for cleanliness and comfort.
2. Personal hygiene routinely done:

a. Mornings
b. Before and after meals
c. Before going to bed
d. At client's request

IV. Personal Care Skills Overview

A. Personal grooming affects/reflects the client's dignity.

B. Clients may need encouragement to become involved in their cares.

1. Allow clients to make decisions relative to personal care preferences.
2. Allow clients to use assistive devices that promote independence.

C. Client's abilities to perform personal cares can be affected by bodily changes due to 
aging, illness and diseases. 

V. Oral Hygiene – care of the mouth and teeth 

A. Purpose 

1. Keeps mouth clean to prevent mouth odors and infections
2. Increases mouth comfort
3. Makes food taste better

B. Procedure 

1. Perform as often as needed
2. Assist client as needed
3. Use correct movement of toothbrush
4. Denture care

a. Use extreme care when handling
b. Keep dentures clean
c. Provide container for storage when not in client's mouth
d. Soak as necessary
e. Check for damage
f. Have dentures and/or container labeled with client’s name
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5. Give special care to the helpless client 
a. Antiseptic mouthwash or other facility preparation 
b. Soft toothettes and/or washcloth 
c. Petroleum jelly or other lip lubricant 

 
C. Safety Measures 

 

1. Observe and report abnormal conditions in or around mouth 
a. Bleeding, swelling or excessive red gums 
b. Sores or pain observed in or around mouth 
c. Condition of lips; excessively dry, split or sores 
d. Foul odors - excessive halitosis (bad breath) 

 
D. Comfort Measures 

 

1. Position client comfortably 
2. Consider any cultural and personal preferences 
 

VI. Perineal care – cleaning the genital and anal areas of the body 
 

A. Purpose 
 

1. Prevent infection and odors 
a. Genital and anal areas are warm, moist, and dark 
b. Media for growth of microorganism 

2. Promote comfort 
 

B. Procedure 
 

1. Do routinely as part of the bathing procedure 
2. Do whenever area is contaminated with urine or fecal material 

 
C. Safety measures 

 

1. Give perineal care from the cleanest area to the dirtiest 
2. Use warm and not hot water – the area is delicate and easily injured 
3. Wear clean disposable gloves when giving perineal care according to facility 

policy 
 

D. Comfort Measures 
 

1. Keep client adequately covered 
2. Provide for privacy 
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VII. Baths – cleansing of the skin

A. Purpose of procedure 

1. Removes dirt and perspiration
2. Stimulates circulation
3. Exercises body parts
4. Refreshes and relaxes the client

B. Bath Procedures 

1. Bed Bath – bathing clients in bed
a. Unconscious clients
b. Paralyzed clients
c. Complete bed bath for clients unable to bathe self
d. Partial bath involves body areas that have a greater tendency of

developing odors
e. Bath in a bag

2. Tub Bath
a. Disinfect tub before and after use
b. Assist client in and out of tub as needed
c. Use mechanical lift when appropriate

3. Shower
a. Use a shower chair for weak and paralyzed clients
b. Can use a regular shower for stable, mobile clients
c. Protect client from falls, burns, or becoming uncomfortably cold

C. Safety Measures 

1. Observe the skin during the bathing procedure
a. Color of skin, lips, nail bed, and sclera
b. Skin texture and temperature
c. Bruises or open areas
d. Drainage or bleeding from any part of body
e. Client complaints of pain or discomfort

2. Consult with the nurse or care plan for bathing procedure which is most
appropriate for client

3. Do not leave client alone in tub or shower
4. Protect client from falling
5. Provide non-slip surfaces
6. Have client use safety rails when appropriate
7. Ask the nurse and client what skin products should be used for each client
8. Handle the client carefully to avoid injuring the skin
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D. Comfort Measures 

1. Keep client adequately covered for warmth and privacy
2. Cleanse the skin whenever the skin has been in contact with fecal material or

urine
3. Give client a back massage (rub) daily at bath time, hour of sleep (H.S.) and at

times when repositioned
a. Relaxes the muscles
b. Stimulates the circulation
c. Prevents pressure sores

4. Apply lotion – all skin areas need to have moisture and to be kept soft

VIII. Care of Nails and Feet

A. Proper care of nails and feet to prevent infection, injury and odors

1. Nurses or client's long or broken nails can scratch skin or snag clothing
2. Dirty feet, socks, and stocking harbor microorganisms and cause odor
3. Hangnails, ingrown nails, and nails torn away from skin cause breaks in the

skin and should be reported to nurse

B. Procedure for care of nails and feet. 

1. Keep finger and toe nails short, clean, and free of rough edges
2. Soak nails before cleaning and trimming
3. Use clippers rather than scissors to trim the nails
4. Nails may need to be trimmed weekly to ease the process of trimming
5. Inspect feet for sores, redness, drainage, pain or itching
6. Make sure feet are clean and dry especially between toes.  Do not lotion

between toes as it acts as moisture

C. Safety measures 

1. N.A. will not trim the nails of clients who have poor circulation or are
diabetics

2. Do not attempt trimming nails that are too thick and difficult to trim
3. Trim straight across but round fingernails with a file
4. Apply lotion to hands and feet to prevent dryness and breakdown

D. Comfort measures 

1. Maintain good body position during procedure
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IX. Dressing and Undressing Clients

A. Keep clients dressed and changed as necessary for psychological well-being

1. Street cloths when appropriate in long term care facilities
2. Robe, gown, or pajamas in acute care facilities

B. Procedure 

1. Provide for privacy – expose only the body part involved in the care
2. Allow client to do for self as much as possible
3. Remove clothing from strongest “good” side first
4. Put clothing on weakest side first
5. Have clients wear shoes rather than slippers for more support
6. Undergarments should be worn under clothes

C. Safety measures 

1. Check clothing to make sure zippers and buttons are secure and workable
2. Check for proper fitting of shoes
3. Make sure garments the clients will be wearing are clean and in good condition
4. Place soiled clothing in appropriate place

D. Comfort measures 

1. Allow clients to choose clothing for the day
2. Utilize adaptors that the clients can use to help dress themselves to maintain

independence

X. Hair care should be done daily 

A. Purpose 

1. Refreshes the client
2. Stimulates the scalp circulation
3. Removes dust and lint from the hair
4. Helps keep hair shiny and attractive
5. Personal preferences

B. Procedure 

1. Hair shampooing may be done during the shower, tub bath or in bed
2. Vary the method of shampoo in accordance with client's condition
3. Hair is shampooed at least weekly by staff or at beauty salon in or out of the

facility
4. Use medicated (Rx) shampoos as directed by nurse
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C. Safety measures 
 

1. Maintain asepsis of equipment 
2. Prevent client from chilling 
3. Protect eyes from irritation by shampoo 
4. Dry ears 

 

D. Comfort measures 
 

1. Brush and comb hair gently 
2. Offer to style hair for special occasions 
3. Use hair ornaments when appropriate 

 
XI. Shaving is part of the daily routine 
 

A. Shave with an electric razor or safety razor 
 

B. Procedure 
 

1. Shaves male clients daily 
2. Shaves elderly female client as directed by nurse 
3. N.A. will shave client unable to shave self or afford a barber 
4. Shaves in direction of the hair growth or according to agency policy 

 

C. Safety measures 
 

1. Use client’s own equipment if possible 
2. Do not use electric razors if client is receiving oxygen 
3. Extreme caution must be taken in shaving clients receiving anticoagulants 
4. Clean equipment 
5. Focus on client – face client 

 

D. Comfort measures 
 

1. Use skin softening techniques prior to shaving 
2. Seek clarification from client how to care for beard or mustache 
3. Handle area gently during procedure 
 

XII. Topical Preparations 
 

A. Purpose of medications 
 

1. Slough off outer layer of scaling, dry, dead skin 
2. Protection of skin.  Does not penetrate the skin or soften it, but forms a long-

lasting film and helps protect the skin from air, water, and clothing so that the 
natural healing process can occur 

3. Relieve itching caused by inflammation 
4. Suppress the body's natural reactions to inflammation 
5. Kill or inhibit microorganisms that can cause skin infections 
6. Prevent infections occurring in cuts, scratches, and surgical wounds 
7. Numb skin layers and reduces pain 
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B. Safety factors:  Follow institution policies 

1. Topical preparations may be kept in locked cabinet
2. Check label and apply correct medication to identified client’s body area
3. Apply only to unbroken skin
4. Wear gloves
5. Notify nurse of changes in skin condition

C. Application of hot and cold 

1. Hot and cold applications promote healing and comfort
a. Heat when applied to skin dilates (expands) blood vessels and increases

blood flow
b. Cold when applied to skin constricts (narrows) blood vessels and

decreases blood flow
c. Applications can be moist or dry
d. Complications of using hot and cold applications  include pain, burns,

blisters and poor circulation
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Nursing Assistant 
Unit 2:  Learning Plan 7 

Growth and Development 
Overview/Purpose 
As a Nursing Assistant you need to be aware of the many changes that occur throughout the 
lifespan. These changes affect the type of care you give to your clients. Remember to focus on 
the “total” persons needs. 

Target Competency 
Provide care at various stages of growth and development. 
Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.
 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to

informed decisions, innovation and personal empowerment.
 Work Collaboratively — Work collaboratively with others to complete tasks, solve

problems, resolve conflicts, provide information, and offer support.
 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and

listening skills across various settings to engage diverse audiences.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 

Your performance will be successful when: 
 you explore psychological needs of your clients.
 you explore social needs of your clients.
 you explore physical/survival needs of your clients.
 you show respect for cultural, ethnic, racial and religious differences, as well as sexual

preference.
 you explore prejudices and biases you hold.
 you explore changes common in aging body systems.
 you adapt interactions and cares to meet the needs of aging clients.
 you assist clients and family members in managing stress.
 you respect needs for expression of human sexuality by providing privacy for clients as

requested.
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Learning Objectives 
a. Investigate basic needs identified by Abraham Maslow.

b. Explore how culture and religion influence health and illness.

c. Identify psychological and social effects of illness.

d. Identify psychological and social changes common in older adulthood.

e. Investigate physical changes in body systems during aging and the care required.

Learning Activities 

1. VIEW videos through Blackboard:

Films on Demand
____  Adults: Age-Specific Care (#47445) (25:00)
____  Growing Old (#37606) (74:00)
____  Accepting Life’s Transitions (#11400) (29:00)
____  Competent Care in a Culturally Diverse Nation (#52851) (27:00)
____  Adult Health Development (#47482) (21:00)

2. READ your Hartman textbook:  Ch. 8, and Nursing Assistant curriculum manual, Unit 2,
LP 7.

3. COMPLETE:  Hartman textbook Ch. 8 Review.

4. UTILIZE the study guide to augment assigned chapter readings.

5. REVIEW handout on Maslow’s Hierarchy.
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Learning Plan 7 Study Guide 

I. Basic Human Needs 

A. Models such as Abraham Maslow’s hierarchy of needs outline generally how 
humans develop as basic needs are met and we move to more complex needs. 

We need to consider the variety of needs seen in differing cultures throughout the 
world in order to understand some priorities our clients will seek to meet during our 
work with them as we give care. This rich cultural blend will help us to understand 
our need to be flexible and understanding, as well as non-judgmental.  

B. Physiological Needs 

These we do in order to survive 

 oxygen – air (breathe)
 food – nutrients (eat)
 water – fluids (drink)
 shelter, clothing (protection from temperature extremes)
 eliminate wastes (urine, feces, perspiration)
 exercise – body alignment (move muscles and bones and keep in good

posture for best use possible)
 sleep, rest – replenish physical and mental energy
 sexual activity for procreation of human beings

The average person satisfies 85 percent of the survival needs. When there is adequate 
provision for these survival needs, the person can move on to satisfy the next level. 

C. Security/Safety Needs 

These we do in order to satisfy needs and feel secure and safe at home, work, and in 
life generally. We need secure/safe feelings and to be free from the threat of injury as 
well. 

Threats to our security include: 

 mechanical (blows, bumps, cuts, bruises, etc.)
 thermal (temperature extremes causing such conditions as frostbite, heat

prostration, etc.)
 chemical (food poisoning, chemicals, drugs)
 bacteriological (infections)
 psychological (anguish, worry, anxiety)
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Reactions which might appear when a hurt is felt by a security threat include: 
 

 sullen behavior 
 aggressiveness 
 withdrawal, silence 
 work slowdown, strike 
 mistakes more frequently made 
 physical complaints (actual illnesses) such as headaches, back aches, 

rashes 
 

Economic and spiritual security are important to consider in this category. 
 

We need to know reliability and consistently what is going to happen to us and how 
we will be affected. 

 
Seventy percent of level 2 are satisfied in the average person. When this level has 
been satisfied, at least to a minimal degree, then level 3 needs are ready to be 
satisfied. 

 
D. Belonging and Love (Social Needs) 

 
These we do in order to satisfy needs for meaningful social contacts. 

 
Social contacts are necessary to give a sense of belonging to know/feel we are 
wanted. We need to share love and affection for others. 

 
We need to feel belonging to a group, to identify with the group's goals and 
triumphs; to be accepted by the group in return. 

 
We need to feel love worthy. It is important to, in turn, make people feel wanted, and 
important. 

 
The average person meets 50 percent of these needs. When met at a minimal level at 
least, level 4 needs are emergent. 

 
E. Self-Esteem (Ego) Needs 

 
These we do in order to satisfy needs for self-esteem, the respect of others, pride in 
one's own ability, and accomplishments. 

 
A sense of self-worth enhances one's self-concept. Self-esteem means looking at 
oneself and liking what one sees. 

 
Maturity is the ability to do a job whether you are supervised or not, finish a job once 
started, carry money without spending it, ability to bear an injustice without wanting 
to get even. 

 



NURSING ASSISTANT Page 7-5
Unit 2:  Learning Plan 7—Growth and Development 
Print Date:  July 10, 2018 

Fox Valley Technical College—Copyright © June 2018 

Satisfaction at this level depends on degree of emotional maturity achieved. 

We feel a sense of mastery and competency in daily life and work. 

We feel an interest in people and respect for them as individuals. 

The average person meets 40 percent of level 4. 

These first four needs are basic human needs 
1. Physiological survival needs
2. Safety/security needs
3. Belonging – love (social) needs
4. Self-esteem needs

F. Self-Actualization or Creativity Needs 

We work on these needs in order to be creative and to satisfy needs for self-
actualization. 

We need to feel useful, productive, and contributive to what we do. 

We work on becoming everything we are capable of becoming. 

We are willing to take risks and confront problems head on. 

We are aware of our own value system and accept others' value systems even if  
it is different from our own. 

Higher needs include the need to feel some control in matters concerning ourselves 
and our environment. 

We need to satisfy our needs for beauty and harmony in the universe. What may be 
spiritual and harmonious to one person may not be perceived as such by another 
person. 

(Adapted from Winnebago Mental Health Institute materials.) 
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II. Overview of Growth and Development 
 

A. Definitions 
 

1. Growth – increase in size of body and organs, changes that occur physically as 
a person passes through life 

2. Development – increase in ability, changes in psychological and social 
capabilities. Generally both growth and development progress from simple to 
complex and can be measured as progress occurs, even though that progress 
may be in spurts and be sporadic throughout a person’s lifetime. 

 

Principles of Growth and Development 

 
 Growth and development occurs continuously throughout 

a person’s lifespan, from conception until death. 

 Growth and development occurs step by step and in an 
orderly progression. Each stage has specific characteristics 
and tasks that must be accomplished before the person can 
progress to the next stage. 

 Growth and development tasks progress from the simple 
to the complex. 

 Growth and development tasks progress from head to toe, 
and from the center of the body outward. 

 Growth and development occurs at variable rates for each 
individual, and may occur unevenly or in spurts. 

 
B. Stages 
 

1. Infancy (birth to 1 year) – Stage during which physical and psychological 
changes occur most rapidly 

 from helpless to learning to walk 
 from drinking only milk/formula to solids 
 learn to smell, laugh, recognize people 

2. Toddlerhood (1-3) 
 not as much physical growth but development of muscular and nervous 

systems continue 
 learns words to express emotions 
 separation anxiety 
 becoming independent and resistive to rules (“NO”) 
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3. Preschooler (3-5)
 physical coordination improves
 dressing and toileting self
 aware of gender roles/differences
 begins to develop a conscience

4. School age (5-12)
 several growth spurts usually seen
 fine motor control – writing and drawing improves
 group activities
 develop logical thinking

5. Adolescence (12-20)
 puberty (secondary sex characteristics appear and reproductive organs

begin to function
 girls 10-14; boys 12-16
 menarche (first menstruation)
 nocturnal emissions
 self-conscious
 experimentation time
 adult height achieved

6. Young adulthood (20-40)
 usually stable, supportive relationships
 career
 marriage and/or finding a partner
 start of families

7. Middle adulthood (40-65)
 height of careers/productivity
 caretakers to children and/or parents
 may become grandparents
 menopause (cessation of menstruation and fertility)
 some chronic diseases may become apparent

8. Later adulthood (65-75)
 physical signs of aging
 development of chronic disease more prevalent
 retirement
 cope with loss of siblings, spouse or friends likely

9. Older adulthood (75 plus)
 preparing for one’s own death
 cope with failing health for some
 may start to become more dependent on others
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III. Physical Changes in Aging 
 
 A. Related medical terminology 
 

1. Senses – sight, taste, smell, touch and hearing 
2. Sense organs – eyes, ears, mouth, nose and skin 
3. Integumentary system – skin 
4. Cardiovascular – heart and blood vessels; often called circulatory system 
5. Incontinence – lack of bladder and/or bowel control 
 

B. Nervous System 

1. Loss of myelin around nerve cells results in slowed conduction time: 
Longer time needed to read and make decisions 
 Longer time needed to regain balance if starting to fall and longer time to 

avoid obstacles 
2. Mild loss of memory for recent events 
3. Confusion/disorientation – NOT a normal part of aging 
4. CNA actions to help clients cope 

 Allow adequate time to make decisions 
 Repeat directions as needed 
 Avoid overwhelming changes in routine 
 Explain who you are and what you are doing 
 Encourage involvement in activities what stimulate the mind: reading, word 

puzzles, traveling, etc. 
 

C. Integumentary System 

1. Sebaceous glands less active – results in dryness and increased risk of tearing 
2. Sweat glands less active – results in increased risk of overheating 
3. Decreased circulation to the skin – takes longer to heal, interferes with heat 

regulation 
4. Loss of fat and collagen – decreases elasticity, causes wrinkling, and 

“thinning” of the skin and increases sensitivity to cold. 
5. Development of age spots – areas when melanin deposits 
6. Easily damaged – tears, scrapes, bruises – related to decreased circulation and 

collagen reduction 
7. Thickening and yellowing of nails, particularly toenails 
8. Loss of hair color due to loss of melanin in hair 
9. CNA measures to promote skin integrity 

 Change position frequently, protect bony prominences 
 Remove safety hazards to prevent injury to the skin 
 Keep fragility of skin in mind, avoid gripping on to arms, keep your 

fingernails short to avoid tearing the skin 
 Observe closely for and report changes in skin temperature, texture, color 

and condition 
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 Apply lotion as needed with gentle massage
 Have extra blankets/clothes for warmth
 Use warm, not hot water for bathing

10. Care of feet
 Soak feet when bathing, dry gently, dry between toes
 Liberal use of creams and oils (except between toes)
 Extreme care when cutting nails (CNAs cannot cut toe or fingernails of

diabetic clients – requires a nurse.)
 Well-fitted shoes rather than bedroom slippers
 Podiatrist as needed – consult with nurse if need observed

D. Musculoskeletal System 

1. Age related changes in the MS system is the leading cause of disability for
older adults

2. Muscle fibers thin and muscle atrophies (decreases in size and strength)
3. Bones become porous and break more easily (due to loss of calcium stores)
4. Area between vertebrae shrinks and causes loss of height
5. Ligaments and joints become stiff and may cause aches and pains and

difficulty moving about
6. CNA actions to help client cope

 CNA can encourage exercise to strengthen muscles and build bone mass,
help maintain balance and lessen joint stiffness and pain.

 CNA perform Range of Motion exercises
 Ambulation
 Independence with ADLs

E. Special Senses 

1. Vision – decrease in number of receptors in retina, increased rigidity in iris
decreases ability to react to light and difficulty with peripheral vision.
a. Presbyopia – age related change caused by lens becoming less flexible so

decreased ability to see things that are close (the reason reading glasses
are needed)

b. Glaucoma is caused by an increased amount of pressure within the eye
that squeezes and eventually destroys nerves and blood vessels. If not
treated, will cause blindness.

c. Cataracts are caused by the gradual yellowing and hardening of the lens
making them appear opaque or cloudy. If not surgically treated will
cause blindness.

d. Macular Degeneration. The macula is the area in the middle of the retina
where the sharpest images are, if deposits build up in this area will
impair the receptors and cause blindness.
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2. Hearing. The inner ear organs stiffen and there is a decreased number of 
receptors. 
a. Presbycusis – age related hearing loss where the ability to hear high 

pitched tones is lost (so speak lower not louder) 
3. Taste and Smell – taste buds decrease in number, sense of smell dulled; may 

result in food not tasting good 
4. Touch – sense of touch may diminish due to decreased circulation 
5. CNA measures 

 Proper use of glasses and hearing aides (make sure clean and turned on) 
 Meals should look, smell and taste good to stimulate appetite 
 Awareness of increased risk of injury due to client’s decreased sense of 

touch (burns, cuts, pressure sores, etc.) 
 

F. Cardiovascular (Circulatory) System 
 
1. Heart muscle less efficient so decreased circulation, increased pooling of 

blood. 
2. Loss of elasticity in vessels results in decreased ability of control blood 

pressure 
3. Loss of function of valves inside vessels and increased pooling may result in 

varicose veins. 
4. Decreased number of red blood cells – client tires easier 
5. Decreased number of white blood cells – increased risk of infection and 

healing is slowed. 
6. CNA measures: 

 Provide rest periods 
 Provide range of motion to promote circulation 
 Encourage mobility 
 

G. Respiratory System 
 

1. Lungs are less elastic, don’t expand as deeply 
2. In healthy older adults who don’t smoke, age related changes are not generally 

noticeable expect in exercise. 
3. CNA measures to help those with respiratory problems: 

 Elevate HOB (head of bed)  
 Encourage mobility 
 Monitor oxygen supply and notify nurse of interruptions in oxygen 

 
H. Digestive System 

 
1. Decrease in peristalsis – food moves though slower, increases risk of 

constipation 
2. Poor dentition, no dentures and decreased efficiency in chewing makes 

chewing food thoroughly more difficult. 
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3. Decrease in saliva, stomach acid and digestive enzymes all decrease digestion
time and the decrease in saliva may make chewing and swallowing more
difficult and increase the chance of choking.

4. CNA measures to promote digestion and elimination
 Make sure dentures fit properly and are placed properly for meals
 Offer fluids throughout the day
 Encourage ambulation and physical activity
 Keep upright for 30 minutes after eating
 Encourage compliance with dietary restrictions

I. Urinary System 

1. Decrease of muscle tone in bladder increases chance for stress incontinence
2. Less filtration of wastes from kidneys increases risk of medication toxicity
3. Incomplete emptying of bladder increases urinary retention and increased risk

of urinary tract infections.
4. In men, enlarged prostate gland (benign or cancerous) results in overflow

incontinence or “dribbling”
5. CNA Measures

 Follow toileting routine
 Incontinent care
 Encourage fluids
 Report changes
 Encourage independence

J. Endocrine System 

1. The decrease in secretions from the sex glands or gonads results in menopause
in women and decreased sexual drive and function in men.

2. Decrease in secretions from thyroid gland slows metabolism

IV. Psychological Changes in the Aging

A. Sexuality and the need for intimacy exists at all ages.

B. Myths

1. Older women lose interest in sex
2. Older men are incapable of having sex
3. Older people don’t care about how they look
4. Older people don’t care about being attractive to the opposite sex
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C. Role Changes/Losses 
 
1. Loss of spouse, siblings and friends 
2. Change in social roles 
3. Loss of resources, home, income, possessions 
 

D. CNA Measures/Role 
 
 Consider client’s feelings 
 Listen without judgment 
 Allow expression of feelings 
 Support areas of interest 
 Allow client to make choices/decisions when possible 

 
V. Sexuality 
 
 A. Definitions 
 

1. Human sexuality – our personalities, who we are and how we perceive 
ourselves 

2. Sex – the physical activity of gaining sexual pleasure and the act of 
reproducing 

3. Intimacy – our feelings of emotional connectedness to others 
 The complexities involved in these feelings create a lot of room for 

discussion and thought. It is important to realize that the differences among 
individuals require respect for individuals. 

4. Culture is made up of beliefs, traditions and practices of people. There may be 
ethnicity shared. 

5. Spiritual beliefs are the religious beliefs one has, and may be culturally based. 
 Cultural diversity is a richness we share in this country, more than most, 

and this can add to our health care information. 
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Maslow's Hierarchy 

Abraham Maslow, one of the founding fathers of humanist approaches to management, wrote an 
influential paper that set out five fundamental human needs and their hierarchical nature. They 
are quoted and taught so widely now that many people perceive this model as the definitive set 
of needs and do not look further. 

The Hierarchical Effect 

A key aspect of the model is the hierarchical nature of the needs. The lower the needs in the 
hierarchy, the more fundamental they are and the more a person will tend to abandon the higher 
needs in order to pay attention to sufficiently meeting the lower needs. For example, when we 
are ill, we care little for what others think about us: all we want is to get better. 

The five needs 

 Physiological needs are to do with the maintenance of the human body. If we are unwell,
then little else matters until we recover.

 Safety needs are about putting a roof over our heads and keeping us from harm. If we are
rich, strong and powerful, or have good friends, we can make ourselves safe.

 Belonging needs introduce our tribal nature. If we are helpful and kind to others they will
want us as friends.

 Esteem needs are for a higher position within a group. If people respect us, we have
greater power.

 Self-actualization needs are to 'become what we are capable of becoming', which would
our greatest achievement.
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Fox Valley Technical College  
Nursing Assistant Program 

Unit 3 

Learning Plans 8-10 
Lab Activities 3 

Exam 2 must be completed on Blackboard prior to lab.  Dates for completion will 
be assigned by instructor. 

Exam 2 covers:  

 Topical Medications to Skin
 Hygiene
 Changes with Age
 Bathing
 Grooming
 Dressing

Complete: All learning activities for Learning Plans 8-10 

Review:  Supplementary handouts in curriculum manual. 

Role Play: Restraint, ROM, ambulation, Exercises 

Practice and testing on the following skills: 

 Transfers

 ROM

 Positioning

 Ambulation

 Restraints and Restraint Alternatives

 Use of Gait Belts

 Elastic Stockings

 TPR
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Nursing Assistant 
Unit 3:  Learning Plan 8 

Mobility and Immobility 
Overview/Purpose 
Exercise is crucial to the well being of an immobile client.  One of the major components of the 
nursing assistant role is to assist clients in mobility, exercise, and proper positioning in order to 
prevent complications associated with immobility. 

Target Competency 
Prevent hazards of immobility. 

Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.
 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to

informed decisions, innovation and personal empowerment.
 Work Collaboratively — Work collaboratively with others to complete tasks, solve

problems, resolve conflicts, provide information, and offer support.
 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and

listening skills across various settings to engage diverse audiences.

Assessment Strategies 
 in a written examination.
 in a performance demonstration using NA standards of practice from the textbook Hartman’s

Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 

Your performance will be successful when: 

 you report observations regarding immobility problems.

 you explore physical complications of immobility.

 you demonstrate ways to prevent physical complications of immobility.

 you demonstrate coughing and deep breathing exercises.

 you identify body parts prone to pressure sores.

 you report signs of pressure sore development and other skin integrity problems to
designated responsible staff.

 you demonstrate proper application of topical preparations.

 you use restraint devices when directed by the professional staff.

 you use devices considered as restraints according to facility policies.

 you employ alternative measures to restraints to maintain proper position and safety.

 you use restraint alternatives when directed by professional staff.

 you perform range-of-motion exercises safely.
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 you use body mechanics when transferring, lifting, and moving clients.

 you position clients on side.

 you use mechanical lifts according to clinical guidelines.

 you assist clients with transfers and ambulating using a gait belt.

 you promote independence and self-care where possible.

 you follow application and care guidelines for prostheses and orthotics.

Learning Objectives 

a. Investigate immobility problems.

b. Explore physical complications of immobility.

c. Demonstrate ways to prevent physical complications of immobility.

d. Demonstrate coughing and deep breathing exercises

e. Investigate function of the integumentary system.

f. Identify body parts prone to pressure sores.

g. Investigate signs of pressure sore development and other skin integrity problems.

h. Investigate complications of immobility and how to prevent them.

i. Explore purpose of range-of-motion exercises.

j. Perform range-of-motion exercises safely.

k. Explore the nursing assistant’s role in therapeutic intervention using restraint alternatives.

l. Investigate the use of restraint devices.

m. Demonstrate the use of devices considered as restraints according to various facilities’
policies.

n. Investigate alternative measures to restraints to maintain proper position and safety.

o. Demonstrate the use of restraint alternatives.

p. Identify the purpose for the use of elastic stockings.

q. Define:  Abduction, adduction, ambulation, atrophy, contracture, dorsiflexion, extension,
external rotation, flexion, hyperextension, internal rotation, orthostatic hypotension/postural
hypotension, plantar flexion, pronation, range of motion, rotation, supination, and syncope.

r. Demonstrate the use of a gait belt according to guidelines to transfer and ambulate client.

s. Investigate devices used to support and maintain body alignment.

t. Explore how to help a falling person.

u. Assist client to use mobility aids.

v. Demonstrate proper body mechanics when lifting, moving, and transferring clients.

w. Demonstrate positioning client on side, Fowler and Supine positions.

x. Demonstrate safe use of mechanical lifts.
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Learning Activities 
1. VIEW videos through Blackboard:

Films on Demand
____  Safety in the Workplace: Healthcare Facilities I (#43825) (2:51)

____  Safety in the Workplace: Healthcare Facilities II (#43825) (3:25)

____  Safety in the Workplace: Healthcare Facilities III (#43825) (2:16)

____  Caring for the Frail and Immobile (#41135) (32:00)

YouTube
https://www.youtube.com/watch?v=xW-jYurjTBo (24:12)

Mosby DVDs   
____  Body Mechanics and Exercise; Subtitles: Moving a Patient Up in Bed, Transferring 

Patients with Lifts, and Skin and Wound Care  

Mosby DVD, 2e  
____  Safety and Restraints, subtitles: Preventing Falls, Using Restraint Alternatives, Safe 

Use of Restraints, Monitoring Restraint Use (53:00) 

Hartman DVDs   
____  Assist to Ambulate Using Gait Belt  

____  Positions on Side 

____  Applies Knee-High Elastic Stockings 

____  Performs Passive ROM 

____  Transfers from Bed to Wheelchair Using Transfer Belt 

____  Transfers from Bed to Wheelchair Using Transfer Belt (Version 2 Pivoting to Wheelchair) 

2. READ in your Hartman textbook:  Ch. 6, Ch. 10, Ch. 11, Ch. 21 and Nursing Assistant
curriculum manual, Unit 3 LP 8, and Lab 3, and Review Ch. 26.

3. COMPLETE: Hartman textbook Ch. 6, Ch. 10, Ch. 11, and Ch. 21 Review.

4. DISCUSS complications of immobility.

5. WATCH demonstration in lab of range of motion.

6. PRACTICE range of motion with a partner using guidelines.

7. PRACTICE coughing and deep breathing

8. PRACTICE use of restraint devices and restraint alternatives.

9. PRACTICE use of gait belts.

10. PRACTICE applying elastic stockings.

11. ROLE PLAY exercises in lab using independent learning activities in curriculum manual.

12. READ handout “Complications of Immobility” in curriculum manual.

13. COMPLETE the crossword puzzle.

14. READ handouts related to restraints and restraint alternatives.
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15. DEMONSTRATE proper body mechanics when lifting, moving, and transferring clients. 

16. DEMONSTRATE positioning client on side, Fowler and Supine positions. 

17. DEMONSTRATE the safe use of mechanical lifts. 
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Learning Plan 8 Study Guide 

I. Mobility and Body Mechanics 

A. Terminology 
1. Center of gravity
2. Base of support – area on which an object rests
3. Muscle tone – degree of tension within a muscle
4. Body alignment – body in straight line, good posture
5. Supine – lying on the back, face up
6. Prone – lying face down
7. Dangle – sitting on edge of bed
8. Ambulatory – able to walk
9. Fowlers – head of bed elevated to between 45-60 degrees 

a. Low fowlers – 30-45 degrees
b. High fowlers – 60-90 degrees

10. Shearing – the force created when something or someone is pulled across a
surface that offers resistance; can lead to skin breakdown

11. Friction – skin rubbing against a surface
12. Logrolling – a technique for turning a person in which the person’s body is

moved in one fluid motion to keep the spine in alignment
13. Transfer/gait belt – device used to assist in safe transfers
14. Weight bearing – able to stand, bear weight on legs
15. Supportive devices – used for alignment to include: pillows, rolled sheets,

towels or blankets, or handrolls
16. Trochanter roll – a supportive device placed on lateral length of leg bone to

prevent external rotation of the hip joint
17. Assistive devices – equipment which facilitates movement (walker, cane,

wheelchair)
18. Lateral – side lying position
19. Body mechanics – ways of moving in order to maximize strength, minimize

fatigue and avoid strain and injury

B. ABCs of Body Mechanics 
1. A – Alignment
2. B – Balance
3. C – Coordinated Body Movement

C. Basic Principles of Body Mechanics 
1. Inform client you plan to move him/her, how you plan to do it, and how he/she

can help.
2. Size up your load—get help as needed.
3. Space your feet apart to give you a broad base of support.
4. Get as close as possible to client—do not reach from a distance.
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5. Push or pull, rather than lift. 
6. Bend at knees and hips, not at waist—keep your back straight. 
7. Squat or bend knees, then straighten legs—use thigh and leg muscles. 
8. Get together and appoint the person that will count to indicate exactly when 

both people will move the client. 
9. Turn with your feet; do not twist your body. 
10. Carry out tasks using smooth and reasonable speed. 

 
D. Basic techniques for moving a client in bed 

1. Move up in bed 
a. One person 
b. Two persons 
c. Lift sheet 

2. Move to side of bed 
3. Turn to/away 
4. Log roll 
5. Dangle 

 
E. Basic positioning techniques 

1. Side lying 
2. Prone 
3. Supine 
4. Fowlers 
5. Sims 

 
F. Various devices useful in maintaining proper body alignment 

1. Foot positioning device 
2. Pillows 
3. Handroll 
4. Trochanter roll 
5. Splints 
6. Lift sheets 
7. Wedge cushions 
8. Pommel cushion 

 
 
II. Transfer Concepts 
 

A. Definition – the movement of an object or person from one surface to another, with 
or without assistance 

 
B. Types of transfer 

1. Independent 
2. Assisted 
3. Dependent 
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C. Safety factors for NA and client 
1. Application of body mechanics principles
2. Stabilization of client and equipment

a. Lock brakes
b. Shoes on resident
c. Transfer belt
d. Equalize height of surfaces
e. Reduce distances between surfaces
f. Always move client toward their strongest side

3. Use gait/transfer belt to maintain comfort and safety
4. Always return bed to “low” position before transfers
5. Protect placement of equipment before, during, and after transfer

a. Tubes/drains
b. Alarms
c. Restraints
d. Appliances
e. Call light

6. Never leave the bedside if client is in bed and the bed is in high position
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Gait Belt 
 
PURPOSE 
The Gait Belt is intended for use when lifting, ambulating or transferring clients. It is not to 
be used as a safety restraint in the wheelchair, chairs of any kind, or in bed. 
 
USING THE GAIT BELT 
Place belt around client’s waist only. Do not 
place belt around client’s chest. Secure 
buckle by threading metal-tipped end through 
buckle hinge, over teeth, and through slot at 
back of buckle. (See illustration showing 
webbing path through buckle.) 
 
Make certain that belt fits snugly. Leave enough room so that you can get both hands around 
webbing. Grasp belt at client’s back and client’s right or left side. It is recommended that a 

right-handed caregiver place his or her right hand 
at the client’s back and left hand at client’s left 
side. Left-handed caregivers should do the 
opposite. To achieve your most secure grip slide 
hands upwards under the belt with palms facing 
away from client. Grasp belt webbing securely. 
 
 
IMPORTANT 

Before ambulating, transferring or lifting client be certain that you have the physical 
capability of supporting that client. This is especially important if the client is large or 
very heavy. If necessary, two caregivers may be required for client safety. 
 

 

D. Basic transfer techniques 
1. One person transfer – client able to assist (bear weight) 
2. Two person transfer 
3. Devices used to assist in safety 

a. Gait/transfer belt 
1. Safe placement on client’s protected skin avoiding pendulous 

breasts, feeding tubes, and ostomies 
2. Client’s condition determines number of staff to assist 

a. One person 
b. Two person 

b. Mechanical lift/sling 
1. Follow manufacturer’s instructions to operate lift 
2. Use two people to operate lift 
3. Follow facility policy/procedure to operate lift 
4. Explain procedure to client and offer reassurances 
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c. Standing lift
1. Follow manufacturer’s instructions to operate lift
2. Client condition and facility policy/procedure determine number of

staff members to assist
3. Explain procedure to client and offer reassurance

E. Ambulation 
1. Use gait belt unless contraindicated
2. Use assistive devices as ordered
3. Client condition determines number of staff members to assist

F. Accidents – Risk factors that increase chance of accidents 
1. Age
2. Medication
3. Paralysis
4. Poor mobility
5. Sensory impairment
6. Mental status (confusion)

G. Reporting Accidents 
1. Report immediately
2. Nurse to assess client
3. Written accident report
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Restraint Alternatives 
 

Restraint 
Definition: 

Any manual method, or physical or mechanical device, material or equipment, 
attached or adjacent to the resident’s body that he cannot remove easily, which 
restricts freedom of movement or normal access to one’s body. 

 
The following information suggests ideas for reducing physical restraint use.   

A carefully monitored use of the alternatives with frequent reassessment is suggested. 
 
General Principles  Play to the resident’s strengths 

 Apply the 5 Magic Tools 
(Knowing what the resident likes 
to See, Smell, Touch, Taste, 
Hear) 

 Be calm and self-assured 
 Use pets, children, and 

volunteers 
 Distraction based upon their 

work/career 

 Provide for a sense of security 
 Know the resident’s agenda 
 Encourage Independence 
 Involve the family—give them a 

task 
 Offer choices 

   

Behavior/Medical 
Condition 

 
Therapeutic Intervention 

Environmental and Equipment 
Intervention 

Sliding or leaning 
out of chair or bed 

 Evaluate medications that may 
produce lethargy or sluggishness 

 Increased visual monitoring 
 Evaluate physical needs such as 

toileting, comfort, pain 
 Evaluate pain level 
 Evaluate sleep pattern 
 Place resident in bed when 

fatigued 
 Evaluate for a Restorative 

Program 
 PT/OT referral for screening 
 Place the resident at the nurse’s 

station when not in activities, 
etc. 

 Periodic exercise program 
throughout the day 

 Wheelchair/Chair pushups 
 Activities to assess 
 Encourage repositioning 

frequently 

 Assistive devices (wedge cushion, 
½ lap tray, solid seat for w/c, side 
or trunk bolsters, pommel 
cushion, dycem, etc.) 

 Appropriate size chair and proper 
fit 

 Alternative seating such as 
Adirondack chair, high back chair 

 Bean bag chair, reclining W/C, 
Non-wheeled chairs, Wing back 
chair 

 Call bell in reach 
 Over bed table to provide area for 

activities that will divert 
resident’s attention 

 Water pitcher in reach 
 Chair/bed alarm(s) 
 Mat on floor 
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Behavior/Medical 
Condition Therapeutic Intervention 

Environmental and Equipment 
Intervention 

Unsafe Mobility 
Unsteady Gait 

 Evaluate medications that may
produce gait disturbances

 Evaluate for orthostatic
hypertension and change
positions slowly

 Evaluate visual system and
proper correction of eye glasses.

 Evaluate vestibular system—
making sure ears are clear and&
balance system is intact

 Reevaluate physical needs such
as toileting program, comfort,
pain

 Exercise peddles while sitting
 Generalized activity programs
 Ambulation and/or exercise

programs
 Group ambulation and/or

accompanied walks in or out of
doors

 1:1 visitations
 Encourage repositioning

frequently
 Identify customary routines (late

sleepers and early risers) and
allow for preferences

 Evaluate for a restorative
program

 PT/OT referral for screening

 Evaluate for proper fitting and
appropriate condition of footwear

 Non-skid socks
 Evaluate ambulation devices for

good working condition
 Adequate lighting, especially at

night
 Remove wheeled furniture used

for support
 Bed lowered so resident can touch

toes to the floor
 Place glasses on daily to enhance

visual acuity
 Call bell in reach at all times
 Evaluate need for bedside

commode at night
 Avoid use of throw rugs
 Floor alarm
 Motion detectors
 Bed and/or chair alarms
 Hip protectors
 Merry Walker—fade use as

strength increases

Falling/Climbing 
Out of Bed 

 Evaluate medications that may
produce gait or balance
disturbances

 Evaluate for orthostatic
hypotension and change
positions slowly

 Reevaluate physical needs such
as toileting, comfort, pain, thirst
and timing of needs

 Provide h.s. snack
 1:1 conversation
 Touch if appropriate while

recognizing personal body space

 Keep bed at lowest position
 Remove side-rails
 Put mat on floor at bed side
 Bed or chair alarm
 Evaluate accessibility of call

lights
 Nightlight
 Visual cues for staff on the

patient’s/resident’s door to
identify patients/residents at risk
for falling

 Scoop mattress
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Falling/Climbing 
Out of Bed 
(Continued) 

 Anticipate customary schedules 
and accommodate personal 
preferences 

 Evaluate balance for sub-clinical 
disturbances such as inner ear 
infections 

 Validate feelings and mobilize 
the patient/resident.  For 
instance “I want to get up.”—
“You want to get up?”—then get 
the patient/resident up 

 Evaluate hearing and vision. 
 Evaluate for appropriate 

shoes/foot apparel 
 Evaluate for appropriate size and 

length of clothing 
 Check blood sugar levels 
 Evaluate sleep/wake patterns 
 Evaluate for a Restorative 

Program 
 PT/OT referral for screening 

 Evaluate physical environment for 
excessive furniture, cluttered 
hallways, rooms 

 Visual cues to direct to toilet, use 
of gait devices, use call bell 

 Light, protective headgear 
 Use a trapeze for bed mobility 
 

Behavior/Medical 
Condition 

 
Therapeutic Intervention 

Environmental and Equipment 
Intervention 

Verbally Abusive 
Physically Abusive 

 Begin with medical evaluation to 
rule out physical or medication 
problems 

 Evaluate for acute medical 
conditions such as UTI, URI, ear 
infections or other infections 

 Evaluate for pain, comfort, 
and/or other physical needs such 
as hunger, thirst, position 
changes, bowel and bladder 
urges 

 Attempt to identify triggering 
events or issues that stimulate 
the behavior 

 Consider using behavior tracking 
form to assist in identification of 
triggers trending patterns 

 Consult with family regarding 
past coping mechanisms that 
proved effective during times of 
increased stress levels 

 Provide companionship 
 

 Relaxation techniques (tapes, 
videos, music etc.) 

 Theme/Memory/Reminiscence 
Boxes/Books 

 Magnification box to create 
awareness of the 
patient’s/resident’s voice level 
and provide feedback 

 Lava lamp, soothe sounders, 
active mobile 

 Tapes of family and/or familiar 
relatives or friends 

 Move to a quiet area, possibly a 
more familiar area. Decrease 
external stimuli 

 Fish tanks 
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 Validate feelings such as saying
“You sound like you are angry.”

 Redirect
 Active listening. Address

potential issues identified
 Set limits
 Develop trust by assigning

consistent caregivers whenever
possible

 Avoid confrontation. Staff to
decrease voice levels

 Approach in calm/quiet
demeanor

 Provide rest periods
 Social Services referral
 Psychologist/Psychiatrist referral
 Touch therapy and/or massage

(hand or back)
 Reduce external stimuli

(overhead paging, TV, radio
noise, etc.)

 Evaluate staffing patterns/trends
 Evaluate sleep/wake patterns
 Maintain regular schedule
 Limit caffeine
 Punching bag
 Avoid sensory overload

Behavior/Medical 
Condition Therapeutic Intervention 

Environmental and Equipment 
Intervention 

Pacing/Wandering  
At Risk for 
Elopement 

 Find ways to meet
resident’s/patient’s need to be
needed, loved, busy while being
sensitive to their personal space

 Activities that correspond with
past lifestyles/preferences

 Consider how medications, Dx,
ADL schedule, weather, or other
patients/residents effect or relate
to wandering

 Evaluate need for a “Day
Treatment Program” for targeted
residents

 Theme/Memory/Reminiscence
Boxes

 Companionship

 Remove objects that remind the
patient/resident of going home
(hats, coats, etc.)

 Individualize the environment.
Make it homelike. Provide
familiar objects

 Large numerical clock at bedside
to provide orientation to time of
day as it relates to customary
routines

 Safe courtyard
 Decrease noise level (especially

overhead paging at h.s.)
 Door guards, barrier stripes
 Warning bells above the doors to

alert staff of attempted elopement
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Pacing/Wandering  
At Risk for 
Elopement 
(Continued) 

 Provide opportunities for 
exercise particularly when 
waiting 

 Pre-meal activities 
 Singing, rhythmic movements, 

dancing, etc. 
 Identify customary routines and 

allow for preferences 
 Photo collage or album of 

memorable events 
 Structured high energy activity 

and subsequent relaxation 
activities 

 Alternate rest and activity 
periods 

 Distraction/redirection 
 Written/verbal reassurance about 

where he/she is and why 
 Alleviate fears 
 Ask permission before you 

touch, hug, etc. 
 Assess/Evaluate if there is a 

pattern in the pacing or 
wandering 

 Assess for patients/residents 
personal agenda and validate 
behaviors 

 Ask family to record reassuring 
message on tape 

 Evaluate for a Restorative 
Program 

 Perform physical workup 
 

 Camouflaging of doors 
 Visual cues to identify safe areas 
 Cover door knobs 
 Put mirror at exits 
 “Stop” and “Go” signs 
 Wanderguard system 
 Relaxation tapes 
 Visual barriers, murals 
 Wandering paths 
 Room identifiers. 
 Rest areas in halls 
 Floor patterns 
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Terminology 

1. Contracture – permanent shortening of a muscle

2. Foot drop – a contracture of the foot due to atrophy of anterior leg muscles

3. Atrophy – wasting of muscle tissue

4. Foot board – assistive device used to prevent foot drop by keeping ankle in dorsiflexed
position

5. Phlebitis – inflammation of a blood vessel

6. DVT (deep vein thrombosis) – a blood clot that usually develops in lower legs (often calf
area)

7. PE (pulmonary emboli) – a blood clot which has dislodged and moved into the pulmonary
system – often fatal

8. Restraint (chemical or physical) – physical restraints limit movement of a client; chemical
restraints used to sedate a client

9. Pressure sore/decubitus ulcer

10. Trochanter roll – device to prevent external rotation of the hip

11. Bed cradle – device to keep bed covers off sensitive toes or skin

12. Abductor pillow – device placed between legs after hip surgery to prevent surgical leg
from crossing midline of body

13. Constipation – condition that occurs when feces (stool) remain in intestine too long
resulting in hard stools that are difficult to pass

14. Fecal impaction – condition that occurs when constipation is not relieved; may require
surgical intervention
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I. Physical Complications 
 

A. Respiratory System 
 1. Normal function/findings 

2. Complications related to immobility 
a. Decreased lung expansion 
b. Poor oxygen exchange 
c. Secretions collect in lungs 

 
B. Skeletal System 

1. Normal function/findings 
2. Complications related to immobility 

a. Muscle tone decreases, client loses physical strength 
b. Contractures and deformities form 
c. When bones are not used, calcium drains from them (osteoporosis) and 

they become more prone to injury 
d. Calcium draining from bones may increase the risk for kidney stones to 

develop  
 

C. Cardiovascular System 
1. Normal function/findings 
2. Complications related to immobility 

a. Without normal muscle activity, blood circulation slows down 
b. Edema may develop 
c. Phlebitis and clots may develop 

 
D. Integumentary System (Skin) 

1. Prolonged pressure on skin in any one area may result in pressure sores 
 

E. Digestive System 
1. Normal function – depends on client’s baseline 
2. Inactivity may decrease appetite 

a. Poor nutrition may result in delayed healing 
b. Increases risk of constipation 
c. S/Sx of fecal impaction (more serious consequence) 
d. Why interventions are started if no BM every 3 days 

 
F. Nervous system  

1. Inactivity can cause pressure on nerves and pain can be the result 
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II. Prevention of Complications

A. Follow turning schedules and mobility activities recommended

B. Reposition: turn client every 2 hours (complete immobility)

1. Use devices as needed
a. Foot positioning device (foot board, brace, splint, etc.)
b. Pillow
c. Handroll
d. Trochanter roll
e. Splint - extremities
f. Lift sheet
g. Heel and elbow protector
h. Sheepskin (comfort only – doesn’t prevent bedsores)
i. Padded side rails
j. Special mattress
k. Bed cradle
l. Egg crate mattress (comfort only – doesn’t prevent bedsores)

B. Exercise: assist client with active or passive range of motion 

C. Fluids and nutrition: assist with encouraging adequate fluid intake as well as proper 
diet 

III. Coughing and deep breathing exercises promote movement of air into the lungs and
enhance removal of mucus

A. Coughing and deep breathing can be a physician’s order or a nursing order

B. Client is taught to cough and deep breath by the nurse or respiratory therapist

C. N.A.s may encourage and assist the client in coughing and deep breathing exercises

D. N.A.s can assist client in the use of incentive spirometer devices

E. Example of a coughing and deep breathing procedure:
1. Client splints any incisions
2. Client takes 3 deep breaths, and holds the last one
3. Client then coughs as hard as possible twice
4. Client repeats the procedure 5-10 times every hour during the day
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F. Other methods of promoting lung expansion 
1. HOB elevated 30 degrees 
2. Turn Q 2 hours 
3. Sit upright in chair 
4. Increased activity 
5. Use of incentive spirometer devices 

 
 
IV. The Skin (Integumentary) System 
 

A. Related medical terminology 
1. Pressure sore – an area where skin and/or underlying tissues are broken down 

because of decrease in blood flow.  Terms also used are decubitis ulcer and 
bedsore. 

2. Breakdown – tissue damage resulting in an open area 
3. Sacrum – fused vertebrae above the tailbone 
4. Coccyx – tailbone 
5. Shearing – when the skin sticks to a surface and the muscles slide in the 

direction the body is moving 
6. Friction – rubbing of one surface against another 
7. Infection – disease caused by invasion and growth of microorganism in body 
8. Inflammation – tissue reaction to injury 
9. Topical – a preparation applied to skin surface 

 

B. Composed of: 
1. Skin 
2. Hair 
3. Nails 
4. Sweat and oil glands 

 

C. Functions 
1. Protection 
2. Heat regulation 
3. Storage 
4. Elimination 
5. Sensory perception 

 

D. Implications for care 
 

1. Observe and report appropriately 
2. Keep skin clean and dry 

a. Wash after incontinence 
b. 1-2 complete baths/showers per week 
c. Rinse skin thoroughly 
d. Correct water temperature for bathing 
e. Inspect skin areas where pressure sores commonly form 
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3. Frequent gentle massage with creams and lotions
4. Linens dry and smooth
5. Dress client in long sleeves for protection and warmth
6. Use layer of clothing between skin and transfer belt or restraint
7. Provide foot protection for client during transfers
8. Use care in transfers to prevent skin tears

9. Change position frequently, at least every 2 hours
10. Use turning/lift sheet to prevent friction and shearing
11. Utilize preventive devices, gel cushions, air mattresses, ROHO cushions
12. Monitor for correct placement or irritation from braces, restraints, tubing
13. Provide proper nutrition and fluid
14. Perform/encourage ROM

E. Compromised skin condition 
1. Color changes

a. Redness may indicate increased body temperature, prolonged pressure,
infection, or injury.

b. Blue or gray can mean decreased circulation, a life-threatening problem
c. Pale or white can mean circulatory problems related to shock

2. Pressure sores (bed sores, decubitus ulcers)
a. Tissue breakdown resulting from pressure or reduced blood flow.
b. Areas most likely to break down are those parts where little fat exists

between the skin and the bone, i.e., back of head, ears, shoulders,
shoulder blades, spine, coccyx, sacrum, elbows, hips, knees, ankles,
heels and toes.

c. Clients are higher risk for developing pressure sores if they have certain
conditions.
(1) Paralysis, weakness, coma
(2) Pain, depression, disorientation
(3) Diabetes, anemia, over or underweight
(4) Casts, braces, splints
(5) Malnourished

d. Prevention/treatment devices
(1) Circular massage with lotion around reddened or white areas 
– not directly on top of those areas

(2) Mattress or cushion 
(a) Water 
(b) Alternating/air 
(c) Special/Clinitron 
(d) Flotation/gel 

(3) Sheepskin/foam – used for comfort, not skin breakdown 
prevention 
(a) Chair – ROHO cushions, gel pads 
(b) Heel/elbow – heels should be kept off bed whenever possible 
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(3) Bed cradle 
(4) Do not use “donuts” for bedsore prevention; may actually cause 

pressure ulcer 

3. Signs and symptoms of complications related to immobility that should be
reported
a. Reddened skin
b. Pale, white shiny skin over bony area

c. Tears, scrapes, open areas
d. Reddened areas on lower leg – blood clot
e. Urinary/bowel incontinence – new
f. New c/o pain with movement
g. Joints that are becoming less flexible
h. Shortness of breath
i. Hard dry stools
j. Watery liquid stools and distended abdomen
k. Low urinary output
l. S/Sx of infection – redness, swelling, pain, heat, drainage, loss of

function

V. Range of motion – the movement of a joint to the extent possible without causing pain. 

A. Purpose 
1. Maintain joint mobility.
2. Prevent loss of function.
3. Increase mobility in a joint.
4. Improve circulation of an extremity.

B. Types of R.O.M. 
1. Passive – R.O.M. done for the client by another.
2. Active – R.O.M. done by the client independently.

3. Active assist – R.O.M. done by the client with some assistance from
rehabilitative team member.

C. Guidelines 
1. Sometimes ordered by the physician but also a part of daily care.
2. Have the client’s body in good alignment.
3. Exercise in an organized systematic way.
4. Expose only the body part being exercised.
5. Support the body part being exercised.
6. Move the joint slowly, smoothly and gently.
7. Do not exercise a swollen, reddened joint.
8. Do not force a joint beyond its present ROM or to the point of pain.
9. Do a minimum of 3-5 repetitions or as indicated on care plan.
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D. Movements involved in range of motions exercises. 
1. Abduction – to move a body part away from the body.
2. Adduction – to move a body part towards the body.
3. Extension – to straighten a body part.
4. Hyperextension – excessive straightening of a body part beyond the normal

extension.
5. Flexion – to bend a body part.
6. Dorsiflexion – bending backward.
7. Rotation – to move a joint in a circular motion around its axis.
8. Pronation – to turn palms down.
9. Supination – to turn palms up.
10. Opposition – touch thumb to finger tips.
11. Circumduction – moving ball and socket joints (hips, shoulders) in circular

motion

VI. Physical/Chemical Restraints – Restraints are to be used as infrequently as practical, and
a strong restraint reduction campaign is being waged. Clients are to be restrained only
when absolutely necessary and to the least extent possible.

A. Type of restraint 
1. Physical restraint – any article, device, or garment not easily removed by the

client, used to modify client behavior by interfering with free movement in
order to prevent self-injury or injury to others.

2. Chemical restraint – medication ordered that affects physical and/or mental
functioning.

B. Legal implications 
1. Restraints shall be applied only on the written order of a physician.
2. Physician’s order needs to indicate the type of restraint, the reason (e.g., safety

of resident, staff), and the period of time the restraint is to be applied.

3. Document restraint usage according to facility policy.
4. Facility policy.

C. Types of restraints used 
1. Vest (rarely)
2. Wrist or ankle
3. Soft waist
4. Siderails (considered restraint in LTC facilities); restraints vs. positioning device
5. Geri chair with tray
6. Recliner (if client is unable to set chair upright to get out of chair)
7. Roll bars – on wheelchairs
8. Brakes on wheelchairs
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D. Precautions:  Maintain safety, comfort and dignity 
1. Check every 15 minutes for safety. 
2. Observe circulation and condition of skin under and around restraint. 
3. Apply snugly without binding – restraint should not come in contact with 

client’s bare skin. 
4. Fasten restraint with quick release tie according to facility policy. 
5. Remove restraint every 2 hours for at least 10 minutes. 

a. Do circulation checks (color, movement, swelling, sensation). 
b. Reposition client. 
c. Do ROM. 
d. Meet basic needs. 
e. Reapply restraint. 

 

6. Secure restraint to movable part of bed frame.  Never tie restraints to side rail 
or a part of the bed that would cause tightening when the position of the head 
or foot of the bed is changed. 

 

7. Never secure restraint to siderail. 
 

E. Restraint reduction (goal is to try to avoid the use of restraints) 
1. Meeting the safety needs of the client by using alternatives to restraints or 

applying the least restrictive restraint possible 
2. Alternatives to restraints 

a. Diversional activities include: 
(1) Exercise programs 
(2) Music 
(3) Visiting 
(4) Games 

b. Meeting basic needs 
 (1) toilet frequently, after fluids and food 
 (2) offer food and fluids 
 (3) provide for comfort 
c. Use positioning devices 
d. Electronic warning devices 

(1) Tab alarms for bed and chair 
(2) Door alarms 
(3) Sensory mat 

3. Wrist/ankle bands (WanderGuard) 
4. Least restrictive restraint means using the article, device, or garment that 

allows the most freedom possible while maintaining safety. 
a. Seat belts, Velcro, buckle 
b. One half side rails 
c. Lap buddy 
d. Low bed 
e. Met on floor 
f. Sunken mattress (edges higher than middle of mattress) 
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Range of Motion 

1. Shoulder

a. Adduction and Abduction
b. Flexion and Extension
c. Horizontal Adduction
d. Internal   and External Rotation
e. Circumduction

2. Elbow
a. Flexion and Extension
b. Pronation and Supination

3. Wrist
a. Flexion and Extension
b. Inversion and Eversion (Ulnar and Radial Deviation)

4. Fingers
a. Flexion and Extension
b. Adduction and Abduction
c. Thumb flexion/extension and adduction/abduction
d. Opposition

5. Hip
a. Flexion and Extension
b. Abduction and Adduction
c. Internal and External Rotation
d. Circumduction

6. Knee
a. Flexion and Extension

7. Ankle
a. Dorsiflexion and Plantar Flexion
b. Inversion and Eversion
c. Rotation

8. Toes
a. Flexion and Extension
b. Abduction and Adduction
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Name:   _______________________ 

Complications of Immobility 

Problem Causes Preventions/Interventions
C:  Contractures Prolonged flexion of muscles, lack 

of joint movement 
Exercise, active and passive 
range of motion, proper 
alignment, splinting 

O:  Osteoporosis Lack of weight-bearing 
postmenopausal, inadequate dietary 
intake of calcium, sedentary 
lifestyle, prolonged therapy with 
steroids and heparin, total 
immobilization 

Stand-up exercises, tilt table, 
calcium and Vitamin D,  
fluoride treatment 

M:  Muscle Atrophy Lack of exercise Exercise 
P:  Psychological Deterioration Inactivity, isolations, separation 

from accustomed environment, 
institutional routine 

Activity, active participation in 
planning own care, 
participation in decision-making 

L: Limited Mobility Confined to bed or device, casts, 
frames, tractions, etc. 

Provide as much movement as  
possible without harming or  
contradicting patient 

I:  Insomnia Change in mental status, 
depression, medications, medical 
condition, separation from 
accustomed environment, pain 

Psychological/emotional 
support, ventilation of 
concerns and fears, conform to 
patient’s home routine as much 
as possible; if possible set up a 
schedule of medications that 
will not interfere with sleep 

C:  Calculi, Urinary Demineralization of bone, 
immobilization, dehydration, 
urine concentration 

Mobilization, high fluid intake, 
no excess vitamins or minerals, 
prompt treatment of urinary 
infections, minimal use of 
catheters 

A:  Atelectasis Poor positions/prolonged rest in on 
position, inadequate expansion of 
lungs 

Change of position regularly, 
exercise, and deep breathing 

T: Thrombosis Slowing of venous return, lack of 
motion in lower extremities 

Change position, exercise, elastic 
stockings 

I:  Impaction Improper diet, lack of activity Regular bowel routine, 
adequate fluids, diet, mobility 

O:  Orthostatic Hypotension Recumbent position Tilt table and stand-up 
exercises, dangle 

N:  Nutritional Intake, Poor Decreased expenditure of energy Exercise, offer frequent small  
feeding, hyperalimentation or  
other alternative, other foods 
that the patient likes if possible 

S:  Skin Breakdown Pressure, immobility Frequent change of position, 
proper nutrition 
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Name:   _______________________ 

Independent Learning Activity #1 

Role-play that one person is a nursing assistant and one is a person who is restrained.  An active 
physical restraint is applied as the person sits in a chair or wheelchair. When the restraint is in 
place, the nursing assistant leaves and does not return for 15 minutes.  Discuss the following 
questions with each other after the experiment. 

 How did the person feel when the restraints were applied?  What did the nursing assistant
tell the person about the restraints?

 Did the nursing assistant ask the person if toileting was needed?  If the person was thirsty?

 Was the chair comfortable?  Was there any padding?  Did the nursing assistant check for
wrinkles?  Could the person move around to reposition the body for comfort?

 How was the person able to get help during the 15 minutes of being alone?

 What diversions were offered while the person was restrained?  TV or radio?  Reading
materials?  A window with a pleasant view?  If any of these were provided, who chose the
channel, station, book, or view?

 Was the person told someone would return in 15 minutes?  Was a clock or watch available
to see the time?  How long did it seem?

 What was learned from this experience by both people?
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Name:   _______________________ 

Independent Learning Activity #2 

Role-play with a classmate and take turns acting as the nursing assistant and a person with left-
sided weakness.  Perform range-of-motion exercises on the person.  Answer these questions 
about how you felt after this activity. 

 What did the nursing assistant explain to you before performing the exercises?

 How were you positioned for exercising?  What did the nursing assistant ask about your
comfort and personal wishes in the position used?

 How was your privacy maintained?  Was there anything that made you feel exposed or
embarrassed?

 How were your joints supported during the exercises?  Did you feel any discomfort or pain
during the exercises?

 Which exercises were done first?  Were the exercises carried out in an organized pattern?
How did you know what exercise would be done next?

 After this activity, what will you do differently when giving range-of-motion exercises to a
person?
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Name:   _______________________ 

Independent Learning Activity #3 

With a classmate, role-play assisting a weak, older person to ambulate.  Take turns acting with 
the person and the nursing assistant.  Answer these questions about how you felt and what you 
learned. 

 What did the nursing assistant tell you before preparing to walk with you?  What choices
were offered about the time you were to ambulate, what clothing to wear, and where you
were going to walk?

 What safety devices were used?  What did the nursing assistant tell you about the devices or
equipment used?

 What assessments were made before you sat up?  When you dangled?  After walking?

 How did the nursing assistant make you feel secure during ambulation?  How did the
nursing assistant hold you?

 What did you learn from this activity that will help you ambulate a person?
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Name:   __________________________ 

Crossword Puzzle 

Fill in the crossword by answers the clues with words from this list. 

Abduction Flexion Rotation Plantar Flexion 
Adduction Hyperextension Internal Rotation Pronation 
Extension Dorsiflexion External Rotation Supination 

Across Down 
5. Turning the joint upward 1. Bending a body part
7. Turning the joint inward 2. Bending the foot down at the ankle
10. Straightening a body part 3. Turning the joint outward
11. Bending the toes and foot up at the ankle 4. Excessive straightening of a body part

12. Turning the joint downward 6. Turning the joint
8. Moving a body part away from the midline

of the body
9. Moving a body part toward the midline of

the body
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Nursing Assistant 
Unit 3:  Learning Plan 9 

Rehabilitation and Restorative 
Care 
 

Overview/Purpose 
Independence and the ability to function in society require that we be capable of carrying out the 
activities of daily living (ADLs). Clients with disabilities may require partial to total assistance 
with ADLs.  Rehabilitation attempts to restore an individual with disabilities to the fullest 
physical, mental, and social functioning attainable. The Nursing Assistant is often the caregiver 
who spends the most time with the clients and works closely with the rehabilitation team to 
promote client independence. 

Target Competency 
Promote independence through rehabilitation and restorative care. 

Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.
 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to

informed decisions, innovation and personal empowerment.
 Work Collaboratively — Work collaboratively with others to complete tasks, solve

problems, resolve conflicts, provide information, and offer support.
 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and

listening skills across various settings to engage diverse audiences.

Performance Standards 
You will demonstrate your competence: 

 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 

Your performance will be successful when: 

 you encourage client independence.

 you reinforce client attempts at self-care.

 you explore the various types of rehabilitation.

 you fulfill nursing assistant role in rehabilitation and restorative care.

 you provide care holistically to your client, including mental and physical aspects of the
client.
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Learning Objectives 

a. Define:  ADLs, disability, prosthesis, rehabilitation, and restorative care. 

b. Identify members of the rehabilitation team. 

c. Discuss the role of the nursing assistant in rehabilitation. 

d. Foster self-help/independent skills through appropriate responses to individual attempts to 
provide self-care. 

e. Discuss elements that are necessary for successful rehabilitation of the client. 

f. Explore your responsibilities and how to promote quality of life during the rehabilitation 
process. 

 

Learning Activities 
1. VIEW videos through Blackboard  

Films on Demand  
____  Stroke Patient: A Comprehensive Guide (#43845) (46:00)  
____  TED Talks Video: Krista Donaldson: The $80 Prosthetic Knee That’s Changing  

Lives (10:00) 

2. READ your Hartman textbook:  Ch. 21, and Nursing Assistant curriculum manual, Unit 3, 
LP 9. 

3. COMPLETE: Hartman textbook Ch. 21 Review. 

4. DISCUSS the nursing assistant’s role in rehabilitation and restorative care. 

5. UTILIZE the study guide to augment assigned chapter readings. 

6. COMPLETE the rehabilitation and restorative care crossword puzzle activity. 
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Learning Plan 9 Study Guide 
 
 
I. Rehabilitation – the restoration of the client to the fullest physical, mental, social and 

economic functioning as possible and preventing further complications. 
 
II. Rehabilitation is achieved though RESTORATIVE CARE – measures that health care 

workers take to help a person regain and maintain strength, health and function with 
treatment, education and prevention of further disability. 

 
III. Rehabilitation should focus on a holistic approach – the whole person, his needs, well being 

and abilities – not just disabilities. 
 

A. Emotional needs 
 
B. Social needs 
 
C. Spiritual needs 
 

IV. Successful rehabilitation depends on: 
 

A. Client’s attitude 
 
B. Client’s acceptance of limitations 
 
C. Client’s motivation 

 
D. Team member’s promotion of the independence of the client within the limitations of 

any physical, emotional and/or intellectual impairments. 
1. Set goals and accept small, simple accomplishments 
2. Emphasize existing abilities and not the disabilities 
3. Repetition and practice are important 
4. Assist each client to become as independent as possible 
5. Encourage independence even if it takes a long time 
6. As a client’s productivity increases, so does their self concept and self esteem 

 
V. Team Members 
 

A. Client 
 

B. Nursing Staff 
 

C. Occupational Therapist 
 

D. Physical Therapist 
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E. Recreation Therapist or Activities Staff 

 
F. Speech Therapist 

 
G. Respiratory Therapist 

 
H. Physician 

 
I. Family and Friends 

 
J. Clergy or Spiritual Advisor 

 
K. Social Worker or Case Worker 

 
L. Dietary  

 
M. Vocational Counselor 

 
N. Other 

 
VI. Role of the nursing assistant in rehabilitation 
 

A. Team member 
 
B. Major care giver 
 
C. Follow instructions/directions of the nurse and ancillary staff 
 
D. Provide emotional support and reassurance 
 
E. Reinforce the teaching of the licensed staff 
 
F. Prevent complications or further disabilities 
 
G. Utilize adaptive and/or assistive devices 
 
H. Allow client time to do things for him/herself 
 
I. Document and report observations 
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VII. Levels of Care

A. Total Independence – client is able to perform all of the activities of daily living 
without any assistance. 

B. Partial Independence  
1. Client needs some assistance in attending to the activities of daily living.

Clients vary in their needs and disabilities. 
2. Degree of disability present affects how much function is possible

C. Total Assistance /Total Dependence – Client is unable to perform any ADL’s for 
self. 

VIII. Physical Rehabilitation – the use of any adaptive device or equipment that enables a person
to minimize the handicapping effect of a function limitation

A. Feeding utensils

B. Prosthesis – an artificial body part

C. Assistive ambulation devices

D. Assistive grooming devices

E. Devices to prevent contractures – splints/braces

IX. Emotional Rehabilitation – The disability may interfere with ability to cope emotionally

A. Feelings of despair 

B. Loss of self-esteem 

C. Loss of hope 

D. Stages of Loss 

X. Vocational Rehabilitation – the goal is to return to gainful employment 

A. Assist client to learn or relearn skills in order to return to the workforce. 
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XI. Activities of Daily Living (ADLs) – activities performed in order to remain independent 
and to function in society 

 
A. Grooming 

 Bathing, oral hygiene, hair care, make-up, etc 
 

B. Eating  
 

C. Continence 
 Bowel and Bladder 

 
D. Moving About 

 Ambulation and transferring, driving or using public transportation 
 

E. Communication 
 Verbal, written, other means 

 
F. Household Activities 

 Making the bed, cleaning, shopping, preparing meals, paying bills 
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Name:   _________________________ 

Rehabilitation and Restorative Care 
Crossword Puzzle Activity 

Complete the crossword puzzle using the clues below: 

Across: 
2. Used to support a weak body part or to prevent movement or deformity.
3. Single-tipped or three- and four-point type.
5. Wasting away of tissue.
7. Act of walking.
8. A common four-point walking aid.
10. Bedsores.
Down: 
1. Artificial body part.
3. Abnormal shortening of a muscle.
4. Process of restoring an individual to the highest level of functioning.
6. Pont at which two or more bones come together.
7. Activities of daily living.
9. Range of motion.
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Nursing Assistant 
Unit 3:  Learning Plan 10 

Disabilities 
Overview/Purpose 
There are many factors which can affect the client’s health. As a Nursing Assistant, you need to be 
aware of the disabilities that can influence a client’s health and the measures that can be taken by a 
Nursing Assistant to assist the client to live with their disability. This requires the Nursing 
Assistant to understand the physical and emotional aspects of disabilities and use proper measures 
and precautions when working with clients who are disabled. 

Target Competency 
Care for clients with various disabilities. 

Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.

 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to
informed decisions, innovation and personal empowerment.

 Work Collaboratively — Work collaboratively with others to complete tasks, solve problems,
resolve conflicts, provide information, and offer support.

 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and
listening skills across various settings to engage diverse audiences.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 

Your performance will be successful when: 

 you investigate types of developmental disabilities.
 you investigate the causes of disabilities.
 you follow the plan of care for each client with disabilities, providing preventive measures

against complications, and teaching reinforcement.
 you show sensitivity to the client’s condition.
 you prepare client for sleep or rest during the day or night.
 you report signs or symptoms of any changes in condition.
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Learning Objectives 
a. Identify how to help disabled persons perform ADLs. 

b. Investigate effects of hearing and vision loss. 

c. Investigate how to communicate with a hearing-impaired person. 

d. Investigate how to communicate with a speech-impaired person. 

e. Investigate how to care for a hearing aid. 

f. Explore how to care for a blind person. 

g. Define:  amputation, aphasia (expressive and receptive), arthritis, paraplegia, and quadriplegia. 

h. Investigate the effects of amputation. 

 

Learning Activities 

1. VIEW videos through Blackboard:  

Films on Demand  
____  Improving Communication with the Visually and Hearing Impaired (#43846) (47:00) 
____  Autism (#51760) (4:00) 
____  Cochlear Implants: Bringing Back the Joy of Sound (#53729) (24:00) 
____  Multicultural Perspectives on Adults with Developmental Disabilities (#33237) (33:00) 

YouTube 
____  Access to Medical Care: People with Developmental Disabilities Preview (5:00) 

2. DISCUSS the nursing assistant’s role in caring for clients with disabilities. 

3. READ your Hartman textbook: Ch. 8, and Nursing Assistant curriculum manual, Unit 3, 
LP 10.  Review Ch. 4. 

4. COMPLETE: Hartman textbook Ch. 8 Review. 

5. DISCUSS measures a nursing assistant can use to provide comfort for clients with 
disabilities. 

6. UTILIZE the study guide to augment assigned chapter readings. 

7. READ the included handouts related to disabilities. 
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Learning Plan 10 Study Guide 

I. Terminology 

A. Disability – Impaired physical, cognitive and/or emotional function; limitations that 
represent a significant disadvantage in society. 

B. Developmental Disability – occurs prior to adulthood 
Caring for people with developmental disabilities can be challenging. It requires 
additional training, knowledge and skills. 

C. Intelligence – General mental capability, the ability to think, reason, problem solve, to 
learn and to learn from experience. 

D. Mental Retardation – Intellectual impairment 
 Not a medical or mental disorder
 A particular state of functioning that begins in childhood
 Presents with limitations in both intelligence and adaptive skills
 IQ of 70 or below
 Within individuals, limitations often exist with strengths
 Usually classified as mild, moderate, severe or profound

E. Adaptive Skills 
 Conceptual – language, reading, writing, etc.
 Social –interpersonal skills, self esteem, gullibility, ability to follow rules/obey

laws
 Practical – ADLs, taking meds, occupational skills, use of transportation systems,

etc.

II. Types of Developmental Disabilities

A. Down’s Syndrome (Trisomy 21)
 Genetic – extra 21st chromosome
 Similar physical characteristics:

o Muscle weakness
o Mental retardation (mild to moderate usually)
o Enlarged Tongue
o Specific eyelid folds
o Heart and kidney malformations
o Higher than normal risk of developing Alzheimer’s disease
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B. Autism 
 First identified in 1943
 Cause unknown, but believed to be strong genetic component with possible

environmental or external triggers
 Brain disorder, affects ability to communicate, reason and interact with others
 A pervasive developmental disorder (PDD)
 1 out of 250 children, appears usually by age 3
 4X more common in boys
 Not caused by bad parenting
 Not unruly kids who are just misbehaving
 Different types with large differences in intellectual capability (“idiot savant” –

Rain Man)

1. Identifying Traits
 Little to no eye contact
 No real fear of dangers
 Apparent insensitivity to pain
 Prefers to be left alone (aloof)
 Spins objects
 Echolalia
 Inappropriate laughing and giggling
 Inappropriate attachment to objects
 Noticeable physical over activity or extreme under activity
 Tantrums
 Uneven gross/fine motor skills
 Walk on toes

C. Cerebral Palsy 
 Broad term for a number of motor disorders
 Pre-peri or post-natal injury or deformity
 Characterized by impaired involuntary movement
 70% are spastic type
 25% will have seizure disorders
 Commonly short attention span and hyperactivity seen
 May be associated with mental retardation (not as common)

D. Fetal Alcohol Syndrome 
 Leading KNOWN  cause of mental retardation
 Cause – Maternal consumption of alcohol during pregnancy
 2.2 in every 1000 live births
 Alcohol crosses the placenta, interferes with the ability of the fetus to receive

adequate oxygen and nourishment for normal brain development
 Altered physical appearance – small eyes, droopy lids, small heads, low birth size

and growth retardation, no groove between nose and upper lip
 Heart and kidney defects
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 Usually mild to moderate mental retardation
 Hyperactivity, short attention spans
 Poor coordination

Because it is not known when during pregnancy alcohol is most likely to harm the 
fetus, and because there is no “safe amount” of alcohol consumption, pregnant women 
should avoid all alcohol intake during pregnancy. 

III. Causes of Disabilities

A. Trauma – Motor vehicle accidents, diving accidents, falls, weapon injuries, etc.

B. Developmental Disabilities – Cerebral Palsy, Autism, Down’s syndrome,
Muscular Dystrophy 

C. Other Medical – Strokes (CVA), anoxic events, medical complications, etc. 

IV. Terminology

A. Paraplegia – paralysis of the lower half of the body

B. Quadriplegia – Paralysis (partial or complete) of all 4 extremities. The level at which
the spinal cord is injured determines the amount of paralysis. 

C. Hemiplegia – paralysis or weakness on one side of the body (often seen with persons 
who have had a stoke) 

D. Visual impairments – glaucoma, cataracts, macular degeneration 
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Fox Valley Technical College 
Nursing Assistant Program 

Unit 4  

Learning Plans 11-12 
Lab Activities 4 

Exam 3 must be completed on Blackboard prior to lab.  Dates for completion will 
be assigned by instructor. 

Exam 3 covers:  

 ROM
 Rehabilitation
 Exercise
 Movement
 Restraint

 Speech and Hearing Impaired

Complete: All learning activities for Learning Plans 11-12 

Discussion: On 24-hour Intake Analysis and I & O Recording 

Practice and testing on the following skills: 

 Feeding

 I & O

 Heimlich Maneuver

 Catheter Care

 Drainage and Leg Bags

 Bedpans/Urinals/Fracture Pans

 TPR

Note:  Bring small serving of yogurt, pudding or fruit to class. 
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Nursing Assistant 
Unit 4:  Learning Plan 11 

Nutrition and Fluids 
 

Overview/Purpose 
The need for food and water is a basic physical need necessary for life and health.  The Nursing 
Assistant helps clients at mealtime and must recognize that mealtime is a social activity as well as 
a time for eating.  It is important to have a basic understanding of the gastrointestinal system, its 
function, and MyPlate dietary guidelines in order to provide adequate nutrition and fluid balance 
for clients under your care.  The role of the Nursing Assistant is paramount in promoting sound 
nutrition and fluid balance. 

Target Competency 
Assist with nutrition and fluid needs. 

Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.
 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to

informed decisions, innovation and personal empowerment.
 Work Collaboratively — Work collaboratively with others to complete tasks, solve problems,

resolve conflicts, provide information, and offer support.
 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and

listening skills across various settings to engage diverse audiences.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 
Your performance will be successful when: 

 you investigate the components of proper nutrition in therapeutic diets.

 you explore the fluid needs of the adult including the sources of fluid intake and fluid loss.

 you measure and record intake and output.

 you assist with serving meal trays according to standards while maintaining safety and comfort
measures.

 you assist client with meals according to standards while maintaining safety and comfort measures.

 you report observations regarding food intake.

 you provide fluid intake during work shift appropriate to the needs of the client.

 you report observations regarding difficulty swallowing, changes in appetite, or gastric distress.

 you feed clients who have difficulty swallowing.
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Learning Objectives 
a. Define:  Aspiration, dehydration, dysphagia, edema, gastrostomy, intake, nasogastric tube, 

nutrient, and output. 

b. List the components of Choose MyPlate. 

c. Investigate the structure and function of gastrointestinal system. 

d. Investigate the function and major sources of protein, carbohydrates, fats, vitamins, and 
minerals. 

e. Identify the factors affecting eating and nutrition. 

f. Investigate the special therapeutic diets and between-meal nourishments. 

g. Explore how to prevent aspiration. 

h. Identify the signs and symptoms of aspiration. 

i. Investigate normal adult fluid requirements and common causes of dehydration. 

j. Explore the nursing assistant's responsibilities when a client has special fluid orders. 

k. List the reasons for and the process of recording intake and output (I & O). 

l. Identify foods considered fluid intake. 
 

Learning Activities 
1. VIEW videos through Blackboard 

Films on Demand  
____  Nutrition for the Older Adult (#43819) (22:00)  
____  Diet and Disease in Modern Society (#32133) (36:00)  
____  Food Allergies (#48017) (26:00) 

YouTube 
____  Choose My Plate Dietary Guidelines (3:30)  
____  Eating Healthy—Choose My Plate (6:30)  

Mosby DVDs  
____  Serving Meal Trays and Measuring Intake and Output (12:34) 

Hartman DVDs  
____  Feeds a Dependent Resident 

____  Measures and Records Urinary Output 

2. READ your Hartman textbook Ch. 15 and Nursing Assistant curriculum manual, Unit 4, 
LP 11 and Lab 4.  

3. COMPLETE: Hartman textbook Ch. 15 Review. 

4. PRACTICE feeding another student in lab. 

5. COMPLETE the independent learning activity and bring to lab for discussion/analysis. 

6. COMPLETE the intake and output record activity in lab. 

7. ROLE PLAY the feeding activity in lab. 

8. UTILIZE the study guide to augment the assigned chapter readings. 
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Learning Plan 11 Study Guide 

I. Terminology 

A. Aspiration – accidental inhalation of foreign material (like food, liquids, vomitus) into 
the airway 

B. Dehydration – too little fluid in the body 

C. Edema – swelling caused by excessive fluids in tissues of the body 

D. Dysphagia – difficulty swallowing 

E. Intake – measurement of all fluids that enter the body 

F. Output – measurement of all fluids that leave the body 

G. Nasogastric tube – tube placed short-term from nose to stomach to give fluids, remove 
fluids or decompress the GI tract 

H. Gastrostomy (g-tube) – tube placed directly into the stomach to provide long-term 
nutrition and hydration 

I. Choose MyPlate – a guide for making daily food choices released by the U.S. Dept. of 
Agriculture. These guides are generally updated every 5 years.  (See the website 
www.ChooseMyPlate.gov for more information.) 

II. Nutrition – process by which the body uses food for growth and repair to maintain health

A. Six basic nutrients – 3 (carbohydrates, proteins, fat) supply energy
3 (minerals, vitamins, water) regulate body processes 

1. Carbohydrates
2. Proteins
3. Fats
4. Minerals
5. Vitamins

B. “Food Groups” to Choose MyPlate 
1. Fruits — Refer to the link below for daily recommendations

(http://www.choosemyplate.gov/food-groups/fruits.html) 
2. Vegetables — Refer to the link below for daily recommendations

(http://www.choosemyplate.gov/food-groups/vegetables-amount.html#) 
3. Grains — Refer to the link below for daily recommendations

(http://www.choosemyplate.gov/food-groups/grains-amount.html) 
4. Protein Foods — Refer to the link below for daily recommendations

(http://www.choosemyplate.gov/food-groups/protein-foods-amount.html) 
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5. Dairy — Refer to the link below for daily recommendations 
(http://www.choosemyplate.gov/food-groups/dairy-amount.html) 

6. Oils — Refer to the link below for daily recommendations 
(http://www.choosemyplate.gov/food-groups/oils-allowance.html) 

 

C. If client’s capacity for intake is limited, select the most nutritious items for feeding. 
1. Proper nutrition:  

a. Maintains health 
b. Promotes healing 
c. Gives a sense of well being 

 

D. Therapeutic diets 
1. Clear liquid 

a. Includes liquids you can see through. 
b. Use: when there is a decreased tolerance for foods or impaired function of 

digestive tract, or postoperatively. 
2. Full liquid 

a. Fluids that contain milk plus all fruit juices and semi-liquid foods that are 
liquid at room temperature. 

b. Use: when more than one clear liquid is tolerated, or postoperatively. 
3. Soft 

a. Foods mild in taste, easily chewed and digested, and contains very little 
fiber. 

b. Nothing is fried, spiced heavily, or eaten raw. 
c. Use: progression from liquid diets. 

4. Mechanical soft 
a. Meats are ground or pureed, fruits and vegetables are pureed. 
b. Use: for client who may have difficulty with chewing or swallowing. 
c. May include thickened liquids 

5. Regular (“house” diet) 
a. All foods allowed – no restrictions 
b. Use: for clients who have no problems with digestion, chewing, or food 

tolerance 
 

E. Special diets 
1. Sodium restricted, NAS, Low Sodium 
2. Calorie restricted 
3. High protein 
4. Fat restricted 
5. Low cholesterol 
6. Diabetic (American Diabetic Association Recommendations – website), CCHO, 

NCS 
7. Pureed, Mechanical Soft, NDD Level 1,2,3 
8. Thickened liquids (nectar, honey, pudding) 
9. Bland 
10. High fiber 
11. Supplementary nutrition 
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F. Calculate and report/record food intake according to facility policy 
1. Percent
2. Fraction

III. Fluid needs

A. Adults need approximately 2 quarts of fluid intake daily.
1. As liquids (water, tea, soft drinks, coffee, Jell-O, soup, milk and fruit juices).
2. In foods such as fruits and vegetables.
3. Since most clients may sleep most of the night additional fluids need to be

provided during waking hours to keep the body in balance.
4. About 2000-2500 ml intake is required for normal fluid balance.

B. Adults typical output is approximately 2-2.5 quarts of fluid (2000-2500ml) per day. 
1. Urine – 1.5 quarts (1500 ml)
2. Perspiration
3. Moisture from lungs and bowel (insensible losses)
4. Excessive fluid loss results in dehydration caused by

a. Diarrhea
b. Vomiting
c. Excessive urine output (polyuria)
d. Excessive perspiration

C. Fluid imbalance 
1. Dehydration – a condition in which there is too little fluid in the body
2. Edema – excessive fluid within body tissue

D. Special order for fluid balance 
1. Encourage – (push) fluids (offer between meals)
2. Restrict fluids (give only what is on tray or as directed)
3. NPO (hold all fluids/food for now)

E. Recording intake and output needs to be performed when client: 
1. Is dehydrated
2. Receives intravenous fluids
3. Has had recent surgery
4. Has a urinary catheter
5. Is vomiting or perspiring profusely
6. Has specific diagnoses such as congestive heart failure or kidney disease
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IV. Calculating I & O (Intake and Output) – Obtain the forms for recording I & O for each 
assigned facility. 

 

A. Intake 
1. Determine which food/fluids are recorded as fluid intake on each I & O sheet. 

a. Fluids – coffee, tea, water, milk, fruit juice, ice cream, soups, custard 
(Each type of fluid is listed according to container and cc amount) 

b. Any food item that becomes liquid at room temperature is recorded as 
liquid.  

2. Obtain list from facility of commonly used fluid containers and how many 
ounces or cc's each holds. 

3. Measure and record all fluids consumed by client during your shift of duty. 
a. Calculate difference between full amount of the container and the amount 

left in each container. 
b. Observe and record fluids consumed from client's meal, water pitcher, and 

between-meal snacks. 
5. Convert (change) amounts such as half a bowl of soup, half a glass of juice, or a 

quarter cup of coffee into cubic centimeters (cc's) for recording. 
6. Record intake after each meal, before tray is removed. 

 
B. Output 

1. Urine – number of times voided, number of cc's measured or number of cc's 
emptied from a Foley catheter 

2. Emesis 
3. B.M. 
4. Liquid stools 
5. Hemovacs and incisional drains 
6. N.G. (nasogastric) tubes 
7. Chest tubes 

 
 
V. Meal Assistance 
 

A. Preparing clients 
1. Toilet clients prior to mealtime 
2. Have client's face and hands clean prior to mealtime 
3. Eliminate unpleasant odors and sight of unpleasant equipment from eating area 
4. Napkin or towel to keep clothing clean 
5. Place clients at usual spot for dining 
6. Position upright for safe eating 
7. Open containers for clients needing assistance 

 
B. Feeding the client 

1. Feed the clients that are unable to feed themselves. 
2. N.A. assumes a comfortable position. 
3. Provide a relaxed atmosphere so as not to rush or make clients feel rushed. 
4. Allow clients to make choices while eating. 
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5. Display respect for client’s preferences, culture, and religion.
a. Food likes and dislikes.
b. Prayer before or after meal.

6. Allow adequate time for clients to chew and swallow food.
7. Assist the clients as needed – allow for maintaining independence; some clients

just need lots of reminding or encouraging.

C. Feeding the blind or disable client 
1. Identify the foods and their location on the tray.
2. Use numbers on a clock to identify the location of foods.

D. Nasogastric (NG) or gastrostomy feedings for clients with swallowing problems. 

E. Parental nutrition for clients with problems of digestive system absorption. 

F. Safety measures 
1. Position clients upright for meals to prevent or lessen choking.
2. Check clients identification and diet card prior to serving tray – report any

discrepancies to nurse.
3. Use a spoon when feeding clients to prevent injury.
4. Adequately document food and fluid intake according to policy.
5. Report to nurse and record as soon as possible.

a. Any meal refusal
b. Incomplete eating for clients with diabetes
c. Nausea – unpleasant sensation with a tendency to vomit
d. Emesis – vomit
e. Unusual lack of appetite
f. Signs and symptoms of aspiration

6. All clients to sit up for at least 30 minutes after meals.
7. Elevate head of bed at least 30 degrees at all times for clients receiving tube

feedings.

Dysphagic Clients – feeding instructions often used 

1) Double swallow – for each bite of food, client is instructed to swallow twice
2) Chin tuck – client is instructed when swallowing to push chin down next to chest to help

prevent aspiration
3) Adaptive equipment – nosey cups, lipped plates, sippy cups
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Name:   ______________________________  

Homework Assignment:  Personal 24-Hour Intake Analysis 

Now that you have learned about good nutrition, use this exercise to find out whether you eat a 
nutritious diet.  List your intake for one day.  Be sure to include the amount of each item-
remember, the portion size is important.  Group the foods and liquids you eat according to the 
parts of my plate.  If you wish, you may go to www.ChooseMyPlate.gov and follow the directions 
there to group the foods.  Answer the following questions: 

 How many servings did you eat of grains?  How many of these servings were whole grain?

 How many servings of fruit did you eat?  How many were fresh fruit?  Canned fruit?  Fruit
juice?  Had added sugars?

 How many vegetable servings did you eat?  How many were raw?  Cooked?  How much
sodium was contained in prepared vegetables?

 How many servings of milk and milk products did you eat?  How many were low-fat or fat
free?

 How many servings of meat and beans did you eat?  How many were high in fat?  Low in fat?
High in sodium?

 How many foods did you eat that count as oils?

 In which food groups are you meeting your daily needs?

 In which groups do you need to increase your intake?  Decrease your intake?

 How much physical activity did you include in your daily plan?

 After completing this exercise, what changes in your diet and activity level will you consider?
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What is a “Serving”? 
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Name:   ______________________________  

Independent Learning Activity and Role Play 

Role play with a classmate and take turns feeding each other as you would a resident.  You may 
choose any spoon-fed foods you wish.  (Ex. Pudding, gelatin, soup) You should also give a 
beverage to the person.  After you have fed each other, answer the following questions: 

 How were your physical needs met before you were fed? (Toileting, hand washing, oral
hygiene?)

 Where were you fed?  (Bed, chair, at a table?) Who made the decision about your
location?

 Which food was offered first?  Who made the choice of how food was offered?  Were you
offered a variety of foods?

 When was a beverage offered?  Between food items?  Only at the end of feeding?  How
did the person feeding you decide the order of foods and beverages?  The temperature of
those items?

 When you were being fed, how was the nursing assistant positioned?  Sitting?  Standing?
How did the person’s position make you feel?

 What kind of conversation was carried on while you were eating?  What chances were
offered to rest while you were eating?  Did you feel relaxed or rushed?

 After this exercise, what will you do differently when you feed a resident?
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Foods for the Dysphagic Patient 

Easily Swallowed Food and Fluids Foods that May Cause Choking 
Thickened liquids  

(milkshakes, slushes) 
Thin watery liquids  

(water, tea, coffee, soda) 
Hot or cold temperature foods or fluids 

(hot cream soup, iced fruit) 
Neutral temperature food and fluids (room 

temperature water) 
Easily chewed foods  

(cooked vegetables, ground meat) 
Tough, stringy or hard foods  

(roast beef, nuts, dry crackers) 
Soft, smooth foods  

(pureed fruits, pudding) 
Sticky foods  

(peanut butter, thick mashed potatoes 

Tips to Reinforce With the Dysphagic Patient 

 Take your time. Hurrying increases the chance of choking.

 Do not try to talk until a few seconds after swallowing.  When you talk, the epiglottis must
open for air to exit and small amounts of food may be aspirated if they are still in the mouth.

 Take small bites.  Small bites are easier for the mouth to control.

 If you are weak or paralyzed on one side, place the fork or spoon on the unaffected side of the
tongue.  The muscles and nerves of the unaffected side are better able to control the
movement of food through the mouth and pharynx.

 Use a rocking motion of the utensil on the tongue when placing the food.  This provides
greater stimulation to the tongue and helps the person to clearly feel the presence of the food.

 Swallow twice after each bite. The second swallow may prevent food from being left in the
mouth.

 Check for food left in the cheek of the affected side.  You can check your mouth with a mirror
or by slipping a forefinger into the cheek to feel for food left there.  Food “pocketed” in a
paralyzed side may not be felt and therefore causes ongoing danger of choking and aspiration
as well as becoming a source of mouth odor.  If the patient is unable to check independently,
the Nursing Assistant should check the mouth.

 Instruct the patient that food should not be washed down with liquids.  Thin liquids such as
water, tea, coffee, and the like often cause choking.  The liquids may increase the speed with
which material moves to the back of the pharynx and increase the chance of aspiration.
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Lab Activity Directions:  Use the following data to chart on the I & O flow sheet provided. 
Calculate the totals for each shift. 
 
 

 
Time 

 
Type of Fluid 

Estimated Amount Ingested and 
Amount of Output Measured 

7:40 coffee 
milk 

1/2 of 210 ml 
3/4 of 240 ml 

9:30 am water 
urine 
7-Up 

1/2 of 150 ml 
260 ml 
240 ml 

12:00 pm tea 
soup 
urine 

120 ml 
1/2 of 180 ml 
380 ml 

1:00 pm water 
urine 

120 ml 
240 ml 

1:30 pm fruit juice 
popsicle 

1/2 of 120 ml 
75 ml 

2:15 pm urine 
vomitus 

325 ml 
150 ml 

4:30 pm water 
popsicle 

240 ml 
(2) 75 ml 

5:30 pm urine 
7-Up 
Jell-O 

340 ml 
1/2 of 240 ml 
3/4 of 100 ml 

7:30 pm water 
urine 

1/2 of 150 ml 
230 ml 

9:00 pm 7-Up 240 ml 

12:00 am water 
urine 

1/4 of 240 ml 
325 ml 

2:00 am vomitus 210 ml 

4:30 am vomitus 125 ml 

6:00 am water 
urine 

120 ml 
340 ml 
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INTAKE/OUTPUT 
Others

Date Time 
Method 

of Admin. 

Intake 
Amounts 

Rec’d Time 

Output 
Urine 

Amount Kind Amount 

7-8

8-9

9-10 

10-11 

11-12 

12-1 

1-2

2-3
Shift 
Totals 

3-4

4-5

5-6

6-7

7-8

8-9

9-10 

10-11 
Shift 
Totals 

11-12 

12-1 

1-2

2-3

3-4

4-5

 5-6

 6-7
Shift 
Totals
24-Hour 
Totals 
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Nursing Assistant 
Unit 4:  Learning Plan 12 

Elimination 
 

Overview/Purpose 
Eliminating waste is a physical need.  The Nursing Assistant helps clients meet urine and bowel 
elimination needs.  Observations must be reported and recorded promptly as part of the 
monitoring of this body function. 

Target Competency 
Assist with elimination needs. 
Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.
 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to

informed decisions, innovation and personal empowerment.
 Work Collaboratively — Work collaboratively with others to complete tasks, solve problems,

resolve conflicts, provide information, and offer support.
 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and

listening skills across various settings to engage diverse audiences.

Assessment Standards 
 in a written examination.
 in a performance demonstration using NA standards of practice from the textbook Hartman’s

Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 

Your performance will be successful when: 

 you investigate factors that affect elimination needs.
 you demonstrate proper techniques to assist clients with toileting practices.
 you report observations relative to urinary elimination.
 you maintain indwelling urinary catheter.
 you carry out catheter care according to facility policies.
 you empty a urinary drainage bag.

 you report observations relative to bowel elimination.

 you follow infection control practices relative to infectious wastes.

 you keep perineal area clean and dry.

 you toilet clients according to bladder/bowel retraining schedule.

 you care for incontinent client.
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Learning Objectives 
a. Define:  Catheter, incontinence, urinary frequency, urinary urgency, urination, and voiding. 
b. Identify the characteristics of normal urine. 
c. List the observations to make about urine. 
d. Investigate urinary incontinence and cares required. 
e. Explore the use of catheters. 
f. Assist the client with use of bedpan/commode and urinal. 
g. Investigate the methods and goal for bladder training. 
h. Define:  Colostomy, constipation, defecation, dehydration, diarrhea, enema, fecal impaction, feces, flatulence, 

flatus, stoma, stool, and suppository. 
i. Investigate normal stools and normal pattern and frequency of BMs. 
j. List observations to make about defecation. 
k. Investigate common bowel elimination problems. 
l. Investigate measures that promote comfort and safety during defecation. 
m. Investigate bowel training. 
n. Explore purposes of enemas and suppositories. 
o. Investigate the technique for administering enemas. 
p. Investigate the care required for a client with an ostomy. 
q. Explain the reasons why urine, stool sputum and blood specimens are collected. 
r. Explain the rules for collecting specimens. 
 

Learning Activities 
1. VIEW videos through Blackboard: 

Films on Demand 

____  Working With Incontinence in the Elderly (#40254) (26.00)  
____  Bowel and Bladder Retraining (#43814) (25:00) 
Mosby DVDs 
____  Elimination Assistance; Subtitles: Assisting the Patient to the Commode, Assisting with a Urinal, 

Bedpan, Applying a Condom Catheter, Providing Indwelling Catheter Care, Empty and Change a 
Urinary Drainage Bag, Administering an Enema, and Changing an Ostomy Bag or Pouch (50:54) 

____  Collecting a Midstream Urine Specimen, Collecting a Sputum Specimen and Performing  
a Fecal Occult Blood Testing (9:46) 

Hartman DVDs 
____  Assist with Use of Bed Pan (8:57) 
____  Provides Catheter Care for Female Resident (6:31) 
____  Measures and Records Urinary Output (3:17) 
____  Provides Perineal Care for a female (10:15) 

2. READ your Hartman textbook:  Ch. 16, Ch. 17, and Nursing Assistant curriculum manual, Unit 4, 
LP 12 

3. COMPLETE: Hartman textbook Ch. 16 and 17 Reviews. 

4. WATCH demonstrations of placing client on a bedpan, emptying a bed pan, measuring output, 
and emptying a Foley catheter. 

5. PRACTICE skills in lab with a partner. 

6. DISCUSS which types of observations regarding elimination need to be reported. 

7. COMPLETE urinary elimination crossword puzzle and bring to lab. 

8. UTILIZE the study guide to augment assigned chapter readings. 
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Learning Plan 12 Study Guide 

I. Elimination Terminology 

1. Incontinence – an inability to control urinary and/or fecal elimination; may be
temporary or permanent

2. Stoma – an artificial opening

3. Ostomy – an alternate way of eliminating feces from the body

4. Ileostomy – created with part of small intestine (the entire large intestine or colon has
been removed)

5. Colostomy – created from part of the large intestine (colon) still present

6. Indwelling catheter – a catheter that is left inside the bladder to provide continuous
urinary drainage – also called a Foley catheter

7. Suprapubic catheter – a catheter that is surgically inserted directly into the bladder
through the abdominal wall, right above the public bone

8. Straight catheter – a catheter that is inserted and removed after urine has been drained
out or specimen collected

9. Enema – the introduction of fluid into the large intestine via the anus to promote
elimination of stool

10. Suppository – medication inserted into an opening of the body

II. Elimination needs – regular periodic elimination of body waste is essential for maintaining
health.

A. Factors that influence elimination
1. Diet
2. Fluids
3. Activity
4. Medications
5. Privacy
6. Illness/disease/disabilities
7. Pain
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B. Elimination of urine 
1. Removes wastes from bloodstream 
2. Formed in kidneys 
3. Temporary storage in bladder 
4. 200-500 cc per average void 
5. Average of 1500 cc (1-1½ quarts) per day 

 
C. Elimination of stool 

1. Removes wastes from digestive system 
2. Formed in intestines 
3. Temporary storage in rectum 
4. Personal elimination patterns 

 
D. Types of urinary incontinence – temporary or permanent 

1. Stress 
2. Urge 
3. Functional 
4. Overflow (urinary retention) 
5. Reflex 
 

E. Fecal incontinence – temporary or permanent 
 

* Due to severe diarrhea, person who is unconscious, dementia clients will develop in 
later stages 

 
F. Bladder and bowel retraining – gaining control of bowel and bladder function 

1. Know client’s usual routine of elimination. 
2. Keep a record of client’s incontinence episodes. 
3. Develop a regular pattern of toileting behavior. 
4. Use specific approach outlined on the care plan. 
5. Maintain adequate fluid intake (2,000 cc or more per day). 
6. Toilet as needed or every 2-3 hours. 
7. Answer call light promptly. 
8. Praise success. 
9. Encourage clients to void in upright position. 
10. Prevent fecal impaction. 
11. Suppositories are used to stimulate defecation – usually occurs 30 minutes after 

suppository insertion. 
12. Enemas are also used to stimulate defecation – usually a B.M. occurs shortly 

after enema is given. 
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III. Toileting Clients to Help Maintain Normal Elimination 
 

A. Purpose 
1. To maintain client’s dignity. 
2. To keep clients dry and prevent skin breakdown. 
3. To encourage client’s independence. 

 
B. Procedure 

1. Provide the bedpan, urinal, commode, or help clients to the bathroom as soon as 
the request is made. 

2. Check clients every 2 hours for toileting needs. 
3. Keep clothing neat, clean and dry. 
4. Do not scold or belittle incontinent clients. 
5. Keep skin clean. 

a. Give perineal care to the incontinent clients. 
b. Use padded garments according to facility’s policy. 

 
C. Safety measures 

1. Maintain medical asepsis 
a. Toileting equipment 
b. Personal habits – gloves, washing hands 

2. Observe urine and stool for COCA (color, odor, consistency and amount). 
3. Report and record any abnormalities of stool or urine to nurse. 

a. Flatus – air or gas expelled from the bowel 
b. Constipation – build-up of feces in the bowel 
c. Diarrhea – loose, unformed stool 
d. Hematuria – blood in urine 
e. Frequency – voids more often than normal 
f. Urgency – need to urinate immediately 
g. Dysuria – difficulty voiding 

4. Utilize principles of body mechanics when transferring clients to commode or 
toilet. 

5. Utilize grab bars, raised toilet seats when appropriate. 
6. Measure correctly and record the fluid output for clients on I & O. 

 
D. Comfort Measures 

1. Help clients assume a normal position for toileting. 
2. Assist clients unable to wipe themselves. 
3. Allow clients to wash hands after toileting. 
4. Keep incontinent clients dry and odor free. 
5. Offer bedpan or urinal at regular intervals. 
6. Keep room odorless by proper disposal of soiled garments and cleaning of 

toileting equipment. 
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IV. Catheter Care

A. Definition: an indwelling catheter is a tube placed in the bladder to allow for
continuous drainage and collection of urine. 
1. Types of urinary catheters

a. straight
b. indwelling
c. suprapubic

2. Purposes
a. Client is unable to void
b. Client is continuously incontinent
c. May need output measured

3. Maintenance
a. Allow urine to flow freely

1. Avoid kinks
2. Keep tubing above level of bag and bag below level of bladder.
3. Tape catheter or use leg strap to secure catheter.

b. Clean around catheter site and 4 inches of tubing extending outside the
body.

4. Report the following observations to nurse
a. Change in color, clarity, odor, amount
b. Failure of urine to flow freely
c. Complaints of pain or discomfort related to catheter
d. Redness, swelling or discharge from catheter insertion site
e. Leaking of urine around catheter insertion site

V. Ostomy 

A. Types – ileostomy, colostomy 

B. Location 

C. Care – appliance, wafer changes, care of stoma 

D. May be permanent or temporary 

E. Reasons to need an ostomy 
1. Trauma
2. Bowel obstruction
3. Cancer

F. Report to nurse the following observations 
1. If stoma is protruding more than usual
2. Color of stoma changes – especially if turning dark red or purplish
3. Amount/color/consistency of feces
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4. No stool output
5. Abdomen appears distended or client complains of discomfort
6. Skin redness or breakdown around the stoma or between stoma and wafer

opening.
G. Specimen Collection 
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Name:   ______________________________  

Urinary Elimination Crossword Puzzle 

Fill in the crossword by answering the clues below with the words from this list: 

Dysuria Nocturia 
Frequency Oliguria 
Hematuria Polyuria 
Incontinence Urgency 

Across 

6. Scant amount of urine, usually less than 500 ml
in 24 hours

8. Inability to control loss of urine from bladder

Down 

1. Production of abnormally large amount of
urine

2. Painful or difficult urination
3. Blood in the urine
4. Voiding at frequent intervals
5. Frequent urination at night
7. Need to void immediately
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Fox Valley Technical College 
Nursing Assistant Program 

Unit 5  

Learning Plans 13-15 
Lab Activities 5 

Exam 4 must be completed on Blackboard prior to lab.  Dates for completion will 
be assigned by instructor. 

Exam 4 covers:  

 Nutrition
 Intake and Output
 Bowel and Urine Elimination

Complete: All learning activities for Learning Plans 13-15. 

Role Play: Case scenarios related to dementia. 

Review: Handouts located in the curriculum manual. 

Discussion: On advanced directives, and the role of a nursing assistant in the 
survey process, caring for the dying patient, and home care. 

Practice and testing on the following skills: 

 Comfort measures as they relate to death and dying

 Turning

 Positioning

 Post Mortem Care

 Vital Signs
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Nursing Assistant 
Unit 5:  Learning Plan 13 

Dementia and Delirium 
 

Overview/Purpose 
Confusion and dementia are not a normal consequence of aging. However, many older adults 
suffer from confusion or dementia due to a variety of causes. As a crucial part of the health care 
team, it is very important for the Nursing Assistant to be able to effectively communicate, interact, 
and care for those clients that are cognitively impaired. 

Target Competency 
Provide appropriate care for clients experiencing dementia. 

Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.
 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to

informed decisions, innovation and personal empowerment.
 Work Collaboratively — Work collaboratively with others to complete tasks, solve problems,

resolve conflicts, provide information, and offer support.
 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and

listening skills across various settings to engage diverse audiences.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 

Your performance will be successful when: 

 you investigate the different types of dementia.

 you use appropriate terminology related to dementia.

 you explore the stages of Alzheimer’s.

 you interact appropriately with clients who have dementia using strategies appropriate to
interaction guidelines for clients with dementia.

 you promote client independence.

 you follow the established plan of care.

 you apply techniques appropriate to managing stressful situations for both client and
caregiver.

 you maintain self-control in stressful situations with clients.

 you identify potentially dangerous situations relative to the dementia client.
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Learning Objectives 
a. Define terminology related to dementia. 

b. Define confusion and its causes. 

c. List measures that help confused persons. 

d. Differentiate between reversible and nonreversible dementias. 

e. List ways to maintain a safe and appropriate environment for the client with special needs. 

f. Investigate Alzheimer’s disease. 

g. Explore care required by clients with dementia. 

h. Assist clients at mealtimes using various techniques to maintain independence. 

i. Employ measures to minimize or prevent behavior challenges. 

 
Learning Activities 
1. VIEW videos through Blackboard:  

Films on Demand  
_____  Alzheimer’s Disease:  Is It Delirium or Dementia? For Nursing Homes—Level I 

(#52859) (39:00)  
____  Alzheimer’s Today:  A Caregiver’s Guide (#43811) (90:00) 
____  Alzheimer’s and Dementia:  Caring for the Caregiver (#32231) (57:00) 
____  Alzheimer’s Disease for Assisted Living Facilities—Level I (#43813) (74:00) 

YouTube 
____  What is Alzheimer’s Disease? (3:14) 
____  Coconut Oil Touted as Alzheimer’s Remedy (5:45) 
____  Teepa Snow’s GEM Model (4:46) 

2. READ your Hartman textbook:  Ch. 19, pp. 349-368. 
3. DOWNLOAD Teepa Snow’s GEMS Model 

http://teepasnow.com/uploads/main/GEMS_Poster_8.5x11_FINAL-SMALL-No_Bleed.pdf  

3. COMPLETE: Hartman textbook Ch. 19 Review, Nursing Assistant curriculum manual, Unit 5, 
LP 13, and Lab 5. 

4. DISCUSS ways a nursing assistant can assist client with dementia. 

5. READ The Art of Dementia Care by Daniel Kuhn and Jane Verity. 

6. COMPLETE role play activity in lab as facilitated by instructor. 
 



NURSING ASSISTANT Page 13-3 
Unit 5:  Learning Plan 13—Dementia and Delirium 
Print Date:  July 10, 2018 

Fox Valley Technical College—Copyright © June 2018 

Learning Plan 13 Study Guide 

I. Terminology 

A. Delirium – A temporary state of confusion due to underlying cause. Reversible once 
cause identified and corrected 

B. Dementia – A permanent and progressive loss of cognitive function – Irreversible 

C. Catastrophic Reaction – an over-reaction to something in environment 

D. Hallucination – Experiencing something that is not actually present – can be seen, 
heard, tasted or smelled. (Is real to the person experiencing the hallucination) 

E. Delusion – a fixed false belief 

F. Sundowning – Confusion which tends to get worse during the afternoon and evening 
hours – may be subtle or quite marked. 

G. Paranoia – delusional behavior, usually seen as mistrustfulness, suspiciousness, 
jealousy and combativeness 

II. Delirium signs and symptoms: Develops over hours to days usually (acute)

A. Change in cognition (disorientation, memory impairment)

B. Perceptual disturbances – hallucinations, misinterpretations

C. Intermittent incoherent speech

D. Insomnia or daytime drowsiness (sleep wake cycle disturbances)

E. Cognitive function fluctuates during the day (sundowning)

III. Causes (almost anything can precipitate a state of delirium)
 Infection
 Trauma (especially hip fractures)
 Endocrine disturbance (often thyroid)
 Organ failure (heart, liver, kidney, respiratory)
 Side effects of medications
 Post anesthesia effect, or postoperative stress
 Change in environment
 Hypoglycemia (low blood sugar)



NURSING ASSISTANT Page 13-4 
Unit 5:  Learning Plan 13—Dementia and Delirium 
Print Date:  July 10, 2018 

Fox Valley Technical College—Copyright © June 2018 

 Electrolyte imbalance (potassium, sodium, etc.)
 Nutritional deficiencies
 Alcohol or drug use or withdrawal from alcohol or other drugs
 Mental stress or exhaustion
 Pain

Estimated 10% of all hospitalized patients (elderly much more susceptible), 20% of all burn 
patients, 30% of all intensive care patients. High mortality rate in the elderly – needs to be 
taken seriously with a thorough medical examination and diagnostic workup to determine 
underlying cause. 

Delirium can happen to someone with dementia – so acute case of confusion on top of the 
permanent state of cognitive decline/disorientation. 

IV. Dementia – Permanent, progressive decline in cognitive function. Irreversible.

A. Symptoms (some can be very similar to those seen with delirium)
1. Memory impairment (especially short term)
2. Difficulty processing/understanding information
3. Judgment impairment
4. Disorientation
5. Inability to manage ADLs
6. Hallucination or other perceptual disturbances
7. Behavioral disturbances (agitation, pacing, wandering, etc)

B. Types of Dementia 
1. Majority (60%) caused by Alzheimer’s
2. About 20-25% are vascular – multi-infarct, or multiple strokes
3. Rest (20-25%) are a mix of other types/causes

a. Alcoholism (Wernicke/Korsakoff Syndrome)
b. Huntington’s Chorea
c. Diabetes
d. AIDS
e. Parkinson’s
f. Lewy Body
g. Pick’s Disease
h. Syphilitic Dementia

V. Alzheimer’s disease (AD)  (observed by Dr. Alois Alzheimer) 

A. An age related, irreversible brain disorder that develops gradually, but progressively 
and results in memory loss, behavioral and personality changes and eventual cause in 
all cognitive functions 

B. On average, a person with Alzheimer’s lives 8-10 years after diagnosis, disease can 
last up to 20 years 
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C. For most persons AD develops after the age of 60 (late onset) 

D. Although the risk of developing Alzheimer’s increases with aging, it is NOT a normal 
part of aging. The highest risk group is those 85 years of age and older. 

E. Estimated 4-4.5 million people with the disease currently 
1. In normal aging, nerve cells are not lost in large numbers. With AD, there is a

substantial loss of nerve cells. These cells stop functioning, lose connection with 
other nerve cells and die. Will see brain atrophy (substantial shrinkage of brain 
tissue due to the loss of grey matter) on scans. 

2. The neurotransmitter Acetylcholine is needed for communication between cells,
and is very important with memory and learning functions. As the many nerve 
cells are lost, the amount of this neurotransmitter also declines (many of the 
drugs used with AD now, like Aricept, function by restoring the level of 
Acetylcholine in the brain) 

VI. Progression of Alzheimer’s disease (Actual cause is unknown with late onset AD)

A. First strikes a structure on the left side of brain – the hippocampus – which is
responsible for processing new information, forming short term memory 

B. Amyloid plaques (thick sticky deposits) develop and kill off cells 

C. Neurofibrillary tangles (protein) break down communication between the nerve cells. 

D. Cerebral Cortex (outer layer of brain) attacked next, where language and reasoning 
centers are. Once affected, start seeing personality and behavioral changes, and 
language difficulties 

E. Eventually goes on to affect most all of brain – leads to patients who are bedridden, 
totally dependent and unresponsive to environment. 

F. Most patients do not die from AD, die from secondary complications like aspiration 
pneumonia, fractures, other infections. 

VII. Stages of Alzheimer’s – often referred to as early, middle or late/end stages

A. Normal cognitive function

B. Forgetful, but not abnormally so, knows they are forgetting things

C. Trouble doing complex tasks, especially at work or in social settings. Usually others
are aware now that person is having trouble with memory or cognitive function. 
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D. Continued decline with complex tasks, cooking, paying bills, etc. Especially 
sequential tasks (steps) – won’t be able to remember the correct order of the task. Not 
safe to leave alone – will leave stove on and walk away. May walk away from house, 
not remember where house is. 

 
E. Now needs help with dressing. Often disoriented to time and place. Starts having 

trouble recognizing people. 
 
F. Short term memory is gone. Unaware of surroundings, year, date, season. May not 

remember family members (siblings, spouse, children). Personality and behavioral 
changes appear. Needs help with dressing, bathing, toileting (so may see incontinence 
now). Swallowing problems develop. 

 
G. Loses ability to walk and sit by self. No longer speaks, swallows, or smiles. 

Incontinent of bowel and bladder. Will eventually become unresponsive and die. 
 
 
VIII. Early Onset Alzheimer’s 
 

A. (Not very common) Onset before the age of 60. About one-half of the children of an 
affected parent will develop the disease between 30 and late 50s. 

 
B. The cause is known – a mutation in one of 3 genes: 

1. APP gene on chromosome 21 (why trisomy 21 patients or people with Down’ 
syndrome are at higher risk of developing AD) 

2. Presenilin 1 gene on chromosome 14 
3. Presenilin 2 gene on chromosome 1 

 
 
IX. Diagnosing Alzheimer’s disease 
 

A. Can only be diagnosed conclusively after death with autopsy. 
 
B. However, a range of tools with trained clinicians can now diagnose AD with up to 90 

percent accuracy. 
 
C. Medical history, physical exams, diagnostic test to rule out other causes of cognitive 

decline, memory and language tests, and brain scans are used in the process. 
 
D. One current screening tool being tested involves the ability to accurately smell certain 

smells. (Sense of smell lost early with brain problems like AD and Parkinson’s – so 
not specific to AD.) 
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E. MCI – Mild Cognitive Impairment – Neuropsychological testing for AD, like verbal 
fluency, delayed recall, overall cognitive function are used to pick up on this early 
decline in cognitive function. Recommendations are that those identified with MCI get 
started on the AD drugs that help increase the amount of Acetylcholine. The majority 
of those identified (some studies say 50-80%) with MCI will develop AD within 5 
years if no intervention started. 

X. Treatment of AD 

A. No cure or vaccine available, but many studies are focused on this. 

B. Control of cognitive loss and behavioral problems is focus of treatment 

C. 5 drugs approved to treat AD symptoms (as of 2003) (1st drug approved has already 
been replaced), 3 used for mild to moderate, last one for moderate to severe. 

D. These medications do NOT stop or reverse AD. Do tend to slow down the progression 
of the disease (with the mild-moderate). Only appear to be effective for a few years at 
best. 

E. Other meds used specifically to treat symptoms, for agitation, seizures, etc. 

F. Prevention – 7 current studies on prevention underway by the National Institute of 
Aging (part of the National Institute of Health) 
 Some suggestion that use of non-steroidal (NSAIDs) medications slows the rate of

cognitive decline (Naprosyn or Aleve and Celebrex are the two being studied 
specifically) 

 Vitamin E and selenium supplements
 Ginkgo Biloba extract (nutritional supplement)
 Exercise – promotes circulation in brain
 Education – Those with higher levels of education tend to be at lower risk of

developing (more cognitive strategies/function so if some is lost, not noticeable)
 Word puzzles, mind challenges

For detailed information on the latest research and knowledge on Alzheimer’s download the 
2003 Progress Report on Alzheimer’s disease from the NIH (National Institute of Health) 

Clinical Trials underway information can be obtained by calling 1-800-438-4380 or at 
www.alzheimers.org/trials 
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XI. Approaches to Facilitate Interactions 
 

A. Philosophy of care 
1. Support current abilities 
2. Minimize client decline 
3. Provide meaning for quality of life 
4. Staff influence and create a “climate” or positive environment 

 
B. Approaches to facilitate interactions 

1. Recognize client’s need for space 
2. Use non-threatening language and gestures 
3. Simplify task/activities 

a. Adhere to daily routines 
b. Use simple, one step instructions (KISS method) 
c. Repeat instructions when necessary 

4. Provide a calm environment with familiar routines 
5. Use creativity and flexibility in your approach 

a. Vary approach according to needs 
b. Approach with calm behavior 

6. Increase supervision as the disease progresses and the client becomes more 
dependent. 

7. Use reminiscence – remembering and discussing past events. 
a. Family albums – labeled by family 
b. Familiar music 
c. Familiar historical events 

8. Use of environment for reality orientation and support 
a. Large daily activity calendar 
b. Visual aids to identify rooms and bathrooms with color contrast 
c. Appropriate seasonal decor 
d. Staff wears name tags with large print 

 
 
XII. Recreational Activities 
 

1. Physical activities 
a. Walks 
b. Dance 
c. Exercise (individual/group) 
d. Toss games 
e. Homemaking tasks 

2. Music 
a. Singing from familiar tunes and hymns 
b. Rhythm activities 
c. Musical entertainment 
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3. Sensory awareness 
a. Touch – bread making, kneading, blowing bubbles 
b. Taste – taste foods that are sweet, sour, salty, soft, chewy, smooth 
c. Touch – massage, use of textured fabrics, soft, hard, smooth, rough 
d. Smell – perfume, spices, chocolate, lemon, coffee 
e. Sight – colors, flowers, identify self in pictures 
f. Hearing – animal sounds, contrasting sounds, different instruments 

4. Games 
a. Use games appropriate to age group - use discretion 
b. No strict or reinforced rules 
c. Use simple card games, large puzzles, checkers 

5. Arts and crafts 
a. Focus on simplicity 
b. Focus on self expression 

6. Relaxation 
a. Walks 
b. Gardening 
c. Pet therapy 
d. Church activities 
e. Music 

 
 
XIII. Nutritional and Fluid Needs 
 

A. Dementia clients may not remember whether or not they have eaten. 
 

B. Dementia clients may not remember how to use eating utensils. 
 

C. Clients in advanced stages may have to be fed. 
 

D. Clients may need to be reminded to swallow food. 
 

E. Clients may not know to drink when thirsty. 
 

F. Suggested approaches: 
1. Use simple, one-step instructions, such as “Pick up your fork,” “Put the food on 

it,” “Raise it to your mouth.” 
2. Repeat instructions when necessary. 
3. Limit the number of choices the person has to make. 
4. Put only one utensil and only one food in front of the person at a time. 
5. Use finger foods which can be easier and sometimes not as messy. 
6. Encourage the person to sit erect in a comfortable position. 
7. If a person chokes easily, grind or cut the food into very small pieces or use 

foods with a soft consistency; such as applesauce, cottage cheese or eggs. 
8. Be aware that clients lose the ability to sense hot or cold, and may burn their 

mouths on hot foods or liquids. 
9. Fill glasses only half-full. 
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10. Remind the person to eat slowly. 
11. Suggest often that the person chew each bite thoroughly. 
12. Try to serve the person foods that are favorites.  This will provide a greater 

incentive for the person to eat. 
13. Be sure that meals are nutritionally adequate. 
14. Use a plate with no design to reduce confusion. 
15. Avoid trying to convince the person whether or not a meal has been eaten. 
16. Use adaptive devices such as curved spoons or sectioned plates for people who 

have difficulty using regular eating utensils. 
17. Try not to keep anything around that may look like food, such as dog biscuits, 

flower bulbs, artificial flowers, etc., as they may be mistakenly eaten. 
 
 
XIV. Environmental Needs – Clients Perceive Environment Differently 
 

A. Safety in environment 
1. Clear path of obstructions 
2. Secure windows and doors 
3. Minimize confusion in environment 
4. Provide nonskid surfaces 
5. Supervise smoking 
6. Keep rooms well lit 
7. Utilize safety equipment 

 
B. Decreasing environmental squeezers: 

1. Keep home free of clutter 
2. Use only soap and towel in bathroom 
3. Avoid distractions 
4. Control lighting 
5. Avoid glass/see-thru surfaces 
6. Avoid constant noise, confusion, interruptions 

 
C. Structured routine 

1. Set a regular schedule for: 
a. Toileting 
b. Meals 
c. ADLs 
d. Sleeping 

2. Be adaptable and flexible according to client’s needs. 
3. Provide clues in the environment to reinforce routine. 
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XV. Caregiver emotions

A. Stressors unique to families and caregivers of clients with dementia 
1. Unpredictable behavior of client
2. Limited communication abilities
3. Alertness to client’s needs
4. Structure and repetitive routine
5. Need for constant supervision
6. Unintentional hurting comments and outburst by client

B. Types of care givers 
1. Family
2. Nursing assistants in various settings
3. Respite aide
4. Companions and friends

C. Resources 
1. Staff

a. Inservices
b. Conferences

2. Family
a. Support groups
b. Supportive services such as clergy and counselors

3. Local resource – Wisconsin Alzheimer’s Information and Training Center.
1-800-922-2413

4. National resource – Alzheimer’s Association.  1-800-621-0379

(Information prepared with the help of the Wisconsin Alzheimer’s Information
and Training Center.)

5. Coping with Alzheimer’s disease:  Helpful Resources
a. Medical Care:

 Outpatient medical services (internist, geriatrician) for diagnosis and
ongoing medical care.

 Inpatient medical services for treatment of acute illness.
 Outpatient psychiatric services for medications to help with management

and counseling.
 Inpatient psychiatric services for medications to help with management

and counseling.
 Inpatient psychiatric services for assessment and treatment of behavior

changes, problems which need intensive treatment and close
supervision.

 Neuro-psych testing to evaluate memory loss, dementia, and rule out
presence of psychiatric disorders.
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b. In-home Support Services  
 Nursing, nurses’ aides, homemakers, home health aides to provide 

nursing and hands-on care for patient; supplemental care provided by 
family members. 

 Companions, respite workers to spend time with client and provide a 
break for caregivers. 

 Chore service to take care of household responsibilities which 
caregiver needs to help with. 

 Delivered meals to ensure adequate nutrition for patient and/or 
caregiver. 

c. Out-of-Home Support Services 
 Adult day care provides respite for caregiver, socialization and 

activities for patient.  Optimum day care is one which specifically 
focuses on needs of dementia victims. 

 Support groups for family caregivers, provides emotional support, 
education, and social networking. 

 Legal/Financial counseling provides essential information for family 
caregivers planning for future needs. 

 Individual/family counseling provides emotional support for those 
who choose not to participate in support groups or to supplement 
support group activities. 

 Telephone hotline provides immediately accessible, anonymous source 
of support and information. 

 Transportation services help patients and families access community 
resources such as day care. 

d. Alternative Living Settings 
 Adult family homes, community based residential facilities (CBRFs), 

group homes provide non-institutional alternative living settings for 
dementia victims. 

 Nursing homes provide short-term (respite) or permanent institutional 
living setting for patients. 

e. Wisconsin Alzheimer’s Information and Training Center 
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Brain Changes with Dementia 



NURSING ASSISTANT  Page 13-16 
Unit 5:  Learning Plan 13—Dementia and Delirium 
Print Date:  July 10, 2018 
 

Fox Valley Technical College—Copyright © June 2018 

 
 

 
 
 

 



NURSING ASSISTANT Page 14-1 
Unit 5:  Learning Plan 14—Death and Dying 
Print Date:  July 10, 2018 

Fox Valley Technical College—Copyright © June 2018 

Nursing Assistant 
Unit 5:  Learning Plan 14 

Pain Control, Death, Dying and 
Hospice 
 

Overview/Purpose 
Health care is provided for all stages of a client’s life, including the loss of good health and the 
final stages of life and death. Understanding these processes can help you approach the grieving 
client and their families with care, kindness, and respect. 

Target Competency 
Provide care for those experiencing grief and loss. 
Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.
 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to

informed decisions, innovation and personal empowerment.
 Work Collaboratively — Work collaboratively with others to complete tasks, solve

problems, resolve conflicts, provide information, and offer support.
 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and

listening skills across various settings to engage diverse audiences.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 
Your performance will be successful when: 

 you identify the impact of illness.

 you explore the stages of grief.

 you recognize the signs of approaching death.

 you use appropriate nursing care to clients who are terminally ill.

 you investigate the role of hospice care.

 you investigate advanced directives.

 you determine the role of the CNA in dealing with the dying client.

Learning Objectives 
a. Define:  Advance directive, postmortem, rigor mortis, and terminal illness.

b. Investigate terminal illness.

c. Explore how experiences, culture, religion, and age influence attitudes about death.
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d. Investigate the 5 stages of the grieving process. 

e. Explore how to meet the dying person’s psychological, social, and spiritual needs. 

f. Explore how you can help meet the physical needs of the dying person. 

g. Investigate the needs of the family during the grief and loss process. 

h. Investigate hospice care. 

i. Explore a DNR order. 

j. Identify the signs of approaching death and signs of death. 

k. Investigate the client’s postmortem care if a situation arises in clinical site. 
 
Learning Activities 

1. VIEW videos through Blackboard: 

Films on Demand 
____  Advanced Care Planning:  Preferences for Care at the End of Life (#47905) (27:00) 
____  End of Life:  Patient’s Facing Death (#11542) (48:00) 
____  Living with Dying (#48745) (50:00) 
____  Beyond Theology (#15754) (4.6 hours–10 segments, 28 minutes each) (Choose 4 
segments) 
____  Chronic Pain (#36479) (28:00) 

2. READ your Hartman textbook:  Ch. 23 and Nursing Assistant curriculum manual, Unit 5, 
LP 14. Review Ch. 14. 

3. COMPLETE: Hartman textbook Ch. 23 Review. 

3. DISCUSS the nursing assistant’s role in caring for the dying client. 

5. DISCUSS the nursing assistant’s role in working with the family during the grief and loss 
process. 

6. DISCUSS hospice care. 

7. DISCUSS advanced directives. 

8. DEMONSTRATE in lab comfort measures as they relate to death and dying (turning, 
positioning, and environmental measures). 

9. UTILIZE the study guide to augment the assigned chapter readings. 
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Learning Plan 14 Study Guide 
 
 
I. Impact of Illness 
 

A. Chronic illness, terminal illness and disabilities 
1. Physical abilities and appearance may be altered 
2. May become dependent on others 
3. May have to cope with pain 
4. Life-styles and attitudes likely to be affected 

 
B. Terminal or Life-Threatening Illness 

1. Not curable 
2. Symptoms and acute illnesses or episodes may be treated 
 

C. Stages of Grief (df: “mental anguish”) 
1. Dr. Elisabeth Kübler-Ross, On Death and Dying  

a. Denial 
b. Anger 
c. Bargaining 
d. Depression 
e. Acceptance 

2. These are coping mechanisms. They are not right or wrong. 
3. Grieving may be a fluid process – a natural progression through the stages, 

may vacillate between stages or may remain in one stage entire time. 
4. The stages of grieving may be seen in patients, their loved ones, family and 

caregivers of the patients. 
 

D. Personal beliefs affect reaction to death 
1. Social and ethnic background 
2. Ethnic/Race background 
3. Religious/Spiritual 
 

E. Nursing approaches found useful in caring for those with a terminal illness 
1. Be a good listener (don’t always need to say much or anything) 
2. Allow and encourage ventilation, don’t take it personally 
3. If requests can be met, do so 
4. Don’t pass off depression (or other stages) as negative behavior 
5. Be supportive and caring 
 

F. Hospice Care 
1. A philosophy of care that focuses on quality of life  
2. Palliative care – focuses on relief of symptoms 
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3. Hospice care provided: 
 At home 
 In nursing homes (LTC) 
 Assisted living, group homes, CBRFs 
 Hospital (acute or respite care) 
 Inpatient facility (Don and Marilyn Anderson facility in Madison) 

  



NURSING ASSISTANT Page 14-5 
Unit 5:  Learning Plan 14—Death and Dying 
Print Date:  July 10, 2018 

Fox Valley Technical College—Copyright © June 2018 

Basic Principles of Pain 

A. Pain is: 
1. a sensation
2. a protective warning mechanism
3. center of one’s attention
4. felt by a healthy, intact nervous system
5. The 5th Vital Sign

B. Some causes of pain include: 
1. lack of blood supply to tissues in an area
2. excessive stretching
3. tissue damage and destruction
4. muscle spasms and contractions
5. tissue inflammation (body response to injury or irritation by chemicals,

mechanical injury, poisons, or bacteria)

C. Types of pain: 
1. localized—feel pain where injured or ill
2. referred pain
3. phantom pain
4. acute
5. chronic
6. clients may not be able to feel pain due to impaired nervous system

a. paralysis
b. slowed reaction time often seen in elderly
c. under the influence of pain killers (narcotics), alcohol, or anesthesia

D. Factors influencing reactions to pain: 
1. previous experience with pain
2. learned from family and culture—how you saw pain in others
3. state of health—what else is wrong
4. tired, fatigued—lowers ability to tolerate pain
5. distractions present—keeping mind off pain

E. Signs and symptoms of pain: 
1. irritability or complaints of pain
2. flushed at site of pain
3. perspiration
4. facial grimaces or pale
5. decreased movement, protective posturing, and/or restlessness

F. When describing pain orally or in writing, you must include: 
1. irritability or complaints of pain
2. flushed at site of pain
3. perspiration
4. facial grimaces or pale
5. decreased movement, protective posturing, and/or restlessness
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G. Measures assistant can use: 
1. Provide comfort measures

a. repositioning
b. rest
c. massage area
d. back rub
e. distraction

i. activities
ii. TV
iii. radio
iv. conversation

2. Slow, smooth movements
a. avoid jerking
b. avoid bumping bed

3. Washing face
a. cool cloth to face
b. oral hygiene

4. Provide fresh water
a. ice chips
b. fluids
c. food, if indicated

5. Noise reduction
a. soft music

6. Provide emotional support
a. allow the patient to talk about the pain
b. avoid judging another’s plan threshold
c. be sensitive to the person “How do they usually help themselves to
relieve  discomfort or pain?” 

7. Pain feels worse at night, so perhaps a distraction such as listening to the radio,
reading, etc., might help

8. Analgesics (pain killers) are pain-relieving medications given by the nurse.
You may need to alert the nurse for the patient.  Some drugs are given prn
(whenever needed).  Work best if given before pain becomes too severe.  Be
aware of signs and symptoms of pain.  Notify the nurse.

9. Observe for side effects of pain medications
a. check for effectiveness of pain control
b. dizziness/lightheadedness
c. nausea and vomiting
d. constipation
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“Face” Scale 
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Are You in Pain? 
 
 

If you are in pain, you have the right to proper pain management. 
 

Talk to your doctor or nurse about it. 
 
 
 

For Noncommunicative Patients or Those Age 0-5. 
 

 
 
*Add numbers from all categories to arrive at total score:  ______________ 
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Nursing Assistant Measures  
to Promote Comfort and Pain Relief 

Relieving discomfort helps reduce pain and anxiety.  Nursing Assistants can use many basic 
nursing measures to make a patient more comfortable.  These include: 

 Telling patients what you plan to do and how you will do it
 Providing privacy
 Assisting the patient to assume a comfortable position
 Repositioning the patient to relieve pain and muscle spasms
 Changing the angle of the bed to relieve tension on surgical sites or injured areas
 Assist with elimination needs
 Wait 30 minutes after pain medications are given before giving care or starting activities
 Use touch to provide comfort
 Allow family and friends at the bedside as requested by the person
 Apply warm or cold applications as directed by the nurse
 Avoiding sudden, jerking movements when moving or positioning the patient
 Performing passive range-of-motion exercises to reduce stiffness and maintain mobility
 Using pillows to support the affected body part(s)
 Providing extra pillows and blankets for comfort and support
 Straightening the bed and linen, keeping them tight and wrinkle free
 Giving a backrub
 Washing the patient’s face and hands
 Placing a cool, damp washcloth on the patient’s forehead
 Providing oral hygiene
 Providing fresh water, food, or beverages as permitted
 Playing soft music to distract the patient
 Listening to patient’s concerns
 Providing emotional support
 Maintaining a comfortable environmental temperature
 Providing a quiet, dark environment
 Eliminating unpleasant sights, sounds and odors from the environment

Practice safety measures if the person is on strong pain medication or sedatives: 

 Keep the bed in the low position
 Raise the bed rails as directed—follow the care plan
 Check on the person every 10-15 minutes
 Provide help when the person needs to get up and when he/she is up and about
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II. Advance Directives 
 

The Patient Self-Determination Act, effective December, 1991, requires healthcare 
providers to give patients written information about the patient’s rights to make decisions 
concerning medical care and to issue an advance directive. On admission to the following 
healthcare facilities, this information must be given to the patient/resident: 

 

 Hospital 
 Skilled Nursing Facility 
 Home Health Agency 
 Hospice Program 
 Organization that provides managed care services to Medicare beneficiaries 

 

Types of Advance Directives:  Living Wills and Durable Power of Attorney for 
Healthcare (DPOAHC) 

 
Both are written documents that allow you as a competent adult, to indicate to family and 
physicians exactly what kind of care you want or don’t want. Both advance directives need 
to be “activated” before those directions are heeded. Activation of these documents means 
that two doctors conclude that you are unable to make your own medical decisions. Both 
can be “deactivated” if you become able to make your own decisions again so that you 
resume making your own health care decisions. Neither one requires you to see an attorney 
to complete the form. You may want to if you are also naming a power of attorney for 
financial matters at the same time. 

 
Living Wills: 

 
 Activated when it is determined that you have a terminal illness, or you are 

permanently unconscious or imminently dying and unable to make your own decisions. 
 

 Indicate wishes regarding life-prolonging medical treatment. 
 

 Serves as documentation of your legal right to refuse medical or surgical care and your 
understanding of the consequences of such refusal. 

 
 ONLY becomes effective when you are terminally ill 

 
 

DPOAHC (Durable Power of Attorney for Healthcare) 
 

 Relates to any medical situation – not only end of life decisions. 
 

 You as a competent adult, name another competent adult to make medical decisions if 
you become incapacitated and unable to make your own wishes known. You will want 
to name an alternate agent (second choice) in case your agent (first choice) is 
unwilling, unable or ineligible to be your agent.  
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 Best to indicate wishes regarding artificial life support or other treatments you do not
want. You can also address issues such as surgery, nutrition, and hydration.

 If you return to a state of health where you are able to make your own choices, the form
is de-activated and you resume control over your health care decisions.

When either type of advance directives are completed and signed, it is important to make 
copies. Keep one for yourself in a safe place and ensure that copies are provided to the 
healthcare agent(s) chosen, your family, close friends, your physician and any healthcare 
institutions from which you are receiving care. Make a list of everyone you send a copy to 
so that if you update the form, you can send the revised copy to all involved. 

III. Impending Death

A. Related terminology 
1. Mottling – discoloration of areas of skin, related to decrease in circulation to

those areas
2. Cheyne-Stokes – irregular breathing pattern
3. Post mortem – after death
4. Rigor mortis – stiffening of the body usually 6-8 hours after death
5. DNR (Do Not Resuscitate) or No Code –

B. Physical changes 
1. Eyesight diminishes – client may stare and film may cover eyes
2. Mucous membranes become dry
3. Skin changes

a. Color
b. Temperature
c. Moisture content

4. Weakening muscle tone makes body seem limp; client may lose control of
bowel/bladder

5. Mucus collects in throat and chest and may cause irregular breathing or death
rattle

6. Pulse becomes rapid, weak, and irregular
7. Hearing is usually the last sense to fail

C. CNA actions – care of the dying patient 
1. Keep room light as usual – a dark room might be frightening
2. Keep mouth and lips moistened
3. Keep extra blanket available for warmth
4. Keep client clean and change bedding when necessary; keep room odor free

and well ventilated
5. Include family in care when appropriate
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D. Care of the body after death 
1. Body is carefully bathed using gloves 
2. All tubing(s) and dressing(s) are removed as directed by the nurse 
3. Clean dressings are applied if indicated 
4. Dentures are placed in the mouth according to policy 
5. Position body in supine position 
6. Name tags attached according to policy 
7. Follow agency policy regarding post-mortem care 

 
E. Notification of family 

1. Usually the nurse will notify the family if impending death or death 
2. Be aware of religious beliefs and customs 
3. Family members may be extra-sensitive to external factors 

a. Use care to make room appear clean and peaceful 
b. Remove all equipment 
c. Deodorize room as best as possible 
d. Provide privacy 

4. Gather all client’s personal belongings and box them according to policy of 
facility. 

5. Maintain quiet atmosphere for family’s viewing of loved one 
 

F. Impact of death on staff 
1. Provide necessary support 
2. Allow expression of feelings 
3. Be kind to one another 

 
 
IV. Organ Donation 
 

A. The Uniform Anatomical Gift Act was first enacted in 1968 to allow the gift of 
organ, tissue and eye donation. It was amended in 1987 to specifically encourage 
organ, tissue and eye donation by making the gift of donation irrevocable, unless 
revoked by the donor before death. The amended Act further provides that donation 
does not require consent or concurrence from any person after the donor’s death. It 
has been enacted in 39 states (including Wisconsin), yet consent for donation is 
typically still sought from the legal next of kin. 

 
B. Wisconsin is not among the 33 states currently with an active donor registry, a 

central area of information on donor intent. Donor designations are often made at the 
time of driver’s license application and/or renewal in Wisconsin. Other states use 
donor cards or offer internet-based and direct mail sign-up as options. 

 
C. More information may be obtained by calling RTI Donor Services at 608-231-9050. 
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D. CNA Role 
1. Know who in your facility handles donor discussions so you are able to direct

the family and/or patients for assistance. If there are information packets that
can be handed out by nursing assistants, offer these if requested.

2. Be supportive and listen.
3. Discussions and/or consents are obtained by social workers, nurses and/or

physicians - the CNA would not be expected to handle.
4. As with death and dying - explore your own beliefs and thoughts. The more

comfortable you are with these issues, the better and more natural it will seem
taking care of people going through these issues.

5. As with all aspects of health care, be respectful of different cultural and
religious/spiritual beliefs. Diversity makes life more interesting.
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Post Mortem Care 
 
 
Cleansing: 
 
1) Check body for cleanliness. It is normal for bowel and bladder to empty sometimes while 

turning body. You may also hear air escaping from the lungs during turning 

2) Remove soiled linen and clothing. 

3) Apply clean gown 

4) Place dentures in cup. Glasses and dentures are to be sent to funeral home with body. Also 
send any prosthetic devices (artificial eye, limb, etc. 

5) Place a draw sheet under body to ease transfer of body to stretcher 
 
Positioning: 
 
1) Body to be placed in supine position with the head placed in a pillow and head elevated 

slightly. 

2) Place hands on abdomen or on sides of body 

3) Align body by using rolled pads. 

4) Gently close eyes 
 
 
 
Please provide privacy and dignity while doing cares. Allow loved ones to grieve and provide 
comfort to them during this time of loss. 



NURSING ASSISTANT Page 14-17 
Unit 5:  Learning Plan 14—Death and Dying 
Print Date:  July 10, 2018 

Fox Valley Technical College—Copyright © June 2018 

Used with permission by RTI.
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Nursing Assistant 
Unit 5:  Learning Plan 15 

Home Care 
 

Overview/Purpose 
Home care, also known as home health care, makes it possible for many people to remain in the 
comfort of their own homes for as long as possible. 

Target Competency 
Promote ability to stay in home. 
Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.
 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to

informed decisions, innovation and personal empowerment.
 Work Collaboratively — Work collaboratively with others to complete tasks, solve problems,

resolve conflicts, provide information, and offer support.
 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and

listening skills across various settings to engage diverse audiences.

Assessment Standards 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 
Your performance will be successful when: 

 you encourage client independence.

 you reinforce client attempts at self-care.

 you explore the safety of the home setting.

 you explore the various types of home care.

 you fulfill the nursing assistant’s role in home care.

 you provide home care holistically to your client, including mental and physical aspects of the
client.

Learning Objectives 
a. Define: home care.

b. Identify members of the home care team.

c. Discuss the role of the nursing assistant in home care.

d. Discuss reasons why a client may require home care.
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e. Discuss the elements that are necessary for successful home care for the client.

f. Explore your responsibilities and how to promote quality of life.

Learning Activities 
1. VIEW videos through Blackboard:

Films on Demand
____  Home Health Aide and Personal Care Assistant (#37252) (22:00)
____  Infection Control in the Home Setting (#43844) (5:00)
____  Alzheimer's Disease and Related Disorders III (For Home Health) (#43812) (100:00)
____  Caregiver Stress and Depression | Dr. Helen Lavretsky – UCLA (43:30)

2. DISCUSS the nursing assistant’s role in home care.

3. READ in your Hartman textbook, Ch. 24, Ch. 25, and Nursing Assistant curriculum manual,
Unit 5, LP 15.

4. COMPLETE: Hartman textbook Ch. 24 and Ch. 25 Reviews.

5. COMPLETE the home care activity.

6. VIEW Videos:  Federal Nursing Home Survey Process: The Role of the Nursing Assistant and
Making the Communication Connection: The Nursing Home Survey Process at
http://www.health.state.mn.us/divs/fpc/videoindex.cfm (27:00).

7. UTILIZE the study guide to augment the assigned chapter readings.
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Sample 
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Job Description—Home Health Aide (HHA) 
 
 
1.0 Introduction 

1.1 This procedure establishes and defines the basic function, authority, reporting 
relationship, responsibilities, duties and measures of performance of a Home Health 
Aide for Preferred Home Health Care. 

 
2.0 Basic Function 

2.1 The Basic function of a Home Health Aide is to provide, under written instruction, 
personal cares, simple procedures as an extension of nursing and therapy services, 
and incidental household services for the client in his/her home.  Care is given within 
the limits of his/her ability and training.  The Home Health Aide works under the 
supervision of the professional nurse and supervisor, working as scheduled in 
advance by the agency, and rotating weekends. 

 
3.0 Reporting Relationship/Authority 

3.1 The Home Health Aide reports directly to the RN supervisor for the client(s) that 
he/she has been assigned. 

3.2 The Home Health Aide is given sufficient authority to successfully perform the 
duties of the job. 

 
4.0 Qualification Requirements – To perform this job successfully, an individual    must be 

able to perform each essential duty satisfactorily.  The requirements listed below are 
representative of the knowledge, skill and ability required.  Reasonable accommodations 
may be made to enable individuals with disabilities to perform the essential functions. 

 
4.1 Education/Experience 

4.1.1 High school graduate or equivalency is preferred. 
4.1.2 Previous experience as a nurse’s aide preferred. 
4.1.3 Certified by the State of Wisconsin as a Home Health Aide, eligible to work 

in a Federally Certified Home Health Agency and free from substantial abuse 
or misappropriation as listed on the State Registry. 

4.1.4 Maintains proficiency at nursing assistant responsibilities and, there has not 
been a continuous period of 24 consecutive months during which the duties of 
a nursing assistant have not been performed. 

 
4.2 Abilities and Attributes 

4.2.1 Make meaningful observations and write simple reports. 
4.2.2 Ability to accept and constructively utilize supervision. 
4.2.3 Ability to recognize the needs of people and maintain a positive relationship 

in dealing with them. 
4.2.4 Ability to carry out simple personal cares and procedures for the client in the 

home as delegated by and under the supervision of the Registered Nurse. 
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4.3 Language 
4.3.1 Ability to read, to write, and carry out directions. 
4.3.2 Ability to communicate in a positive manner with the client. 

4.4 Reasoning Ability – Able to show tact and good judgment in dealing with those who 
are ill. 

4.5 Physical Demands – Moderate to heavy physical activity.  Lifts 50 pounds, much 
bending, pushing, pulling, climbing stairs, walking, sitting, and standing.  Regularly 
required to use hands and fingers, handle and feel objects, and talk and hear.  Must 
have normal or corrected vision and the ability to adjust focus. 

4.6 Other Requirements 
4.6.1 Maintains reliable transportation and is able to get to work in adverse weather 

conditions. 
4.6.2 Maturity and ability to deal effectively with the demands of the job. 
4.6.3 Neat in appearance and practices, with good hygiene. 

5.0 Duties and Responsibilities – Medically oriented, personal care and incidental services 
provided to an ill necessarily limited to the following tasks as delegated by the Registered 
Nurse: 

5.1 Medication administration. 

5.2 Complex and simple transfers. 

5.3 Complex and simple turning and positioning. 

5.4 Assist with activities directly supportive of skilled therapy services. 

5.5 Vital signs. 

5.6 Active seizure intervention. 

5.7 Application of orthotics and prosthesis. 

5.8 Skin care, including with legend drug products (skin break down, wounds, etc.) 

5.9 Feeding when potentials for aspiration and special procedures or tools must be used 
for safe feeding. 

5.10 Assistance with mobility and ambulation, including assistance with getting in and out 
of bed. 

5.11 Assistance with toileting, including bowel and bladder care and catheter care. 

5.12 Bathing. 

5.13 Dressing and undressing. 

5.14 Hair care, including shaving. 

5.15 Oral hygiene, including teeth, mouth, and denture care. 

5.16 Nail care, excluding nail care of diabetic clients. 

5.17 Assistance with nutrition and diet activities, including meal preparation and washing 
dishes. 

5.18 Care of eye glasses or hearing aids. 
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5.19 Changing of bed linens. 

5.20 Cleaning recipient’s medical equipment such as a wheelchair. 

5.21 Maintenance, including cleaning, of prosthetics and orthotics. 

5.22 Laundry of bed linens and personal clothing. 

5.23 Light-house keeping of areas used directly by the client. 

5.24 Recognizes and reports changes in client’s condition to the nurse and/or supervisor. 

5.25 Documents care appropriately and complete other records delegated. 

5.26 Other tasks as assigned by the RN Supervisor. 
 
6.0 Measures of Performance – The Home Health Aide will be deemed to be performing at a 

satisfactory level when the following are accomplished: 

6.1 The responsibilities and duties of the job are performed in an acceptable manner, 
with a minimum of complaints being registered. 

6.2 A positive and friendly approach is maintained with clients and co-workers. 
6.3 Safety standards are adhered to. 
6.4 Continued education requirements as prescribed by the state of Wisconsin are met. 

 
7.0 Acknowledge 

7.1 I have reviewed and understand the above job description and believe it to be accurate 
and complete.  I also agree that management retains the right to change this job 
description at any time. 

 
 
 
 
 
Home Health Aide       Date 
 
 
 
Employer        Date                                               
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Learning Plan 15 Study Guide 
 
 

I. Home Care – providing care for the client to the fullest physical, mental, social and 
economic functioning as possible and preventing further complications in the home setting. 

 
 
II. Reasons for Home Care 
 

A. Elderly 
 

B. Dementia 
 
C. Post-hospital care 

 
D. Chronic illness 

 
E. Terminal illness/Hospice care 

 
 
III. Team Members 
 

A. Client 
 

B. Case Manager 
 
C. Home Care Aide 

 
D. Family Caregiver 

 
E. Physician 

 
F. Family and Friends 
 
G. Clergy or Spiritual Advisor 

 
H. Social Worker 

 
I. Dietary 

 
J. Other 
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IV. Role of the Nursing Assistant in Home Care 
 

A. Team member 
 

B. Major caregiver 
 

C. Communication link to team 
 
V. Responsibilities of the Home Health Aide 
 

A. Personal care 
 
B. Observe and report 

1. Skin conditions 
2. Changes in health condition 
 

C. Encourage independence 
 
D. Meal preparation 
 
E. Minor housekeeping 
 
F. Observe and report safety issues 

 
 
VI. Qualities of Home Health Aide 
 

A. Independent worker 
 
B. Organization 
 
C. Reliability 
 
D. Personal boundaries 

 
 
VII. Home Care should focus on a holistic approach – the whole person, his needs, well being 

and abilities – not just disabilities. 
 

A. Emotional needs 
 
B. Social needs 

 
C. Spiritual needs 
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VIII. Successful home care depends on:

A. Client’s attitude

B. Client’s acceptance of limitations

C. Client’s motivation

D. Promotion of the client’s ability to stay in own home
1. Home safety
2. Support systems
3. Home care equipment
4. Support for family caregiver
5. Assist each client to become as independent as possible
6. Encourage independence even if it takes a long time
7. As a client’s productivity increases, so does their self concept and self esteem

E. Follow instructions/directions of the nurse and ancillary staff 

F. Provide emotional support and reassurance 

G. Reinforce the teaching of the licensed staff 

H. Prevent complications or further disabilities 

I. Utilize adaptive and/or assistive devices 

J. Allow client time to do things for him/herself 

K. Document and report observations 

IX. Safety and Infection Control in the Home Care Setting

A. Accidents and Medical Emergencies

B. Abusive Situations
1. Client
2. Caregiver
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C. Infection Control 
1. Maintain a Sanitary Environment 

a. Bag Technique 
b. Cleaning equipment and household surfaces with approved substances 
c. Handling food properly 
d. Assisting with personal hygiene 
e. Using Standard Precautions 

(1) Handwashing 
(2) PPE 
(3) Sharps 
 

D. Personal Safety 
 
E. Environmental Safety 
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Fox Valley Technical College 
Nursing Assistant Program 

Unit 6  

Learning Plans 16-17 
Lab Activities 6 

Exam 5 must be completed on Blackboard prior to lab.  Dates for completion will 
be assigned by instructor. 

Exam 5 covers:  

 Dementia
 Death and Dying
 Homecare

Complete: All learning activities for Learning Plans 16-17 

Review: Handouts located in the curriculum manual. 

Locate: Fire and evacuation plans in lab and at clinical site. 

Discussion: Nursing Assistant’s role in pain control and observing for side effects of 
medications, signs and symptoms of diseases and chronic conditions 

These are skills introduced in Unit 1, Learning Plan 5 and reviewed in all previous labs.  
You will be able to practice and you will be tested on the following skills: 

 TPR

 Height

 Weight

 Return demonstration of remaining skills

Exam 6:  Prior to lab 7, deadline for Exam 6 will be determined by the instructor.  All learning 
activities for Unit 7 must be completed prior to taking exam. 

Exam 6 covers:  

 Safety and Life Threatening

 Diseases/Disorders

 Vital Signs
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Nursing Assistant 
Unit 6:  Learning Plan 16 

Emergency Care and 
Environmental Safety 
Overview/Purpose 
There are many factors in the environment that can threaten safety and security. As a Nursing 
Assistant, you need to be constantly alert for any risk that could cause harm. This requires the 
Nursing Assistant to understand workplace and environmental safety, including fire prevention, 
fall prevention, and the appropriate use of restraints. 

Personal safety is a priority for everyone and as a nurse aide you will need to quickly identify 
situations that can threaten life. You must know how to take basic steps necessary to assist during 
such emergencies. 

Target Competency 
Apply basic first aid, emergency care and environmental safety measures. 

Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.
 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to

informed decisions, innovation and personal empowerment.
 Work Collaboratively — Work collaboratively with others to complete tasks, solve problems,

resolve conflicts, provide information, and offer support.
 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and

listening skills across various settings to engage diverse audiences.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 
Your performance will be successful when: 

 you handle emergency situations using responses appropriate to the situations.

 you take account by reporting or correcting unsafe conditions as soon as they are identified.

 you follow fire plan in case of drill or real fire.

 you provide for client safety.

 you demonstrate adherence to safety rules in classroom and facility.
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Learning Objectives 
a. Define: convulsion, hemorrhage, respiratory arrest, seizure, and shock.

b. Recognize when airway clearance technique is required.

c. Explore how to control external hemorrhage.

d. Investigate how to care for a person during a seizure.

e. Investigate emergency care for fainting.

f. Investigate emergency care for shock.

g. Explore care for a vomiting client.

h. Recognize workplace and personal safety measures.

Learning Activities 

1. VIEW videos through Blackboard:
Films on Demand
____  First Aid Basics: Knowing What to Do in an Emergency (#43708) (34:00)
____  Preventing Unsafe Wandering and Elopement (#42194) (26:00)
____  Evacuation of Health Care Facilities (2:30)
____  Fire (Life) Safety Staff Education and Training1-3.wmv (10:00)
You Tube
____  Preventing Resident Elopement (15:11)

2. READ your Hartman textbook:  Ch. 7 and Nursing Assistant curriculum manual Unit 6,
LP 16. REVIEW Ch. 6 and Ch. 14.

3. COMPLETE: Hartman textbook Ch. 7 Review.

4. LOCATE emergency evacuation plan and nearby fire extinguishers in class and at clinical
site.

5 UTILIZE the study guide to augment assigned chapter readings. 
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Learning Plan 16 Study Guide 

I. Basic First Aid and Emergency Care 

A. Related terminology 
1. Respiratory arrest – condition where breathing has stopped
2. Cardiac arrest – condition where heart stops beating
3. Aspiration - inhaling food or fluid
4. Heimlich maneuver – abdominal thrusts used to clear an obstructed airway in an

adult or child older than one year

B. Choking – airway obstruction 
1. Obstruction by the tongue

a. Occurs when tongue falls back and blocks client's airway.
b. This can occur for any reason when client's head falls backwards, as in

sudden unconsciousness.
2. Obstruction by foreign objects

a. Food, dentures, vomitus
b. Most frequent cause in adults is large bites of meat or other poorly chewed

food.
3. Signs of partial airway obstruction

a. Person may have foreign object in throat, but may still be capable of some
air exchange.

b. If a person is able to cough or talk, this indicates good air exchange. Do
NOT attempt to interfere with their coughing.

c. If coughing diminishes, and wheezing, gurgling, or "crowing" noises are
heard, this indicates poor air exchange and requires choking maneuver!

4. Signs of complete airway obstruction
a. Sudden inability to speak or cough
b. Person grasps neck and opens mouth to indicate inability to breathe
c. No coughing or sounds heard from airway
d. Skin color may change to bluish grayish, or dusky color

C. Vomiting 
1. Place client in side-lying position
2. Measure fluid and report
3. Emotionally support client

D. Seizure care - grand mal (tonic-clonic) or petit mal (absence seizure) 
1. Protect client
2. Keep airway open
3. After seizure place client on side
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E. Bleeding – basic first aid for external bleeding  
 (internal–within body; external-visible) 

1. Identify location of bleeding area. 
2. Apply continuous, direct pressure over area with cleanest available material. 
 
 

3. If seepage occurs, increase the padding and the pressure. 
4. If no obvious broken bones and no pain, raise the wounded area above the level 

of the heart without releasing direct pressure. 
5. Locate pressure point and apply pressure. 
 
 
 

6. Keep person comfortable and warm until help arrives. 
7. People who are bleeding are often very frightened – continuous reassurance is 

essential. 
 

F. Signs and Symptoms of Aspiration 
1. coughing or sneezing during meals 
2. a wet gargly voice when eating 
3. may be a silent aspirator so no outward signs 

 
 G. Role of Nurse Aide in an Emergency 

1. Recognize emergency 
2. Action – stay calm and assess situation 
3. Check consciousness 
4. Activate EMS 
5. Provide care until EMS arrives. Stay with client. 

 
 
II. Environmental Safety 
 

A. Fire 
1. Elements needed for combustion: 

a. Fuel 
b. Heat 
c. O2 

2. Hazards to report immediately: 
a. Frayed electrical wires 
b. Overloaded circuits 
c. Plugs not properly grounded 
d. Accumulated clutter such as papers and rags 
e. Improper protection during O2 therapy 
f. Uncontrolled smoking 
g. Matches left where children or others may have access to them 

*Use standard precautions.

*Do not remove embedded object in case of serious puncture wound. 
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3. Prevention 
a. Do not overload circuits with too many electrical cords. 
b. Do not use a lightweight electrical cord with heavy powered equipment. 
c. Use three-pronged grounded plugs. 
d. Empty wastepaper cans in proper receptacles. 
e. Do not store oily rags or paint rags. 
f. Keep fire exits clear of equipment and debris and people. 
g. Know and practice fire drill safety. 
h. Empty ashtrays into metal containers. 
i. Supervise when client is allowed to smoke cigarette. Never allow client to 

smoke in bed. 
j. Explain acronym R.A.C.E. 

B. Electrical Safety 
1. Equipment must be grounded 
2. Avoid overloaded outlets – use power strips 
3. Check equipment for frayed wires or loose plugs 

C. General Safety Concerns 
1. Lighting 
2. Furniture arrangement 

a. Safety 
b. Comfort 
c. Convenience 

3. Bed 
a. Lowest position when not at bedside 
b. Catch handle in safe position 
c. Side rails up when not at bedside 
d. Call light within reach 
e. Brakes on 

4. Night stand items to exclude from bedside 
a. Aerosol cans 
b. Razor blades 
c. Matches 
d. Medications 
e. Food not in containers 

D. Preventing Falls 
1. Floor 

a. Clean spills immediately 
b. Avoid clutter 
c. One side of hallway clear 
d. Avoid throw rugs 
e. Electrical cords positioned outside of client's walking paths 

2. Client 
a. Nonskid shoes 
b. Brakes on beds and/or wheel chairs 
c. Assess condition/status/abilities 
d. Do not leave unattended in tub, shower, etc. 
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3. Equipment
a. Handrails
b. Gait belts
c. Lifts
d. Call lights accessible
e. Stored outside of client's walking paths

E. Managing falls 
1. Stay with client
2. Do not move client
3. Call for nurse
4. Follow nurse’s instructions
5. Document
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Nursing Assistant 
Unit 6:  Learning Plan 17 

Common Chronic & Acute Conditions 
and Pharmacologic Effects 
Overview/Purpose 
There are many factors which can affect a client’s health.  As a Nursing Assistant, you need to be 
aware of the diseases that can influence a client’s health and the measures that can be taken by a 
Nursing Assistant to assist the client to live with the disease.  This requires the Nursing Assistant 
to understand the signs and symptoms of some of the common diseases. 

Target Competency 
Care for clients with various diseases and disabilities. 

Linked Employability Essentials 

 Adapt to Change — Anticipate changes and positively respond to them.

 Think Critically and Creatively — Apply independent and rigorous reasoning that leads to
informed decisions, innovation and personal empowerment.

 Work Collaboratively — Work collaboratively with others to complete tasks, solve problems,
resolve conflicts, provide information, and offer support.

 Communicate Effectively and Respectfully — Apply appropriate writing, speaking, and
listening skills across various settings to engage diverse audiences.

Assessment Strategies 
 in a written examination.

 in a performance demonstration using NA standards of practice from the textbook Hartman’s
Nursing Assistant Care, DVDs, and videos as listed in the Learning Activities.

Criteria 
Your performance will be successful when: 

 you investigate chronic diseases and chronic conditions and common health problems.

 you investigate the signs and symptoms of CVA (stroke).

 you identify the types of diabetes.

 you investigate the types of COPD (Chronic Obstructive Pulmonary Disease).

 you care for a client receiving oxygen via nasal cannula or mask, and follow safety precautions
100% of the time when oxygen is being used.

 you report signs and symptoms indicating respiratory distress as soon as they are determined.

 you investigate degenerative diseases.

 you investigate the side effects of various medication categories.
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 you identify signs and symptoms of medication side effects that should be reported to the nurse. 

 you follow the plan of care for each client with long-term illness, providing preventive 
measures against complications, and teaching reinforcement. 

 you show sensitivity to the client’s condition. 

 you follow up with the client to determine if relief measures have been initiated and/or were 
effective. 

 you prepare the client for sleep or rest during the day or night. 

 you report signs or symptoms of sleep disturbance. 
 

Learning Objectives 
a. Describe (CVA) stroke and the treatment and care required. 

b. Describe Parkinson’s disease and the treatment and care required. 

c. Describe Multiple Sclerosis and the treatment and care required. 

d. Describe traumatic head and spinal cord injuries, and the treatment and care required. 

e. Describe arthritis and osteoporosis and the treatment and care required. 

f. Describe angina, myocardial infarction, heart failure signs, and symptoms and treatment and 
care required. 

g. Describe Chronic Obstructive Pulmonary Disease, its signs and symptoms, and treatment and 
care required. 

h. Describe digestive disorders, the signs and symptoms, and treatment and care required. 

i. Describe Diabetes, the signs and symptoms, and treatment and care required. 

j. Describe the signs and symptoms of common cancers, explain treatments, and care required. 

k. Describe side effects of common medications and the nursing assistant’s role. 
 
Learning Activities 
1. VIEW videos through Blackboard:  

Films on Demand  
____  Osteoarthritis (#43655) (26:00) 
____  The Multiple Sclerosis Revolution (#53724) (24:00) 
____  History of Cancer (#38777) (28:00) 
____  What Is Diabetes? (#43832) (14:00) 
____  Type 1 Diabetes (#51713) (3:00) 
____  Epilepsy (#51706) (3:00) 
____  Coronary Artery Disease: Disease and Ease (#53307) (25:00) 
____  Myocardial Infarction: Disease and Ease (#53308) (25:00) 
____  Angina: New Ways to Treat Chronic Chest Pain (#47924) (27:00) 
____  Chronic Care (#38775) (28:00) 
____  Review–Stroke Patient: A Comprehensive Guide (#43845)   

Optional (46:00) NOT COUNTED IN THE TOTAL MINUTES 
You Tube  
____  Understanding COPD  (26:00) 
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2. READ in your Hartman textbook:  Ch. 18, Ch. 26, and Nursing Assistant curriculum manual,
Unit 6, LP 17.

3. COMPLETE: Hartman textbook Ch. 18 and Ch. 26 Reviews.

4. DISCUSS the nursing assistant’s role in caring for clients with chronic diseases.

5. IDENTIFY and DISCUSS in lab: signs, symptoms and management of diseases and chronic
conditions. Instructor will facilitate presentations.

6. DISCUSS the nursing assistant’s role in pain control.

7. DISCUSS the nursing assistant’s role in observing for side effects of medications.

8. UTILIZE the study guide to augment assigned chapter readings.
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Learning Plan 17 Diseases, Chronic Conditions  
and Pharmacological Effects 

 
 

I. Chronic Diseases 
 

 A. Heart disease – number 1 cause of death for adults in the United States 
1. Myocardial infarction – heart attack. The vessels that feed the heart muscle 

itself either occlude, develop a clot or hemorrhage. Which vessels are involved, 
the percentage of blockage and how quickly treatment is received all determine 
extent of residual disability. 
 
Giving aspirin to persons with signs and symptoms helps to reduce injury 
because aspirin interferes with part of the clotting mechanism and is an anti-
inflammatory 
 
May be able to treat/correct in cardiac cath labs (balloon angioplasty, stents), or 
may need to go in for emergent open heart surgery (bypass) 
 

2. Angina – (pain) is chest pain. It is from reduced blood flow to part of the heart 
muscle (myocardium). It occurs when the heart needs more oxygen. 

 
3. Congestive Heart Failure – reduction in the ability of the heart muscles to 

contract. May be caused by:  coronary heart disease, diabetes, infection, 
hypertension, acute MI, alcohol or cocaine abuse 
 
Failure on the right side of the heart leads to swelling of lower extremities. 
Failure of the left side of the heart leads to congestion in lungs, SOB, etc. 
 

4. Pacemakers – artificial devices implanted in the heart to take over the initiation 
of the heart beat, or to just help out when heart doesn’t initiate the beat on its 
own. Most are dual chamber (can help out both atrial and ventricular chambers). 

 

B. Osteoporosis – bone disorder characterized by loss of bone density (loss of the 
calcium storage of bone). Leads to bone brittleness. 

1. Can be detected by bone density scans – tx with calcium, vitamin d and 
weight bearing exercise (stimulates absorption of calcium into the bone) 

2. Increases the possibility of spontaneous or pathological fractures (the bone 
breaks as the person is walking or standing – no trauma precipitates the 
fracture). 

3. More common in elderly white women. 
4. Hip fractures present a high morbidity rate for the elderly. 

  



NURSING ASSISTANT Page 17-5 
Unit 6:  Learning Plan 17—Diseases, Chronic Conditions and Pharmacologic Effects 
Print Date:  July 10, 2018 

Fox Valley Technical College—Copyright © June 2018 

 C. CANCER – overgrowth of abnormal cells – Warning Signs: CAUTION 
 Changes in bowel or bladder habits
 A sore that does not heal
 Unusual bleeding or discharge
 Thickening or lump in breast or other tissue
 Indigestion or difficulty in swallowing
 Obvious change in wart or mole
 Nagging, persistent cough or hoarseness of voice

1. Treatments
 Chemotherapy
 Radiation
 Surgery

 D. T.I.A. – Transient Ischemic Attack 
1. Temporary period of diminished blood flow to the brain
2. Signs and Symptoms exactly the same as for a stroke
3. Only way to differentiate between stroke and TIA is by medical examination

and tests – MUST be seen in emergency room
4. Signs and symptoms typically resolve on own within 24-48 hours
5. Signal an increased risk of having a stroke – so will generally be put on

preventative medications (e.g., Plavix, aspirin, Coumadin)

E. Cerebral Vascular Accident – injury to brain caused by clots, hemorrhage, trauma or 
occlusion of the blood vessels in the brain. The symptoms depend on where in brain 
the injury has occurred, and the amount of residual damage depends on size of the 
stroke, how quickly treatment obtained and where in brain the injury occurred. 

Typical Signs and Symptoms of CVA (or TIAs) 

1. Loss of consciousness or reduced level of consciousness
2. Hemiplegia
3. Aphasia – difficulty in communication, may be expressive, receptive or both
4. Dysphagia (difficulty swallowing)
5. Confusion or agitation
6. High blood pressure
7. Pounding headache

For certain types of strokes, if treatment is sought within 1-3 hours, medications can 
be given which will lessen the residual damage from the stroke. 

For any of the above symptoms, clients need to be seen emergency at hospital. 
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F. Diabetes Mellitus (DM) – disease where either enough insulin is not produced, or 
cells are no longer receptive to the insulin. Blood sugar levels are high – normal is 
between 70-110 or 80-120 depending on lab used. 
1. Type 1 (used to be called juvenile diabetes). Typically appears before the age of 

20. The pancreas is unable to make sufficient insulin, so ALWAYS need to take 
insulin injections (insulin is a protein so would be digested if taken by mouth) 

 

Typically, Type 1 diabetics are very thin. Can give scheduled insulin injections 
– there are long acting and short acting types of insulin, or can be on a 
continuous pump of insulin which generally provides better control 
 

2. Type 2 – appears typically at age 40 or above. 
 More of a genetic link than type 1, so family history is risk factor. 
 Almost all Type 2 diabetics could be controlled by diet and exercise alone. 
 Being overweight is major risk factor for type 2 diabetes. 
 By the time many type 2 are diagnosed, they often already are showing 

complications of diabetes. 
 First started on oral medications to stimulate pancreas to make more insulin 

or to make cells more receptive to the insulin, but may need to take insulin 
injections if oral medications are not effective 

 

Long-term complications of diabetes: 
 Heart disease 
 Kidney failure 
 Retinopathy 
 Neuropathy 
 Impaired wound healing (often leading to amputations) 
 Skin infections 

 

Nursing assistants  
 May check blood sugars (depending upon facility) 
 Need to monitor meal consumption (will have medication on board) 
 Watch for signs and symptoms of low or high blood sugar 
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 G. COPD (Chronic Obstructive Pulmonary Disease) 
 Primary Cause – Smoking cigarettes (emphysema)
 Emphysema, Chronic bronchitis, Asthma are the 3 main causes of COPD,

although farmers get a specific type caused by inhaling hay/straw dust (farmers
lung)

 Typically see SOB (Shortness of Breath) or DOE (Dyspnea on Exertion) – Clients
will be taught to do pursed lip breathing

 Sitting upright is easier position to breath than laying flat
 May need supplemental oxygen, inhaler or nebulizer medications
 Exhausting to work for breaths – will need many rest periods
 Typically lose weight
 Increased risk for other infections, particularly pneumonia, flu
 Decreased ability to get mucous/secretions out of lungs
 Terms – Cyanosis

o Dyspnea
o Pulse Oximeter/Pulse Oximetry

VI. Degenerative Disease

A. Arthritis – inflammation of the joints
1. Osteoarthritis – deterioration of joint cartilage and formation of new bone at

the joint.
a. Typically seen later in life or in athletic persons where repeated

sustained activity has damaged the joints.
b. The most common reason to need a joint replacement

2. Rheumatoid – An autoimmune disorder where the body attacks itself
a. progressive, often starts on one side of body then goes to other side.
b. may start in adolescence.
c. joints often become deformed

B. Parkinson’s Disease – a slow, progressive, degenerative disorder of the central 
nervous system. 
1. Neurons in the part of the brain which produces dopamine are destroyed

(dopamine a neurotransmitter involved in motor function)
2. Typical age on onset is 57, but there is a type which occurs in young adulthood.
3. A Parkinson’s syndrome sometimes is caused by anti-psychotic medications, is

resolved once medications are stopped.
4. Primary Features:   T R A P

T - Tremors at rest, pill-rolling tremors
R – Rigidity and Rest (fatigue is major problem)
A – Akinesia (poverty of movement) or Bradykinesia (slowed)
P – Postural Instability (lose balance frequently and quickly)

Other signs and symptoms seen:  Mask like face, decreased blinking, stooped
posture, shuffling gait, monotone speech and stuttering, constipation, orthostatic
hypotension
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There is a specific dementia related to Parkinson’s, about 20-30 % will develop 
this. 

 

Treatment – medications to replace dopamine and other medications to control 
other symptoms 

 
C. Multiple Sclerosis – A progressive disorder of the central nervous system (brain and 

spinal cord) and optic nerve caused by the destruction of myelin (fatty coating around 
nerve cells)  As this myelin is destroyed, scarring is left (sclerosis) and nerves are 
unable to communicate with one another. 
1. Autoimmune disease 
2. Progressive and Relapsing Remitting Types 

Primary or Secondary Progressive – slow but continuous progression, with 
secondary, the progressive comes after an initial relapsing remitting period. 
 
Relapsing Remitting – Episodes of acute worsening of symptoms followed by 
partial or complete remissions where symptoms go away. Most common form of 
MS at time of initial diagnosis (about 85% of people). 

3. Demographics 
A. Most are diagnosed between 20-50 years of age 
B. 2-3X more common in women 
C. Genetic factors may make some people more susceptible, but no evidence 

of direct inheritance 
D. More common with people of Northern European ancestry 

4. Diagnosis – no single test to rule out or identify 
A. Complete Medical History, MRI scans, Spinal Tap 
B. Signs of the disease must be present in different parts of the nervous system 
C. Signs of at least two separate flare-ups of the disease 

5. Symptoms 
A. Bladder/Bowel dysfunction 
B. Cognitive changes – problems with memory, problem solving, and 

attention 
C. Dizziness and Vertigo 
D. Emotional problems –lability and/or depression 
E. Fatigue 
F. Difficulty in walking and/or balance and coordination problems 
G. Numbness, abnormal sensations and pain 
H. Spasticity 
I. Visual Problems 
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V. Medication 

A. Nursing Assistant should be aware if clients are on medications 

B. Get direction from nurse on specific signs and symptoms to observe for 

C. General Signs and Symptoms 
1. Any medication

Nausea 
Vomiting 
Constipation 
Diarrhea 
Rash 
Oral irritation or dry mouth 
Dizziness/lightheadedness 
Change in Mental status 
Change in muscle strength 

2. Cardiac Medications
a. Change in vital signs

i. Heart rate
ii. Heart rhythm
iii. Blood Pressure

b. Edema
i. Face
ii. Hands
iii. Extremities

c. Headache
d. Dizziness
e. Change in urinary output

3. Anticoagulants – Blood thinners
a. Bruising
b. Bleeding
c. Dark/tarry stools or emesis

4. Diuretics – Drugs that promote increased urinary output
a. Change in urinary output

i. Measure intake and output
ii. Change in color
iii. Check weight daily or as ordered

b. change in vital signs
i. Check pulse and blood pressure
ii. Observe for dizziness or orthostatic BP

5. Respiratory drugs
a. Change in respiration
b. Change in respiratory rhythm
c. Change in respiratory secretions
d. Change in heart rate and BP
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6. Gastrointestinal drugs 
a. Change in bowel habits 
b. Change in appetite 

7. Drugs to treat Diabetes 
a. Changes in appetite 
b. Changes in bowel and bladder habits 
c. Changes in blood sugar 

i. Signs and symptoms of low blood sugar 
(1) Hunger 
(2) fatigue/weakness 
(3) trembling 
(4) sweating 
(5) dizziness/lightheadedness 
(6) changes in vital signs 

(a) pulse – increase 
(b) blood pressure – low 
(c) respirations – rapid, shallow 

(7) cold, clammy skin 
(8) confusion 
(9) unconsciousness 

ii. Signs and symptoms of high blood sugar 
(1) weakness 
(2) drowsiness 
(3) thirst 
(4) dry mouth 
(5) hunger 
(6) frequent urination 
(7) flush face 
(8) breath odor sweet 
(9) changes in vital signs 

(a) pulse – rapid, weak 
(b) BP – low 
(c) respirations – slow, deep 

(10) headache 
(11) nausea and vomiting 
(12) coma 

8. Urinary Drugs 
a. Change in bladder habits 
b. Change in urine color 
c. Burning or irritation on urination 
d. Blood in urine 

9. Musculoskeletal system drugs 
a. Change in muscle strength 
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Fox Valley Technical College 
Nursing Assistant Program 

 
Unit 7 

 
Lab Activities 7 

 
 
Final Comprehensive Exam must be completed on Blackboard prior to Lab 7.  
Dates for completion will be assigned by instructor. 
 
 
Final Exam covers:  

 All competencies throughout the course 
 
 
Review/Discuss: Final Exam Test Results. 
 
Review: Entire course learning activities and textbook assignments for Lab 7. 
 
Practice: All nursing assistant skills to prepare for Pearson Vue Mock Testing. 
 
Complete: Application for Pearson Vue Testing and discuss testing process. 
 
 
 
Practice and testing on the following skills: 

 Return demonstration of all nursing assistant skills in mock testing format 

 Upon successful completion of the Nursing Assistant program competencies, 
Nursing Assistant certificates and Nursing Assistant pins will be distributed. 
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Always Remember         W.I.P.E.L.    &    C.O.W.L. 

WASH HANDS 
Introduce self 
Explain 
Water on 
Wet hands 
Apply soap 
Scrub 20 sec. 
Keep hands below wrists 
Fingernails  
Rinse 
Keep hands below wrists 
DRY hands – toss 
Another towel turns off water 
Do not touch the sink 

ANTIEMBOLISM STOCKINGS 
Explain 
Privacy 
Supine 
Stocking inside out 
Start at toes to foot to heel 
Do not force/overextend 
Toe opening over toes 
Heel in place 
No twists/wrinkles  
Call/Signal device 
Wash hands 

AMBULATE 
Explain 
Shoes on 
Bed low 
Locks bed wheels 
Feet flat on floor 
Belt on OVER clothes 
Arrange signal (“1, 2, 3”) 
Face and give signal 
Assist to stand 
Ambulate –stand behind @side-10ft 
Returns to bed 
Removes belt 
Call/Signal device 
Wash hands 

RADIAL PULSE / normal is 60-100 
Explain 
Fingers on thumb side 
Count for 1 full minute 
Signal device 
Wash hands 
Record pulse (like “P: 72 bpm”) 

RESPIRATIONS / normal is 16-20 
Explains 
Counts for 1 full minute 
Call/Signal device 
Wash hands 
Records (like “R: 16/min”) 

BEDPAN 
Explains 
Privacy 
Lower HOB 
Gloves 
Place bedpan correctly 
Remove gloves-toss 
Wash hands 
Raise HOB 
TP 
Hand wipe 
Signal 
Gloves 
Lower HOB 
Avoid overexposure 
Empty pan in TOILET 
Rinse water in TOILET 
Dirty supply area 
Remove gloves-toss 
Wash hands 
Call/Signal device 
Bed low 

DENTURES 
Gloves 
Line sink 
Rinse dentures 
Water tepid 



NURSING ASSISTANT  Lab 7-3 
Unit 7:   Lab Activities 7 
Print Date:  July 2018 
 

Fox Valley Technical College—Copyright © June 2018 

DENTURES (Continued) 
Toothpaste 
Brush 
Rinse 
Rinse cup & lid 
Place in cup w/tepid water 
Lid on 
Keep toothbrush clean 
Remove sink liner, drain water 
Remove gloves-toss 
Wash hands 

 

PPE 
Unfolds gown 
Fact the back opening-arms through 
Fasten at neck 
Fasten at waist 
Gloves on 
Gloves over gown cuffs 
Grasp one glove at palm-remove 
Fingers under other glove at wrist 
Remove inside out 
Dispose 
Unfasten gown 
Remove gown turning inside out 
Keep away from body 
Dispose in laundry 
Wash hands 

 

ROM   Knee/Ankle 
Explain 
Privacy 
Instruct re: PAIN 
Knee-Support leg/ankle 
Flex/extend x 3 
Ankle-Support foot/ankle 
Dorsi-flex/plantar-flex x 3 
Slow and gentle 
Signal device 
Wash hands 

 

DRESSES W/WEAK RIGHT ARM 
(Client will have gown on) 
Explain 
Privacy 
Two shirts-give choice 
Do not over expose 
Remove gown UNAFFECTED side 1st 
Remove gown AFFECTED side 2nd 
Put on AFFECTED side 1st 
Put on UNAFFECTED side 2nd 

DRESSES W/WEAK RIGHT ARM  
   (Continued) 

Gentle-no force 
Clothes are in place 
Call/Signal device 
Bed low 
Wash hands 

 

FEED 
Explain 
Check name, ask name 
Upright 75-90 degrees 
Place tray 
Clean client’s hands 
Client faces tray 
Tell what is on tray 
Ask what they would like 1st 
Spoon one bite –  
Offer beverage 
Ready for another? 
Clean client’s hands and mouth 
Put tray in designated area 
Call/Signal device 
Wash hands 
Leave upright 

 

URINARY OUTPUT 
Gloves 
Pour “urine” into graduate 
Measure at eye level 
Empty into TOILET 
Rinse water into TOILET  
Removes gloves 
Wash hands 
Records in ml. (like “325 ml.”) 
 

SIDE LYING/LATERAL POSITION 
Explain 
Privacy 
Lower HOB 
Side rail up 

 

SIDE LYING/LATERAL POSITION 
(Continued) 

Rolls toward side rail 
Pillow under head 
Both arms in front 
Pillow under arm on top 
Support behind back 
Support between knees/ankles 
Side rail down 
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SIDE LYING/LATERAL POSITION 
(Continued) 

Call/Signal device 
Wash hands 

MOD BED BATH 
(Client will have gown on) 
Explain 
Privacy 
Remove gown 
Keep covered 
Protect bed linens 
Check water temp w/client 
Gloves 
May raise bed 
Eyes with wet cloth no soap  
      -inner to outer 
Clean area of cloth for each eye 
Dries face 
Expose one arm 
Wash arm, hand, and underarm with soap 
Rinse 
Gently 
Clean gown on 
Empty basin in TOILET 
Rinse water in TOILET 
Dry and put in dirty supply area 
Remove soiled linen 
Avoid contact with linen 
Remove gloves-toss 
Wash hands 
Lower bed 
Signal device 

ROM   Shoulder 
Explain 
Privacy 
Instruct re: PAIN 
Supports upper and lower arm 
Flex/extend x 3 
Slow and gentle 
Abduct/Adduct x 3 
Call/Signal device 
Wash hands 

CATHETER CARE 
Explain 
Privacy 
Client checks water temp 
Gloves 

CATHETER CARE (Continued) 
Linen protector 
Avoid overexposure 
Soap to washcloth 
Hold cath. @ meatus 
Clean 4 inches in downward strokes 
Clean area of cloth each stroke 
Rinse-same way 
Dry-same way 
Empty, rinse, dry basin  
Place in dirty supply area 
Remove linen protector 
All linens in soiled linens 
Gloves off-toss 
Wash hands  
Call/Signal device 

WEIGHT 
Explain 
Shoes on 
Zero scale 
Assist onto scale 
Obtain weight 
Assist off scale 
Washes hands 
Record in lbs. (like “158lbs.”) 

FOOT CARE 
Explain 
Privacy 
Client check water temperature. 
Basin comfortable for client 
On protective barrier 
Gloves on 
Bare foot in water 
Soap to wet cloth 
Lift foot to wash 
Wash between toes 
Rinse foot & between toes 
Dry foot & between toes 
Lotion top & bottom 
NO lotion between toes 
Remove extra lotion with towel 
Empty, rinse, dry basin 
Basin in dirty supply area 
Remove protective barrier 
Place linens in soiled linen container 
Remove gloves-toss 
Wash hands 
Call/Signal device 
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MOUTH CARE 
Explain 
Privacy 
Client is upright (75-90degrees) 
Gloves on 
Clothing protector 
Basin and cup of water 
Moisten toothbrush 
Apply toothpaste 
Brush teeth and tongue 
Gentle 
Keep toothbrush clean 
Hold basin-Allow rinse/split 
Wipe client’s mouth 
Remove clothing protector 
Rinse toothbrush 
Empty, rinse and dry basin 
Place toothbrush in basin in dirty supply  
   area 
Dispose of linens 
Remove gloves-toss 
Wash hands 
Call/Signal device 

PERI-CARE 
Explain 
Privacy 
Client checks water temperature 
Gloves on 
Linen protector 
Avoid over exposure 
Soap on wet cloth 
Wash front to back 
Clean area of cloth each time 
Rinse same way 
Dry same way 
Turns client on side 
Clean front to back 
Clean area of cloth each time 
Rinse same way 
Dry same way 
Reposition client 
Empty, rinse, dry basin 
Basin in dirty supply area 
Linens in soiled linen container 
Avoid contact of soiled linens with self 
Remove gloves-toss 
Wash hands 
Call/Signal device 

TRANSFER BED TO WHEELCHAIR 
Explain 
Privacy 
Bed low, locked 
Wheelchair at side of bed 
Remove footrests 
Wheelchair locked 
Bed locked 
Feet flat on floor 
Shoes on 
Gait (transfer belt) belt on 
Prearrange signal 
Face client 
Give signal 
Holding belt gently assist client to stand 
Assist to wheelchair with legs against it 
Lower client to wheelchair 
Hips touch back of wheelchair 
Footrests on 
Feet on footrests 
Remove belt 
Unlock chair 
Call/Signal device 
Wash hands 




