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Lincoln Memorial University
Caylor School of Nursing
Nursing 115

Fall 2009
UNIT VI LESSON PLAN:  
Protection 

DATES & TIMES:
            See Class Schedule
 
OBJECTIVES:

Upon completion of this unit, the student will be able to demonstrate in the clinical/campus laboratory setting, in individual and group conferences and on written materials, the ability to:

 1.        Differentiate between medical and surgical asepsis.
 2.
Identify the body's normal defenses against infection.
 3.
Differentiate the symptoms of localized and systemic infections.
 4.
Describe the characteristics of each link of the infection chain.
 5.
Identify patients most at risk for acquiring an infection.
 6.
Explain conditions that precipitate the onset of nosocomial infections.
 7.
Describe nursing interventions designed to break each link in the infection chain.
 8.
Utilize the nursing process to develop a plan of care for a patient at risk for developing an infection.      
 9.
Describe the guidelines for surgical asepsis.
10.
Utilize therapeutic communication techniques in meeting the needs of patients having protection needs.
11.
Describe psychosocial considerations for a patient with protection needs.
12.
Identify the physiologic action, use, side effects and nursing implications of the drugs used in pharmacological management of protection needs.

13.
Apply the nursing process as it relates to medical asepsis.
14.
Identify the factors that contribute to pressure ulcer formation.

15.
Recognize and utilize nursing interventions to prevent and treat pressure ulcers.

16.  
Discuss appropriate nursing care for a patient receiving heat and/or cold therapy.

17.
Describe the factors affecting skin integrity.

18. 
Discuss the proper selection and use of the various wound dressings.

TOPICAL OUTLINE

I. Asepsis and Infection Control 

A. Assessment of stimuli and behavior related to infection

1.
Medical asepsis

2.
Surgical asepsis

3.
Body’s defenses against infection

4.
Chain of infection

5.
Course of infection

6.
Assessment of wound site

7.
Assessment of laboratory data

B. 
Nursing diagnoses related to infectious processes

C. 
Expected outcomes related to infectious processes

D. 
Implementation of nursing care for the patient experiencing an 
infectious process



1.
Asepsis




a.
Medical




b.
Surgical



2.
Types of bacteria




a.
Resident




b.
Transient



3.
Cleansing agents




a.
Soaps/detergents




b.
Antibacterial/Antimicrobial



4.
Sterilization/Disinfection



5.
Personal Protective Equipment (PPE)



6.
CDC guidelines



7.
Prevention of nosocomial infections




a.
Types of resistant organisms




b.
Protection of patient



8.
Nursing care of patient with nosocomial infection



9.
Teaching related to infection control

E. 
Evaluation of interventions for adaptive responses 

F. 
Documentation
II. Pharmacological Management


      A.

Antibiotics



1.
Cephalosporins



2.
Fluoroquinolones



3.
Macrolides 



4.
Penicillins 



5.
Sulfonamides 



6.
Tetracyclines 

B.

Antivirals 

C.

Antifungals 

D.

Anti-infectives

III. Skin Integrity and Wound Care

A.

Integumentary system



1.
Structure of skin



2.
Functions of skin



3.
Factors affecting skin integrity



4.
Wound classification

B. Assessment of stimuli and behavior related to skin alterations

1. 
Phases of wound healing

2. 
Factors affecting wound healing

3.
Wound complications


a.
Infection


b.
Hemorrhage


c.
Dehiscence 


d.
Evisceration


e.
Fistula formation

4.
Factors in pressure ulcer development


a.
Pressure


b.
Friction


c.
Shear

5.
Risks for pressure ulcer development


a.
Immobility


b.
Nutrition/hydration


c.
Moisture


d.
Mental status


e.
Age

6.
Staging of pressure ulcers

7.  
Wound/pressure ulcer assessment

8.
Types of wound drains

C.
Nursing diagnoses related to skin alterations

D.
Expected outcomes related to skin alterations 

E.
Implementation of nursing care for the patient experiencing skin 
alterations



1.
Prediction of pressure ulcers (risk assessment scales)



2.
Prevention of pressure ulcers



3.
Wound dressings




a.
Selection




b.
Application




c.
Removal



4.
Additional techniques




a.
Vacuum Assisted Closure (VAC))




b.
Pouching




c.
Growth factors




d.
Oxygen therapy




e.
Surgery




f.
Heat and cold therapy



5.
Care of sutures/staples



6.
Patient education

F.
Evaluation of interventions for adaptive responses

                  G.
Documentation

 REQUIRED READINGS:
 
Brownell, Christiane L., & Priff, Nancy (Eds.). (2009). Nursing 2010 student drug   
handbook. Philadelphia, PA: Lippincott, Williams and Wilkins. TBA.  (Readings applicable to the drug categories in II listed above.)  

Fischbach, F., & Dunning, M.  (2006). Nurses’ quick reference to common laboratory 

and diagnostic tests (4th ed.). Philadelphia: Lippincott Williams & Wilkins.  pp. 208-215, 289-290, 494-495, & 573-588.

Kee, J., Hayes, E., & McCuistion, L. (2009) Pharmacology: A nursing process 

approach (6th ed.). St. Louis, MO: Saunders Elsevier.  Chapters 28, 29, 30, and pp.  465-472, and pp. 473-476.
Taylor, C., Lillis, C. & LeMone, P., & Lynn, P.  (2008).  Fundamentals of nursing:  The 


art and science of nursing care (6th ed.).  Philadelphia:  Lippincott Williams & Wilkins.  Chap. 27 & 38.

Taylor,C.,Lillis, C. & LeMone, P., & Lynn, P.  (2008). Study guide to accompany

 fundamentals of nursing:  The art and science of nursing care (6th ed.).  Philadelphia:  Lippincott Williams & Wilkins.  Readings to coincide with above chapters.
CLINICAL SKILLS:
 
1. Utilize principles of medical asepsis in the provision of patient care.

2. Utilize principles of surgical asepsis in the provision of patient care.

3. Demonstrate proper handwashing technique.

4. Assess assigned patients for data pertaining to their basic need for protection.

5. Demonstrate proper application of heat and cold therapies.

6. Demonstrate safe, effective administration of medications utilized to treat


 infections.

7.
Perform suture/staple removal.

HANDOUTS:
1. Medications utilized in the treatment of infections (including antibiotics, antifungals, antivirals, and anti-infectives.)  
2. Wound Dressings Guide.  
  

	Class
	Examples 
	Indications for Use
	MOA

Mechanism of Action 
	Common Side Effects
	Nursing Implications

	Cephalosporins
	1st Generation: cefazolin (Ancef) cepalexin (Keflex)

2nd cefaclor (Ceclor)

3rd:ceftriaxone-(Rocephin)
	Antibiotic

Treatment of various infections such as OM, pneumonia, UTIs.

Periop prophylaxis.
	Bactericidal
 Inhibits synthesis of bacterial cell wall, causing cell death in susceptible bacteria
	Nausea and vomiting, diarrhea, anorexia, abdominal pain, flatulence, rash,fever, pain, phlebitis. Superinfections. 
	Take full course of tx.

Take with food.

Avoid alcohol while taking and for 3 days after. 

Report serious diarrhea.

	Fluoroquinolones
	ciprofloxacin (Cipro)

levofloxacin (Levoquin)
	Antibacterial 

Effective against gram negative bacteria.
	Bactericidal 

Interferes with DNA replication of gram negative bacteria.


	Headache, dizziness, insomnia, somnolence, fatigue; nausea, diarrhea; photosensitivity; 

Elevated BUN, AST, ALT, serum creat and Alkaline phosphatase; decreased WBC, neutrophil count, hematocrit
	Take oral drugs on empty stomach.

No antacids within 2 hrs.

Drink plenty of fluids.

Report rash, visual changes, severe GI probs., weakness, tremors.

	Macrolides
	azithromycin (Zithromax)

clarithromycin(Biaxin)

erythromycin (E-mycin)
	Antibiotics

Treatment of various acute infections.  Acne.  Prophylaxis pre-procedure.
	Bacteriostatic or bactericidal
Bind to cell membranes and alter protein fxn., leading to cell death.
	Reversible hearing loss, confusion, abnormal thinking.

Abdominal cramping, anorexia, diarrhea, vomiting.

Irritation at site.  Superinfection.
	Take on empty stomach.

Take around the clock.

Finish full course.

Report severe diarrhea, nausea or vomiting.

	Penicillins 
	amoxicillin (Amoxil)

ampicillin (Novo-ampicillin)

ticarcillin (Ticar)
	Antibiotics

Tx. of moderate to severe infections.  Syphilis, gonococcal infections.
	Bactericidal

Inhibit the synthesis of cell wall, resulting in cell death.
	Glossitis, stomatitis, gastritis, sore mouth, nausea, vomiting, diarrhea.

Rash, fever, wheezing.

Anaphylaxis.

Pain, phlebitis. Superinfection.
	Report serious side effects,

i.e., unusual bleeding, sore throat, rash, hives, fever, severe diarrhea, difficulty breathing.

	Sulfonamides
	sulfadiazine 

sulfamethoxazole (always used with trimethoprim)

sulfasalazine (Azulfidine)
	Antibiotics

Tx. of ulcerative colitis, OM, meningitis, UTIs;

RA, Crohn’s disease.
	Bacteriostatic
Interfere with folic acid synthesis; work in gram neg and gram positive bacteria, causing cell death.
	Agranulocytosis, aplastic anemia;

Stevens-Johnson syndrome, exfoliative dermatitis, anaphylactoid reactions.
	Complete full course.

Take with food.

Drink 8 glasses of water.

Do not use to tx others.

Report blood in urine, rash, ringing in ears, difficulty breathing, fever, sore throat, chills.


	Class
	Examples 
	Indications for Use
	MOA

Mechanism of Action 
	Common Side Effects
	Nursing Implications

	Tetracyclines
	doxycycline (Vibramycin)

minocycline (Minocin)


	Antibiotics

Rickets; acute intestingal amebecides; 

Acne; Superficial ocular infections; Prophylactis tx of neonates eyes.
	Bacteriostatic

Inhibit protein synthesis of susceptible bacteria, preventing cell replication.
	Discoloration and calcification problems with teeth. Anorexia, nausea, vomiting, diarrhea, dysphagia; hemolytic anemia; transient irritation, stinging, itching. Superinfections.
	Take on empty stomach.

Avoid dairy products, iron, antacids.

Take additional contraceptive during tx.

Avoid in pregnant women or young children.

	Antivirals
	acyclovir (Zovirax)

famciclovir (Famvir)

zidovudine (Retrovir)
	Antiviral
	Inhibit viral DNA or RNA replication.

Leads to viral death.
	H/A, vertigo, depression, tremors, encephalopathic changes.

Phlebitis. Nausea and vomiting. 

Crystalluria with rapid IV adm.

Hematuria. Burning at site.
	Not curative.

Avoid sexual intercourse if lesions are visible.

Report difficulty voiding, skin rash, increased severity/ frequency of remissions.



	Antifungals
	amphotericin B

fluconazole (Diflucan)

miconazole (Monistat)

nystatin (Mycostatin)
	Antifungal
	Bind to or impair fungal cell membranes, allowing leakage of cellular components and causing cell death.  
	Hepatotoxicity.

Nephrotoxicity.

Nausea and vomiting.

Hemolytic anemia.

Pruritis, severe irritation.
	Long term use may be needed.

Take with meals.

Report skin rash, unusual bleeding/bruising, yellowing of skin/eyes, dark urine or pale stools.

	Antiinfectives 
	benzalkonium chloride (Benza)

hexachlorophene (pHisoHex)

povidone iodine (Betadine)
	Antiseptic
	Bactericidal

Bacteriostatic
	Stains skin/clothing.

May cause irritation and toxicity.

Chemical burns.


	Apply as directed.

Check for allergies or sensitivity before application.




Source:   Karch, A. M.  (2007). 2007 Lippincott’s Nursing Drug Guide.  Philadelphia:  Lippincott, Williams, & Wilkins.

	Dressing Type
	 Indications
	Advantages 
	Disadvantages
	Tips

	Gauze-various forms; woven and nonwoven, impregnated and non-adherent
	· Draining wounds

· Necrotic Wounds

· Wounds with dead space, tunneling or sinus tracts

· Surgical incisions

· Burns

· Pressure ulcers
	· Readily available in various sizes and forms

· Can be used on infected wounds in combination with other topical products

· Effective as packing material
	· May disrupt wound healing if allowed to dry

· Requires secondary dressing

· Fibers may shed or adhere to wound

· Frequent dressing changes


	· Change schedule varies according to drainage

· Pack loosely into wound

· If dressing is too wet may compromise skin integrity

	Transparent Film (Tegaderm, OpSite) porous adhesive layer that allows oxygen to pass through membrane and moisture vapor to escape
	· Minor burns, lacerations

· Skin donor site

· Pressure ulcers; stage I and some stage II

· Secondary dressings
	· Impermeable to external fluids and bacteria

· Wound inspection

· Conformable 

· Reduces surface friction

· Promotes autolytic debridement

· Numerous sizes
	· Nonabsorptive

· May adhere to some wounds

· Application can be difficult

· Cannot be used on wounds with fragile surrounding skin, infected or draining wounds
	· Allow 1”-2” margin around wound bed

· Dressing change varies with wound condition and location

· Defat surrounding skin with alcohol or acetone



	Hydrocolloids (DuoDERM, Tegasorb,Comfeel)
	· Partial thickness wounds

· Wounds with necrosis or slough

· Pressure ulcers; superficial stage III and some clean stage IV
	· Conformable

· Impermeable to external bacteria and other contaminants

· Reduces pain

· Minimally to moderate absorption

· Support autolytic debridement

· Long wear time, 3-5 days


	· Some are opaque

· Not recommended for heavily draining wounds, wounds that expose bone or tendon

· May curl or “seep” under edge

· Some are difficult to remove

· Odor noted with removal
	· Allow 1”-1 1/2” margin of healthy tissue around wound edges

· Tape edges to prevent curling

· Contour dressing to area to increase adhesion

	Collagens (OASIS, Fibracol) major protein of the body. Dressing contributes to new tissue development and wound debridement.
	· Partial and full thickness wounds

· Pressure ulcers; stage III and some IV

· Dermal ulcers

· Donor sites

· Surgical wounds
	· Comfortable

· Absorbent, nonadherent

· May be used in combination with topical agents
	· Not recommended for

necrotic wounds 

· Contraindicated in persons sensitive to bovine and porcine products; third degree burns

· May require rehydration 
	· Requires secondary dressing to secure 



	Hydrogels (Aquasorb, ClearSite) water or glycerin based. Contains 80-90% water)
	· Partial and full thickness wounds

· Wounds with necrosis and slough

· Burns and tissue damaged by radiation

· Dermal ulcers

· Painful wounds 

· Donor sites
	· Soothing, cooling

· Fill dead space

· Rehydrate dry wound beds

· Reduces wound pain

· Can be used with topical meds

· Can be used in infected wounds

· Trauma free removal
	· Most require secondary dressing

· Not used for heavily exuding wounds

· May dry out, then adhere to wound bed

· May macerate surrounding skin
	· Sheet form works on superficial wounds

· Dressing change varies from every 8 hours to 48 hours

· Use skin barrier on surrounding intact skin

	Exudate absorbers (Debrisan, Sorbsan)
	· Wounds with moderate to large amounts of exudates

· Infected, exuding wounds

· Wounds that require packing and absorption

· Wounds with combination exudates and necrosis
	· Absorbs up to twenty times its weight

· Fill dead space

· Support debridement in presence of exdudate

· Easy to apply
	· Requires secondary dressing

· Can dry wound beds

· Not recommended for dry or lightly exuding wounds
	· Can use gauze pad or transparent film as secondary dressing

· Change schedule varies from every 8 hours to every 3-4 days

	Polyurethane foams (Hydrosorb, Allevyn) coated foam , nonocclusive, nonadherent absorptive wound dressing
	· Partial and full thickness wounds with minimal to moderate exudates

· Around draining tubes

· Surgical wounds

· Secondary dressings for wounds with packing
	· Nonadherent

· Easy to apply and remove

· Conformable; may be used under compression

· Manage light to moderate amount of exudates

· Can be used on infected wounds

· Can be used on wounds that have surrounding body hair 
	· Not for use on dry eschar, nondraining, or wounds with sinus tracts unless packed 

· Requires secondary dressing, tape, or net to hold in place

· May macerate surrounding skin if not changed appropriately
	· Protect intact surrounding skin with skin sealant to prevent maceration

· Change schedule varies from 1 to 5 days

	Lubricating sprays or emollients (Granulex, Proderm)
	· Partial thickness wounds

· Saturate gauze packing for use in full-thickness wounds

· Moisturize wound and stimulate local circulation
	· Easy to use

· Inexpensive

· Nonadhesive
	· Should be applied 2-3 times daily to maintain moist environment

· May require secondary dressing
	· May stain clothing or sheets

	Enzymatic Debriders (Accuzyme, Panafil)-proteolytic, chemical agent that breaks down devitalized tissue
	· To debride full thickness necrotic wounds, pressure ulcers, dermal ulcers, post-op

wounds, infected wounds
	· Nonsurgical method of debridement
	· Inactivated by soaps, detergents, acidic solutions, and metallic ions (silver)

· Must be covered by secondary dressing

· Can damage healthy tissue
	· Requires daily or twice daily dressing changes

	Nonadherent dressings (Adaptic, Telfa, Vaseline gauze, Xeroform)
	· Skin donor sites

· Abrasions, skin tears

· Lacerations

· Infected wounds, partial and full- thickness wounds that require packin
	· Readily available

· Nonadherent

· Can be used with topical antimicrobials, ointments, or creams
	· Limited moisture retention

· Requires secondary dressing

· May stick to wound if dressing dries out, causing wound damage with removal
	· Change schedule varies from 8-24 hour intervals

	Silver Dressings (SilvaSorb, SilverCel)
	· Postop incisions
· Infected wounds
· Acute and chronic wounds
	· Antimicrobial
· Antibacterial
· Reduce and/or prevent infection
	· Sensitivity to silver 
	


Types of Tape

	Type
	Uses

	Adhesive
	Used for strength, economy, support: Secure dressings, splints, immobilization/stabilization, pressure, approximate wound edges

Disadvantages:  allergic reactions, skin breakdown

	Paper, plastic, acetate
	Comfortable, used to close small wounds, secure dressings, decreased skin problems

Disadvantage: does not adhere well to skin

	Microfoam
	Compression or pressure dressings
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