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Foreword

Over the years previous editions of Tabbner’s Nursing 
Care have been used in many countries to educate the 
enrolled nurse (however titled). I foresee future generations 
of nurses gaining from this edition a wealth of the 
knowledge, skills and techniques so essential to being a 
professional healthcare provider.

As people avail themselves of the content in Tabbner’s 
Nursing Care sixth edition it will become apparent how 
much critical thinking has gone into the development of 
this edition. All who use this book can only be enlightened. 
It has been developed in a clear and concise manner to 
make it extremely user friendly and easy to assist with 
study. Th e authors and editors must be thanked for their 
eff orts in doing this. Th is text will energise and educate the 
enrolled nurse of the future.

Someone who must be thanked and recognised is Nurse 
Ray Tabbner. All those years ago she had the courage and 
foresight to establish the educational journey that enrolled 
nursing has since taken, culminating now in this sixth 
edition. It is wonderful to see that her work continues to be 
recognised in the title of this publication and I thank the 
authors, Gabrielle Koutoukidis, Kate Stainton and Jodie 
Hughson, for this body of work.

Th e sixth edition of Tabbner’s Nursing Care is testimony 
to the journey of the enrolled nurse, past, present and 
future. 

Maryanne Craker
President

National Enrolled Nurse Association of Australia 

Over the years the role and function of the enrolled nurse 
has expanded to become the nurse professional you see 
today, employed in all healthcare settings across Australia 
and New Zealand. Very diff erent indeed from 1979 when 
Nurse ‘Ray’ Tabbner was compelled to sit down to write 
the fi rst Tabbner—Nursing Care: Th eory and Practice—
replacing the original Handbook for Nursing Aides.

Th e enrolled nurse of the twenty-fi rst century, like 
their registered nurse colleague, is a very diff erent creature 
from their colleague of those bygone days. Th e diff erences 
are immense. To start with, today’s enrolled nurse has a 
signifi cantly expanded educational preparation. Over the 
years even the title has evolved from that of ‘nursing aide’ to 
today’s ‘enrolled nurse’. ‘Enrolled nurse’ is a title protected 
by legislation, as are ‘registered nurse’, ‘midwife’ and ‘nurse 
practitioner’. Th is legislation is monitored and supported 
by the Nursing and Midwifery Board of Australia to protect 
those needing healthcare and health education.

With the course now being delivered at diploma level 
it is necessary to have comprehensive depth to the content 
and I believe the sixth edition of Tabbner’s Nursing Care 
is an all-encompassing teaching tool. I see it being used 
both in the classroom and the workplace for many years to 
come. Th e content is inclusive of all facets of the life span 
in a health and health promotion context in metropolitan, 
rural and remote settings. Th e text has been concisely and 
clearly set out to guide the undergraduate nurse and their 
educators as they traverse the enrolled nurse course.

From that solid underpinning the knowledge gained will 
support those articulating to advanced diploma level, thus 
expanding the career pathways within enrolled nursing.
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xvi

Publisher’s dedication

In 1975 she was appointed Principal Teacher at 
the Melbourne Nursing Aides School (later renamed 
Melbourne School for Enrolled Nurses), a position she 
occupied until 1978 when she retired to write. Originally 
entitled Th e Handbook for Nursing Aides, it was later 
renamed Nursing Care: Th eory & Practice, and since the 
publication of the fi rst edition in 1981, it has become 
known and loved by generations of nursing students as 
simply Tabbner’s.

An article published in 1973 in the Melbourne Sun 
described her as being ‘as fl ighty as your average banker. 
Her dark hair has streaks of steel grey and the creases in 
her dazzlingly white nurse’s uniform would slice bread’. 
However, students from the 1950s to the 1970s remember 
her with great fondness and warmth. Ray Tabbner was said 
to be very approachable and a welcome relief from many 
‘military style’ nurse educators. She taught everything 
from Anatomy & Physiology to Bandaging and Nursing 
Care and made a great impression on her students. As one 
student from 1955 put it, ‘Everything Miss Tabbner said, 
I learned’.

Th e Tabbner name has become synonymous with 
Enrolled Nurse/Registered Nurse Division 2 education not 
only throughout Australia — the infl uence of her name 
extends via this publication to New Zealand, the United 
Kingdom, the Middle East, Africa and the West Indies. 

Th is sixth edition of Tabbner’s Nursing Care is dedicated 
to her memory and her contribution to nurse education.

Alice Ray Tabbner
25 December 1919–13 December 1994
Ray (as she preferred to be known) Tabbner was born in 
Birmingham, England. After working in the St John 
Ambulance in World War II where she said she ‘became 
engrossed in nursing’, she completed her training as a nurse 
in the 1940s. She moved to Australia in 1948 and worked in 
a number of Sydney hospitals before settling in Melbourne.

Ray established a career in nursing education in 1953 
taking on the role of Tutor at the recently established 
Melbourne School of Nursing. In 1954 she successfully 
completed her Sister Tutors Diploma through the College 
of Nursing Australia and remained a Tutor at the school 
until 1961 when she was awarded the Inaugural Nurse 
Scholarship in Geriatrics from Mount Royal Hospital. In 
consequence of receiving this award, Ray was appointed 
to the position of Deputy Matron of Geriatric Nursing 
at Mount Royal. She later established the Nursing Aides 
course at the Fairfi eld Hospital in Melbourne under 
the leadership of Vivian Bulwinkel, and in 1973 was 
appointed Deputy Director Nursing (Education), one of 
three executive positions at the Royal Melbourne Hospital.

An innovative educator and mentor, Ray Tabbner was 
one of the fi rst nurses to call for the establishment of ‘Nurse 
Banks’ in Australia to ensure fl exibility in the nursing 
workforce for those nurses wishing to pursue family or 
other interests while pursuing their chosen profession. She 
was also a great advocate of ongoing training to ensure 
nurses could maintain fl exibility in their lives and return to 
nursing with confi dence.

sample proofs © Elsevier Australia



xvii

Preface

Sixth edition of Tabbner’s Nursing Care
As a new editorial team, we have ensured a holistic, person-
centred approach to client care throughout the textbook, 
allowing students to appreciate the skill and scope required 
to be a competent enrolled nurse. All chapters have been 
completely revised with a focus on critical thinking and 
problem solving and national registration requirements 
have been addressed where appropriate.

Four new chapters have been included to highlight a 
range of contemporary nursing issues:
• Leadership and management
• Older adulthood
• Acute care
• Rural and remote care.

Th e new full colour internal design enhances photos 
and illustrations to provide clear and meaningful visual 
aids to learning.

Th e sixth edition has been carefully developed to align 
with the Diploma of Nursing in the HLT07 National 
Health Training Package for the enrolled nursing student. 
It provides a contemporary approach to nursing practice 
and is an invaluable teaching resource. Th e text provides 
the theoretical knowledge on the care that clients may 
require in a range of healthcare settings and off ers special 
features to enhance student learning of the material.

Th is edition is a culmination of the eff orts of many 
nursing academics and professionals who are passionate 
about the education of enrolled nurses and the important 
role they play in healthcare settings. We are grateful for their 
enthusiasm and support throughout the writing process.

As the new editing team of Tabbner’s Nursing Care 6E 
we would like to acknowledge Rita Funnell and Karen 
Lawrence, the editors of the fourth and fi fth editions of 
Tabbner’s, for their invaluable work and major contribution 
to the education of enrolled nurses. In addition we would 
like to thank the team at Elsevier for their hard work and 
perseverance in ensuring the publication of this edition.

Gabby Koutoukidis
Kate Stainton
Jodie Hughson

Th e sixth edition of Tabbner’s Nursing Care is a 
signifi cant revision which refl ects the scope of practice 
in contemporary enrolled nursing practice while still 
retaining the strengths of previous editions that have 
made it an essential resource for enrolled nursing students 
and their facilitators.

The role of the enrolled nurse
Th e enrolled nurse is an essential member of the healthcare 
team, providing client-centred nursing care which includes 
recognising what is normal and abnormal in assessing, 
intervening and evaluating individual health and functional 
status. Enrolled nurses’ responsibilities also include 
providing support and comfort, assisting with activities of 
daily living to enable clients to achieve their optimal level 
of independence, and providing for the emotional needs 
of clients. Where state and territory law and organisational 
policies allow, enrolled nurses may administer prescribed 
medicines or maintain intravenous fl uids, in accordance 
with their educational preparation.

Enrolled nurses are required to be information-
technology literate, with specifi c skills in the application of 
healthcare technology. Enrolled nurses demonstrate critical 
and refl ective thinking skills in contributing to decision 
making, which include reporting changes in health 
and functional status and individual client responses to 
healthcare interventions. Enrolled nurses work as part 
of the healthcare team to advocate for and facilitate the 
involvement of clients, their families and signifi cant others 
in planning and evaluating care and progress towards health 
outcomes. Th e role also requires them to act as preceptors 
for students and other healthcare workers.

Career opportunities for enrolled nurses are expanding 
and include: acute care; perioperative, emergency, intensive 
and coronary care; aged care; rehabilitation; community 
and mental health nursing, and general practice settings. 
In addition, enrolled nurses work in specialty areas such 
as nursing education, diabetes education, continence 
management, dementia management, lactation consul-
tancy, workplace safety and wound care. Th ere are also 
increasing opportunities for enrolled nurses to move into 
management positions.
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Standard steps for all nursing 
procedures/interventions

During the procedure
Step 5
• Perform hand hygiene
• Put on gloves following standard precautions as 

appropriate
• Place on eyewear, mask and gown as appropriate
• Ensure client safety and comfort throughout 

procedure

Step 6
• Promote client independence and involvement if 

possible
• Assess client tolerance to the procedure

After the procedure
Step 7
• Dispose of used supplies and sharps appropriately. 

Remove eyewear and other protective equipment and 
discard or store appropriately

• Remove gloves (if worn) and perform hand hygiene
• Clean used equipment and store appropriately

Step 8
• Make the client comfortable and inform them of how 

the procedure went, or of any results/values
• Restore the bed height, tidy the bed and surrounding 

area. Place call bell and personal items within reach
• Perform hand hygiene

Step 9
• Record and document assessment fi ndings, details of 

the procedure performed and the client’s response
• Report abnormalities as required
• Reassess client to ensure there are no adverse eff ects/

events from the procedure.

(References: deWit S (2009) Fundamental Concepts and Skills for 
Nursing, 3rd edn. Philadelphia: WB Saunders, reproduced with 
permission; and Perry AG, Potter PA and Elkin MK (2012) Nursing 
Interventions & Clinical Skills, 5th edn. St Louis: Mosby Elsevier.)

Th ese are the essential steps that must be done consistently 
with each client contact in order to deliver responsible and 
safe nursing care.

Before the procedure
Step 1
• Mentally review the steps of the procedure beforehand
• Discuss the procedure with your instructor/supervisor/

team leader, if required
• Confi rm correct facility protocols/safe operating 

procedures

Step 2
• Check the order in the chart, client’s nursing/medical 

history
• Review handover report to assess specifi c instruction 

or need of client
• Gather equipment/supplies. If using a procedure 

trolley, ensure it is cleaned
• Perform hand hygiene

Step 3
• Introduce yourself to the client and/or family
• Gain client consent to perform the procedure
• Check the client’s identifi cation, using two identifi ers. 

When verifying identity, get client to verbalise name 
and check against identifi cation band as well as 
relevant documentation

• Explain the procedure to the client in terms they can 
understand

• Assess client to determine whether intervention is still 
appropriate

• Identify teaching needed and describe what the client 
can expect

Step 4
• Provide privacy
• Keep yourself safe, e.g. raise the bed to appropriate 

working height
• Provide adequate lighting for the procedure
• Arrange supplies and equipment
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Text features

active and passive exercise
arthrography
benign tumours
body mechanics
contractures and ankylosis
crutch-walking gait
dangling
deep vein thrombosis 

(DVT)
haematopoiesis
health and wellbeing
hypostatic pneumonia
isotonic/isometric/

isokinetic exercise
metastatic bone tumours

muscle atrophy
overweight and obesity
orthostatic or postural 

hypotension
osteoclasts and osteoblasts
osteogenic sarcoma
osteomyelitis
osteoporosis
plantar fl exion (footdrop)
PRICE: prevention, rest, 

ice, compression and 
elevation

pursed-lip breathing
range of movement (ROM)

Key Terms

Learning Outcomes

At the completion of this chapter and with some further 
reading, students should be able to:
• Defi ne the key terms
• Describe and implement the principles of good posture 

and body mechanics
• Describe the role of the musculoskeletal system in the 

regulation of movement
• Describe how joints are involved in movement
• State diff erences between isotonic, isometric and 

isokinetic exercise
• Describe and defi ne range of movement (ROM)
• Identify and demonstrate joint movements involved in 

ROM exercises
• Defi ne obesity and describe how variables such as 

family values and diet infl uence adult obesity
• Describe how older adults may benefi t from exercise
• Identify and describe the complications associated with 

immobility and implement appropriate preventive 
measures

• State the infl uences and eff ects associated with 
disorders of the musculoskeletal system

• Identify the major musculoskeletal system disorders 
that impact movement and exercise

• Describe the major manifestations of musculoskeletal 
system disorders

• Briefl y describe the specifi c disorders of the 
musculoskeletal system outlined in this chapter

• Defi ne the diagnostic tests that may be used to assess 
musculoskeletal function

CHAPTER 26

Movement and exercise
Susan Lanyon

• Assess clients for impaired mobility and activity 
intolerance

• Assist in planning and implementing nursing care 
plans for clients with a musculoskeletal disorder

• According to specifi ed role and function, perform the 
nursing activities described in this chapter safely and 
accurately in the clinical environment

Movement and exercise |  Chapter 26 569

LIVED EXPERIENCE

I found as I was getting older that I wasn’t as fl exible as I used to be. My joints were seizing up and I decided to take positive 
action to prevent loss of function. Keeping active with swimming and cycling allows me to keep moving without putting 
pressure on painful joints. I haven’t felt this good in years. Felicity, 65 years

CHAPTER FOCUS

Movement and exercise are essential components for restoring, maintaining and enhancing physical and psycho-
social health. As society becomes increasingly sedentary in both work and home environments, government and 
health agencies are researching and evaluating the eff ects of inactivity on health, disease processes, ageing and 
morbidity. Research suggests that despite the rising trend in health conditions related to obesity and immobility, 
the commencement of an exercise program can retard and even reverse the progression of conditions such as 
osteoporosis, heart disease, diabetes mellitus and the eff ects of ageing.

Th e human body is ideally suited to movement. Regular exercise promotes health, feelings of wellbeing and 
prevents illness throughout the life span. Exercise is made possible by the muscular, skeletal and nervous systems. 
Th ese interconnected systems work together to make movement possible and for most human movement they must 
function eff ectively for optimal physical performance. Disease processes that disable one or more of these systems 
may inhibit or restrict mobility. To ensure mobility and exercise are maximised and maintained, allied health teams 
should devise care plans to meet individual needs and abilities based on the specifi c strengths and disabilities of each 
client in their care.

Healthcare workers are in a unique position to educate and support clients to make lifestyle changes for 
improvement in health and prevention of disease. Eff ective and timely health promotion can signifi cantly 
contribute to long-term client health and potentially reduce disease progression and hospital re-admission. For 
those with recurring mobility issues, nurses and allied health professionals can support the transition to mobility 
aids and promote independence and quality of life on discharge to home or an assisted facility. Nurses who promote 
and encourage mobility and movement play a signifi cant role in the client’s healthcare experience. Th is important 
contribution can have a lasting impact on the client’s recovery and rehabilitation and benefi t society with its positive 
outcomes.
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I found as I was getting older that I wasn’t as flexible as I used to be. My joints were se
action to prevent loss of ff unction.ff Keeping active with swimming and cycling allow
pressure on painful joints. I haven’t felt this good in years.

LIVED EXPERIENCE

Learning Outcomes assist students to focus on key 
information in each chapter

Key Terms are listed at the beginning of each chapter 
and defi ned within the text

Chapter Focus introduces the key concepts in each 
chapter

Lived Experiences are taken from actual clinical 
situations to help students understand a particular health 
experience from the point of view of clients, their families 
or nurses and other health professionals.

CLINICAL INTEREST BOX 26.2
Self-care behaviours and exercise

• Make the most of opportunities for exercise—use 
stairs, park a kilometre away from work or walk to work 
once or twice a week, walk faster and use lunchtimes 
for exercise

• Choose an enjoyable physical activity

• Plan 3–4 exercise activities per week

• Before starting exercise sessions, ensure medical 
clearance if in a high-risk group

• Alternate different types of exercise to keep interest 
up; for example, Pilates followed by weight-training 
sessions then walking or bike riding

• Invite a friend to walk or join a health club or gym

• Build up exercise sessions to avoid over-exertion

Clinical Scenario Box 27.1

Mr Darcy, an 88-year-old man, was discharged from 
hospital following admission for a urinary tract infection. 
As he has no family, Mr Darcy was taken home by hospital 
transport and was escorted into his home where he lives 
alone, and placed in a lounge chair. Two days later, a nurse 
from hospital in the home did a follow-up visit on Mr Darcy. 
On arrival the nurse found Mr Darcy still sitting in the 
lounge chair; he had not moved from the chair since his 
arrival at home, 2 days prior. He had been incontinent of 
both urine and faeces. Mr Darcy made minimal eye contact 
and was not able to give coherent answers to questions.

While assisting Mr Darcy, the nurse noted a large lesion 
on his sacrum. Mr Darcy was transferred to an acute care 
facility where surgical debridement took place, identifying 
a stage IV pressure injury on his sacrum.

• What would be the recommendation for care for 
Mr Darcy?

• What other allied health professionals would you 
include in your care of Mr Darcy?

• What specialised wound dressing regimen will Mr Darcy 
require and what are the expected outcomes?

• Before Mr Darcy is discharged, what additional 
assessments will he require? Will you recommend that 
he is discharged back to his own home?

Clinical 
Interest 
boxes offer 
information on 
developmental 
considerations, 
cultural aspects 
of care, current 
research and 
client teaching

Clinical Scenarios provide context for 
practice and include questions for student 
refl ection

Nursing care plan 26.2
A client with a musculoskeletal disorder

Nursing action Rationale

Preparation of environment Promote an area conducive to rest including pillows for elevation and bed cradle for air 
circulation around injured limb or newly applied cast

Specifi c equipment acquisition Ensure availability of equipment that is requested to enhance joint mobility and repair, 
e.g. CPM machine, traction equipment, plaster, mobility assistance aids

Prevention of potential 
problems related to immobility

Air or padded mattress to protect pressure areas
Bedsides to enhance client protection from falls
Antiembolic stockings to reduce risk of DVT
Plan of breathing exercises to reduce stasis of secretions

Client comfort Analgesia for client comfort
Placement of articles within easy reach to prevent straining
Call bell within reach to reduce anxiety and feelings of isolation
Hot/cold packs to reduce pain and infl ammation

Nutrition Plan diet for optimal healing including proteins, carbohydrates, vitamins, minerals and 
ensuring adequate hydration and caloric needs

Allied health referral Specialist advice for mobility aids, ROM exercises and assistance for posturing and 
mobilisation to promote independence and rehabilitation

(Crisp & Taylor 2009; Farrell & Dempsey 2011; Gulanick & Myers 2010)

Nursing care plans provide comprehensive examples of a step-by-step guide to 
patient care within a specifi c scenario
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The Summary highlights 
the key points in the chapter 
content

Review Questions assist 
students with comprehension 
and review of the chapter 
content

Critical Thinking Exercises 
stimulate the student to think 
critically and problem solve

Procedural Guideline 27.2: Shortening a drain tube

Review and carry out the standard steps for all nursing procedures/interventions

Action Rationale

Follow the steps described in the guideline for dressing a 
wound, up to and including cleaning the wound

The stab wound is cleansed to remove exudate, thus 
preventing contamination

Using the stitch cutter, remove any suture securing the tube in 
the wound

Enables the tube to be rotated, if necessary, and shortened

If the tube is round, gently rotate it Rotation of the tube frees any adherent granulation tissue

Withdraw the tube the prescribed length, e.g. 1.25 cm Tube must only be shortened the prescribed length, to allow 
the wound to heal from within

Secure tube with sterile safety pin below level of planned cut Prevents tube from slipping into the wound

Cut off excess tube Prevents it pressing on the wound

Place and secure a clean dressing or pouch over the tube Protects the skin from irritation from wound drainage

A gauze dressing is generally placed between the pin and the 
skin, and another dressing or pouch placed over the tube

Protects the skin from irritation

Remove and discard gloves and towels Prevents cross-infection

Assist the client to reassume a comfortable position Promotes comfort

Remove and attend to the equipment appropriately. Perform 
hand hygiene

Prevents cross-infection

Report and document the procedure Appropriate care can be planned and implemented

Procedural Guidelines use a 
step-by-step format emphasising 
the use of the nursing process 
and include rationales for each 
step

Review Questions
1 List three (3) major functions of a multidisciplinary palliative care team.

2 Describe how you could provide a warm, caring environment for a dying resident in an aged-care facility.

3 List fi ve (5) physical symptoms associated with incurable illness.

4 What nursing actions could help an emaciated client whose pain is controlled but who cannot get physically comfortable 
in bed?

5 Describe fi ve (5) ways you can promote a sense of wellbeing in the partner of a client who is dying in the acute-care hospital 
setting.

Critical Thinking Exercises
1 In what ways does the culture in busy acute care hospitals impact on the experience of clients who are dying? How does it 

impact on their family members? How might nurses improve the circumstances for the client who is dying and their family in 
this setting?

2 The specialist has just told you that you have a brain tumour that is inoperable and not curable. Refl ect on your own values, 
attitudes and beliefs and consider what changes would happen in your life as a result of this prognosis. What would you need 
to help you cope? If you were living in a rural area 2 hours drive from the nearest city, could you easily access health services to 
meet your needs?

3 Joe, 72, has lung cancer. He has been admitted to the hospice today. He has been a frequent visitor to the hospice day centre 
over the last few months, and several staff members have noted his positive attitude and how well he seems to have been 
coping physically and emotionally. Joe’s condition has deteriorated now and he is not expected to live for more than a few more 
days. He is alert but extremely agitated at the moment. Margaret, his wife, can’t understand this anxiety because he has been 
so calm throughout his illness. She and his three daughters are fi nding his agitation very distressing. Consider factors that may 
be related to Joe’s anxiety. How would you explore his agitation with him? Which other health professionals may need to be 
consulted?

4 Tracey, 22 years old, has just died from leukaemia. You have been nursing Tracey for the past 2 weeks in the hospice and you 
developed a caring relationship with her over this period. On hearing that Tracey has died, you experience a sense of loss. 
Refl ect on your feelings. How might this experience infl uence your ability to nurse?

Summary

Palliative care is a speciality area of nursing. Nurses are 
valuable members of the multidisciplinary palliative care 
team and provide care to individuals with a life-limiting 
illness and their families. Palliative care takes place in many 
diff erent settings, and many people prefer to die at home. 
In palliative care contexts, dying is a natural process and 
people who are dying should be empowered to live life 
as fully as possible within the limits of their illness. Th e 

palliative care team aims to meet physical, psychological 
and spiritual needs that arise for clients at the end of their 
life and to support the client’s family. Quality palliative care 
and symptom management has the person and their family 
at the centre of care. Nurses are an important part of the 
multidisciplinary team supporting a ‘good death’ for clients 
in the home and inpatient settings.
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After the completion of this chapter, and with further 
reading, students should be able to:

nurses and the impact this has on clinical practice

of clients with acute health problems

health problems
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CHAPTER FOCUS

aged care setting. With increasing scope of practice, 

the enrolled nurse; these are explored in this chapter.

 
all nurses and as the scope of practice expands 
for  enrolled nurses it is of utmost importance that 

these crucial tools for practice.

cellulitis

scope of practice
sepsis
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WHERE IS ACUTE CARE DELIVERED?
Hospital care

SCOPE OF PRACTICE

to an ageing population, increase in chronic diseases and 

scope of practice

increase in scope of practice has been met with resistance 

of practice is not supported within the profession itself 

LIVED EXPERIENCE

 Clarissa Kovacevic, RN
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of Australia, and client fees, donations, sponsorship, 

IMPACT OF ACUTE ILLNESS
The client

stress that an acute illness causes. When diagnosed with 

some time in a hospital on a general ward. Although 

paediatrics. When a client is admitted to acute care, the aim 

Home care

inpatient of the hospital and remains under the care of the 

been shown to result in better outcomes, such as reduced 

Table 40.1 |  ICUs can be classified as:

General ICU Those that care for both medical and 
surgical clients

Combined ICU Combined ICUs where an ICU is 
combined with an HDU and/or 
coronary care unit

Paediatric ICU Specialises in care of paediatrics

Neonatal ICU Specialises in care of neonates

Speciality ICU Examples are cardiothoracic, 
neurological or oncology 

Martin et al 2010

Box 40.1 Cultural awareness
When caring for clients from a Chinese background it is 
important to have an understanding of Chinese culture 
and beliefs. Many Chinese believe in the Yin (female, 
negative energy, cold) and Yang (male, positive energy, 
hot). If an imbalance occurs between the Yin and the 
Yang, illness results. Foods, illness and treatments are 
classified as hot or cold. Clients and their families will 
try to restore the balance of Yin and Yang so you may 
find clients with heat or cool packs, depending on how 
the illness has been classified. Likewise, the family 
may bring in food that they think will help to restore this 
balance.
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ACUTE DISORDERS

Cellulitis
Cellulitis

Clinical manifestations

The family

stress it is important to communicate expected healthcare 

Clinical Scenario Box 40.1

Rebecca’s acute care experience
About 2 years ago Rebecca started experiencing intense 
headaches which culminated one day in her passing 
out at work. She worked as a nurse and her nurse unit 
manager put her in a wheelchair and took her around 
to the emergency department of the hospital that she 
worked in. This was the beginning of 2 months of being 
admitted and discharged from hospital five times. She 
had all the tests done, MRI, CT, blood test and even a 
lumbar puncture and no doctor could tell Rebecca why 
her head felt like it was going to explode. When admitted 
to the wards, she felt that once the nurses realised that 
they were caring for a fellow nurse, they treated her 
differently to other clients. Treatments didn’t get explained 
as it was assumed that she understood what was 
happening. No one explained to her the reasoning behind 
all the tests she was having. For Rebecca, one of the 
scariest experiences was when she had a drug reaction; 
she thought she was going to die.

On her last admission one of the nurses looking after her 
suggested she see an osteopath and get her back and 
neck looked at. Rebecca took her advice and achieved 
some relief. Two years on and what started as an acute 
episode has turned into a chronic pain issue. Rebecca 
has had to change jobs and work part-time as the chronic 
pain causes her constant exhaustion. This has had a 
major impact on her life and she has had to modify her 
lifestyle to manage the pain she experiences every day.

Clinical Scenario Box 40.2

Rebecca’s acute care experience: 
the family’s perspective
When Rebecca started experiencing headaches I 
thought nothing of it; she has suffered from migraines 
since a young age. Then suddenly they escalated 
and she had to be admitted to hospital multiple times. 
I cannot explain the sense of helplessness I felt as her 
mother. I felt I should have been able to make it all 
better. It was very frustrating that the doctors could not 
give us any answers; they didn’t listen to her when she 
said it wasn’t a migraine. One of the worst moments 
for me was receiving a phone call from my sister who 
was visiting Rebecca when she had the drug reaction. 
My sister thought Rebecca was going to die. Another 
moment that stands out for me was being ordered from 
her room as nurses rushed in. No one told me what was 
going on. I found out later she had been given too much 
morphine and had a dangerously low respiratory rate. 
Two years on and I am proud of how Rebecca deals 
with the pain; most people have no idea that she has 
pain every day. It is lucky that I am a casual worker so 
I can take time off when Rebecca needs to be taken 
to hospital; I don’t know what would happen if I had to 
work full-time.

Lisa, mother of Rebecca
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Deep vein thrombosis
Deep vein thrombosis

Clinical manifestations

manifestations can be similar to other diseases such as 

Pathophysiology

Diagnostic tests

Medical management

Nursing care

monitor the client for potential complications of treatment 

Client education

Pathophysiology

Medical management
When the infection is mild, the client can be treated with 

Nursing care
When caring for the client with cellulitis the nurse should 

Client education

Venous thromboembolism

CLINICAL INTEREST BOX 40.1
Risk factors in the development of 
cellulitis

Venous insufficiency or stasis
Lymphoedema
Surgery
Diabetes mellitus
Malnutrition
Substance abuse
Presence of another infection
Compromised immune system
Trauma
Intravenous drug use
Radical mastectomy with axillary dissection

(Farrell & Dempsey 2011)
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clinical manifestations indicate the possibility of PE (chest 
pain, chest wall tenderness, palpitations, back and shoulder 
pain, upper abdominal pain, syncope, haemoptysis, 
dyspnoea and painful respirations) (Farley et al 2009), then 
a D-dimer test may be ordered; if this test is positive then 
more investigations are required to confirm the diagnosis. 
Table 40.2 outlines investigations for diagnosis of PE.

In recent years the computed tomography pulmonary 
angiogram (CTPA) has replaced pulmonary angiograms 
in the diagnosis of PEs (Sheares 2011). This type of CT 
evaluates slices as narrow as 1.0 mm (Farrell & Dempsey 
2011) allowing for accurate visualisation of a PE by enabling 
visualisation of the pulmonary arteries (Sheares 2011). 
The main disadvantages of the CTPA are that the client 

menstrual bleeding may be slightly increased: they should 
contact their doctor if it increases significantly. Men 
should shave with an electric razor to reduce the risk of 
cuts and soft-bristle toothbrushes should be used. Contact 
sports should be avoided while taking anticoagulation 
drugs (LeMone et al 2011).
Pulmonary embolism
Pulmonary embolism (PE) is a major cause of mortality 
and morbidity (Otair et al 2009). For 25% of clients who 
suffer a PE the first clinical symptom is death (Farley et al 
2009). The risk factors associated with the development 
of a PE are very similar to those for a DVT (see Clinical 
Interest Box 40.2).
Clinical manifestations
The clinical manifestations of PE may include chest pain, 
chest wall tenderness, palpitations, back and shoulder 
pain,  upper abdominal pain, syncope, haemoptysis, 
dyspnoea and painful respirations (Farley et al 2009).
Pathophysiology
PE involves obstruction of a section of the pulmonary 
artery tree by a thrombus or embolism (Sheares 2011). This 
thrombus or embolism forms in the venous system or right 
side of the heart (Farrell & Dempsey 2011) and commonly 
originates in the leg or pelvic vein (Sheares 2011).
Diagnostic tests
Diagnosis of PE can be difficult because of the non-specific 
symptoms that are manifested (Otair et  al 2009). If the 

CLINICAL INTEREST BOX 40.2
Risk factors associated with DVT

Surgery

Cancer

Pregnancy

Trauma

Table 40.2 |  Investigations for diagnosis of 
pulmonary embolism

(ECG) 1–V4
V1

gases

scan)

(CTPA)

Farrell & Dempsey 2011; Sheares 2011
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Clinical manifestations

Pathophysiology

Diverticulitis

Diagnostic tests

Medical management

must be transferred to a diagnostic imaging department 

with contrast, which can cause allergic reactions and is 
contraindicated in clients with renal impairment and those 

Medical management

molecular weight heparin or heparinoids such as enoxaparin. 

Nursing care

Client education

Diverticulitis

Table 40.3 |  Emergency management of 
pulmonary embolism

Nasal oxygen Relieves hypoxaemia and respiratory 
distress

Insertion of 
intravenous lines

Prepares for medication 
administration

ECG Provides continuous monitoring for 
arrhythmias and right ventricular 
failure

Medications May include digoxin glycosides, 
diuretics, enoxaparin, heparin and 
antiarrhythmic agents. Sedatives may 
be administered to relieve anxiety

Blood tests Include serum electrolytes, full blood 
count, haematocrit and arterial blood 
gases

Indwelling urinary 
catheter

Inserted to monitor fluid output

Mechanical 
ventilation

Used if the clinical assessment and 
investigations warrant it

Farrell & Dempsey 2011
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Acute renal failure
Acute renal failure

Clinical manifestations

Pathophysiology

intrarenal failure and postrenal failure.

infections and toxins that result in inflammation or 

be as a result of renal calculi, strictures, thrombosis, 

Nursing care

be assessed at the same time, measuring girth, auscultating 

Client education

Guillain-Barré syndrome
Guillain-Barré syndrome

and decreased sensation in their arms and legs, with or 
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Hypotension
Hypovolaemia

(reduced intravascular volume) Cardiac insufficiency

Prerenal failure

Total loss

GI loss
(vomiting, diarrhoea, 

surgical fistulae)

Haemorrhage
(visible and occult)

Renal loss
(diuretics, polyurea)

Skin loss
(excessive sweating, 

burns)

Volume 
redistribution

Reduced effective 
circulation volume

(ascites, oedema, CCF)

Altered vascular 
capacitance

(sepsis, shunting, 
vasodilation)

Figure 40.1 
(Blakeley 2008)

Interstitial infections Tubular VascularGlomerulus infection

Intrarenal failure

Toxic Large vessels

Foreign toxins

Body toxins

Ischaemia Small vessels

Figure 40.2 
(Blakeley 2008)
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Medical management
The investigations required depend on the individual and 
the results of the health assessment (Murphy & Byrne 
2010). Once a diagnosis is made the medical aim is to 
restore chemical balance and prevent complications to 
allow the kidney to repair itself (Farrell & Dempsey 2011). 
If there is a known cause it is treated and eliminated. For 
some clients dialysis is required (see Ch 29).

Nursing care
When caring for the client with ARF the nurse needs 
to closely monitor fluid balance. This can be done by 
commencing the client on a strict fluid balance and daily 
weighing regimen, ensuring that the client is weighed at the 
same time on the same scales and in the same clothes every 
time. The nurse should also monitor the client for signs of 
oedema and any difficulty in breathing (Farrell & Dempsey 
2011). Clients with ARF are at increased risk of infection 
and skin breakdown, therefore the nurse should ensure 
asepsis when caring for these clients and meticulous skin 
care to prevent skin breakdown (Farrell & Dempsey 2011).

Client education
The client with ARF needs education to identify 
complications of fluid volume excess such as increased 
weight or oedema. Educate to avoid nephrotoxic agents 
for at least 1 year post ARF. The client will need to avoid 
stress and infection (LeMone et al 2011). (See Table 40.4.)

Sepsis
Sepsis is an infection of the blood stream that spreads 
quickly and can be difficult to diagnose (Dellacroce 2009). 
For a diagnosis of sepsis to be made the client must have 
a known infection and systemic inflammatory reaction 
syndrome (SIRS) (see Clinical Interest Box 40.3).

Diagnostic test
When a client is suspected of having ARF there are many 
investigations that may be ordered. These include:

Urinalysis
Blood test tests (including urea, creatinine and 
electrolytes, full blood examination, coagulation 
status, virology for hepatitis B and C and HIV)
Renal ultrasounds
CT, MRI
Renal biopsy (Murphy & Byrne 2010).

Obstruction

Postrenal failure

Internal pelvic/ureteral

Tumour

Stones

External ureteral

Surrounding or 
infiltrating tumour/other 

obstruction

Figure 40.3 Causes of postrenal failure
(Blakeley 2008)

Table 40.4 |  Differences between acute renal failure and chronic renal failure

Acute renal failure Chronic renal failure

Calcium
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One of the major complications of severe sepsis is 
hypotension. When a client remains hypotensive in spite 
of adequate fluid resuscitation, the client has progressed 
into septic shock (Dellacroce 2009). Septic shock is a 
life-threatening condition, with 1400 people worldwide 
dying each day (Gerber 2010). After diagnosis of septic 
shock, 30% of clients will die within the first month 
and 50% within 6 months (Gerber 2010). See Clinical 
Scenario Box 40.3.

Diagnostic test
As soon as sepsis is suspected blood cultures should be 
taken, ideally prior to the commencement of antibiotic 

The most common sites of infection that lead to sepsis 
are infections in the bloodstream, skin, respiratory tract, 
gastrointestinal tract and genitourinary tract (Schub & 
Schub 2011). Gram-negative and gram-positive bacteria are 
the usual causative agents; however, the infection can also 
be due to fungi, viruses and protozoa (Farrell & Dempsey 
2011).

Clinical manifestations
Clinical manifestations include fever, peripheral oedema, 
hypotension, tachycardia, tachypnoea and hot flushed skin 
(LeMone et al 2011).

Risk factors for the development of sepsis include 
cauterisation, invasive devices, certain surgery, urinary 
tract infections, appendicitis, diverticulitis, Crohn’s 
disease, cholecystitis, renal disease, prostatitis, meningitis 
and complicated obstetric delivery (Schub & Schub 2011). 
Older adults, children and immunosuppressed clients are 
at an increased risk of sepsis progressing to severe sepsis 
and septic shock (Schub & Schub 2011).

Pathophysiology
Sepsis develops when the body is unable to contain a 
localised infection, enabling the infective agent to enter 
the blood stream (Dellacroce 2009). The associated 
SIRS can impair the clotting cascade, causing systemic 
inflammation, vasodilation and capillary leakage which 
contributes to hypotension and can lead to organ failure 
(Whitehead 2010). Sepsis can develop into severe sepsis. 
Severe sepsis involves all the clinical features of sepsis 
but has the added complication of organ dysfunction 
(Dellacroce 2009) (see Table 40.5). When a client is 
diagnosed with severe sepsis there is a 30–35% chance of 
death (Whitehead 2010).

CLINICAL INTEREST BOX 40.3
SIRS

Table 40.5 |  Signs of organ failure

Body system Clinical manifestation

Urinary

Clinical Scenario Box 40.3

Septic shock
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turn is developed into a pathway (Day 2009). The pathway 
enables less variation and more transparency in client care 
(Vanhaecht et al 2009).

Clinical pathways are most advantageous when client 
outcomes are predictable, thus ensuring that the client 
receives relevant clinical interventions and assessments 
(Allen et  al 2009). While clinical pathways cannot be 
used for all clients, in 80% of cases a clinical pathway is 
indicated (Duffy et al 2011). Pathways provide a daily care 
plan for the client, and include guidelines on assessment, 
treatment, activities of daily living, nutrition, education, 
referrals to be made and discharge planning (D’Entermont 
2009).

The novice nurse can find pathways especially helpful 
by providing a guide as to what is expected of the client 
on any given day (D’Entermont 2009). However, it is not 
just the novice nurse who benefits from clinical pathways; 
even the most experienced nurse will encounter client 
conditions they are unfamiliar with and the pathway will 
enable them to provide the most appropriate care for these 
clients.

Clinical pathways can form all or part of the client’s 
medical records (Duffy et al 2011). At the end of a shift, 
providing there has been no variation from the pathway, 
the nurse responsible for the client’s care signs off that 
all expected outcomes and interventions have been met. 
When a variation from the plan has occurred the nurse is 
expected to document this in the client’s progress notes.

Studies have shown that clinical pathways improve 
client outcomes, promote decision making and may lead 
to shorter hospital stays and reductions in readmission 
(Allen et  al 2009). Shorter hospital stays are achieved 
as clinical pathways act as an organisational device 
by encouraging proactive interventions and the use 
of relevant resources for the client (Allen et  al 2009). 
However, not all clients are appropriate for clinical 
pathways. Clinical pathways are not effective when 
care needs to be flexible, such as with the care of the 
client post cerebrovascular accident (Allen et  al 2009). 
Clinical pathways can never replace professional clinical 
judgment (D’Entermont 2009).

therapy. The cultures should be taken from all lumens of 
central and peripheral lines (Dellacroce 2009).

Medical management
Oxygen therapy should be commenced at high-doses to 
stabilise oxygen saturations (Steen 2009). Fluid resus-
citation which includes both colloids (albumin and packed 
red blood cells) and crystalloids (normal saline and Ringer’s 
lactate) is commenced, with the aim of maintaining blood 
pressure greater than >100 systolic blood pressure (SBP) 
(Dellacroce 2009). Urine output is monitored with a goal 
of >0.5 mL/kg/hr and it is recommended that a urinary 
catheter be inserted (Steen 2009). Broad-spectrum 
intravenous antibiotics are commenced until an infective 
agent is identified; these should be commenced within 
1 hour of the diagnosis (Steen 2009). The client’s serum 
lactate levels may need to be measured as increased levels 
indicate progressing disease (Steen 2009).

Nursing care
The best treatment for sepsis is prevention, which all nurses 
must aim to achieve by being diligent with handwashing 
and the use of aseptic technique and standard and 
additional precautions.

CLINICAL PATHWAYS
A clinical pathway is best described as a multidisciplinary, 
locally approved plan of care for a client based on guidelines 
and, wherever possible, evidenced for a particular client 
group (Duffy et al 2011). 

The clinical pathway was introduced in the 1980s in 
the USA to meet the needs of healthcare professionals and 
improve quality of care for clients (Duffy et al 2011). The 
main aim is to encourage standardisation of care for all 
clients (Neuman et  al 2009) with similar requirements 
throughout a specific time frame by providing clinical 
standards and expected outcomes (D’Entermont 2009; 
Neuman et al 2009).

The development of clinical pathways combines an 
evidence-based approach, with local policy and procedure 
and current practice to develop a process map which in 

Summary

This chapter has presented some common and not so 
common conditions the enrolled nurse may encounter 
when working in the acute, aged or community care 
sectors. It has explored the area of acute care provided in 
venues other than hospitals and presented an introduction 

to clinical pathways. There are many acute conditions the 
enrolled nurse will come across, in various settings, and 
this introduction, along with further reading, provides a 
general introduction to a broad range of conditions that 
may be seen in acute settings.
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Critical Thinking Exercises
1 You are looking after a client who has been admitted post a myocardial infarct. He is recovering post CABG surgery. Your client 

is the main income earner in his family and has three young children at home.

a Identify physical issues for this client.

b Identify psychological issues for this client.

c List appropriate ongoing care including allied healthcare that this client will require.

2 You receive handover from the morning nurse on one of your clients who is expected to be discharged this afternoon. Your client 
is a 39-year-old female admitted with a DVT who has responded well to treatment and will be transferred to the care of HITH. 
The nurse handing over to you reports that this morning the client complained of slight back and shoulder tip pain which was 
resolved with paracetamol. All paper work has been completed and the client is waiting for her discharge medications before 
she can leave. When you enter the client’s room, you find her pale and complaining of dyspnoea and chest pain.

a What is your first action going to be?

b What do you think has happened?

c What sign did the morning nurse miss?

d What diagnostic tests need to be done?

Review Questions
 1 You suspect your client has cellulitis. What are the common sites the infection originates from?

 2 Which two (2) conditions are included under the term venous thromboembolism?

 3 Identify the major risk factors associated with the development of a DVT.

 4 What does a positive D-dimer test indicate?

 5 Outline the treatment of a client who has been diagnosed with a pulmonary embolism.

 6 Describe diverticulitis.

 7 List the clinical manifestations of diverticulitis.

 8 What is a preceding factor for the development of Guillain-Barré syndrome?

 9 Explain the pathophysiology of Guillain-Barré syndrome.

10 Provide a cause of each stage of acute renal failure.

11 What two (2) conditions must be present for a diagnosis of sepsis?

12 What are the common sites where a sepsis infection originates?

13 Define the term clinical pathway.

14 What is the main aim of clinical pathways?

15 For what clients are clinical pathways most appropriate?
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