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Acquired Immunodeficiency Syndrome (AIDS)

Acquired immunodeficiency (im-YOUN-oh
de-FISH-en-see) syndrome (AIDS) is a disease
caused by the human immunodeficiency virus
(HIV). HIV attacks the body’s immune system
and gradually weakens and disables it. AIDS is
caused by acquiring HIV through blood or body
fluids from an infected person. AIDS is the
final stage of HIV infection in which infections,
tumors, and central nervous system symptoms
appear due to a weakened immune system that
is unable to fight infection. It can take years for
HIV to develop into AIDS. However, not every-
one who has HIV will get AIDS.

HIV is a sexually transmitted disease. It can also
be spread through the blood by sharing needles
from an infected person. More information on
high-risk behaviors for contracting HIV, avoid-
ing HIV, and transmission of HIV is in

Chapter 5.

In general, HIV affects the body in stages. The
first stage involves symptoms similar to flu,
with fever, muscle aches, cough, fatigue, and
swollen lymph glands. These are signs and
symptoms of the body’s immune system fight-
ing the infection. As the infection worsens, the
immune system overreacts and attacks not only
the virus, but also normal tissue.

When the virus weakens the immune system

in later stages, a group of problems may ap-
pear. These include opportunistic infections,
tumors, and central nervous system symptoms
that would not occur if the immune system were

‘healthy. This stage of the disease is known as

AIDS. The diagnosis of AIDS is made when a
person’s CD4+ lymphocyte (a type of white blood
cell) count falls to 200 or below.

In the late stages of AIDS, damage to the central
nervous system may cause memory loss, poor
coordination, paralysis, and confusion. These
symptoms together are known as AIDS demen-
tia complex.

The following are the signs and symptoms of

HIV infection and AIDS:

«  Flulike symptoms, including fever, cough,
weakness, and severe or constant fatigue

«  Appetite loss

«  Weight loss
« Night sweats

. Swollen lymph nodes in the neck, under-
arms, or groin

« Severe diarrhea
« Dry cough
« Skin rashes

« Painful white spots in the mouth or on the
tongue

« Cold sores or fever blisters on the lips and
flat, white ulcers in the mouth

 «  Cauliflower-like warts on the skin and in the

mouth
+ Inflamed and bleeding gums
+  Bruising that does not go away

»  Susceptibility to infection, particularly pneu-
monia, but also to tuberculosis, herpes, bac-
terial infections, and hepatitis

. Kaposi’'s sarcoma, a rare form of skin can-
cer that appears as purple, red, or brown
skin lesions

« Pneumocystis jirovecii pneumonia (new-
moh-SIS-tis yee-row-VET-zee new-MOH-nee-a),
a lung infection

+ AIDS dementia complex

. Opportunistic infections, such as pneumonia,

tuberculosis, and hepatitis, invade the body be-
cause the immune system is weak and cannot

. defend itself. These illnesses complicate AIDS.

They further weaken the immune system. It is

- difficult to treat these infections because gener-

ally, over time, a person with AIDS develops
resistance to some antibiotics. These infections
can cause death in people with AIDS.



There is no cure for this disease, and there is no
vaccine to prevent the disease. People who are
infected with HIV are treated with drugs that
slow the progress of the disease. Without medi-
cation, however, a weakened resistance to infec-
tions may lead to AIDS and eventually to death.

Many people are living longer with HIV by
taking combinations of medications every day.
A treatment called antiretroviral therapy (ART)
has been shown to control the HIV virus. Three
or more medications are used for this therapy.
Medicines must be taken at precise times. They
have many unpleasant side effects: gastroin-
testinal symptoms like nausea, vomiting, and
diarrhea, as well as fever and skin rashes. For
some people, the medications are less effective
than for others. Other aspects of HIV treatment
include relief of symptoms and prevention and
treatment of infection.

Guidelines: HIV and AIDS

G Follow Standard Precautions. Follow
Transmission-Based Precautions in addition
to Standard Precautions if ordered.

G People with poor immune system function
are more sensitive to infections. Wash your
hands often and keep everything clean.

G Involuntary weight loss occurs in almost
all people who develop AIDS. High-protein,
high-calorie, and high-nutrient meals can
help maintain a healthy weight.

G Some people with HIV/AIDS lose their appe-
tites and have difficulty eating. These clients
should be encouraged to relax before meals
and to eat in a pleasant setting. Serve famil-
iar and favorite foods. Report appetite loss or
difficulty eating to your supervisor. If appetite
loss continues to be a problem, the doctor
may prescribe an appetite stimulant.

G It is extremely important to carefully follow
guidelines for safe food preparation and
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storage when working with a client who has
HIV or AIDS. Foodborne illnesses caused by

improperly cooking or storing food can cause
death for someone with HIV or AIDS. (See
Chapter 23 for safe food handling practices.)
Wash your hands frequently. Keep everything
clean, especially countertops, cutting boards,
and knives after they have been used to cut
meat. Thaw food in the refrigerator, and wash
and cook foods thoroughly. When storing
food, keep cold foods cold and hot foods hot.
Use small containers that seal tightly. Check
expiration dates, and remember, “When in
doubt, throw it out.”
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Clients who have infections of the mouth
and esophagus may require food that is low
in acid and neither cold nor hot. Spicy sea-
sonings should be removed. Soft or pureed
foods may be easier to swallow. Drinking lig-
uid meals and fortified drinks, such as milk-
shakes, may ease the pain of chewing. Warm
rinses may help painful sores of the mouth.
Careful mouth care is essential.

A person who has nausea or vomiting should
eat small, frequent meals and should eat
slowly. The person should avoid high-fat and
spicy foods, and eat a soft, bland diet. This
includes mashed potatoes, noodles, rice,
crackers, pretzels, toast, gelatin, and clear
soups. Cool foods that have little odor are
usually easier to eat than hot foods. When
nausea and vomiting persist, liquids and
salty foods should be encouraged, including
clear soups, clear juices, ginger ale, elec-
trolyte supplements, saltines, and pretzels.
Clients should drink fluids in between meals.
Care must be taken to maintain proper intake
of fluids to balance lost fluids.

Clients who have mild diarrhea may have
frequent small meals that are low in fat, fiber,
and dairy products. High-fiber foods include
seeds, nuts, wheat bran, whole grain bread,
and the skins of fruits and vegetables. Fats,
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~milk, cheese; ice cream, beans, cabbage, and

spicy foods may need to be avoided. The
client’s doctor may order a BRAT (bananas,
rice, applesauce, and toast) diet. This diet is
helpful for short-term use.

effects of this type. AIDS dementia complex
may develop, causing further mental symp-
toms. There may also be muscle weakness
and loss of muscle control, making falls a
risk. Clients in this stage of the disease will

need a safe environment and close supervi-

G Diarrhea rapidly depletes the body of fluids.
sion in their ADLs.

Fluid replacement is necessary. Good rehy-
dration fluids include water, juice, caffeine-
free soda, and broth. Caffeinated drinks
should be avoided.

Cancer

Cancer is a general term used to describe a dis-
~ €ase in which abnormal cells grow in an uncon-
 trolled way. Cancer usually occurs in the form

of a tumor or tumors growing on or within the

body. A tumor (TOO-mer) is a cluster of abnor-

- mally growing cells. Benign (bee-NINE) tumors
are considered noncancerous. They usually grow
slowly in local areas. Malignant (ma-LIG-nant)
tumors are cancerous. They can grow rapidly
and invade surrounding tissues.

G Neuropathy (noor-AH-path-ee), or numb-
ness, tingling, and pain in the feet and legs,
is usually treated with pain medications.
Wearing loose, soft slippers may be helpful. If
blankets and sheets cause pain, a bed cradle
can keep sheets and blankets from resting on
the legs and feet (Chapter 12).
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G Give emotional support, as well as physical
care. Clients with HIV/AIDS may suffer from
anxiety and depression. In addition, they are
often judged by family, friends, and soci-
ety. Some people avoid a person with AIDS
due to intolerance, bias, or prejudice. Some
people blame them for their illness. People
with HIV/AIDS may experience tremendous
stress. They may feel uncertainty about their
iliness, health care, and finances. They may
also have lost friends who have died from
AIDS. Listen closely to clients to understand
their individual needs and concerns. This is
part of providing person-centered care. Treat
them with respect, and help provide needed
emotional support.

Cancer invades local tissue and can spread to
other parts of the body. When cancer spreads

 from the site where it first appeared (metas-
tasizes), it can affect other body systems. In
general, treatment is more difficult and cancer
is more deadly after this has occurred. Cancer
often appears first in the breast, colon, rectum,
uterus, prostate, lungs, or skin. There is no
known cure for cancer. However, some treat-
ments are effective. They are discussed later in
the chapter.

Known causes of cancer include the following
(Fig. 9-40):
-+ Genetic factors
Clients with HIV/AIDS need support from
~others. This support may come from family,
friends, religious and community groups,
and support groups, as well as the care team. .
Report to your supervisor if you feel that cli-
ents need more resources and services.

—i—+—Tobacco use-
+  Alcohol use
Poor diet/obesity
»  Lack of physical activity

e Certain infections
G Withdrawal, apathy, avoidance of tasks, and
mental slowness are early symptoms of HIV

infection. Medications may also cause side .

*  Environmental exposure, such as radiation

Sun exposure



Fig. 9-40. Poor diet, obesity, and prolonged sun exposure
are some of the causes of cancer.

Signs of Cancer

When diagnosed and treated early, cancer can
often be controlled. The American Cancer So-
ciety (cancer.org) has identified some warning
signs of cancer:

. Unexplained weight loss

« Fever
« Fatigue
« Pain

. Skin changes, such as change in skin color
(e.g., reddened skin)

. Change in bowel or bladder function
. Sores that do not heal
« Unusual bleeding or discharge

« Thickening or lump in the breast, testicle, or
other parts of the body

. Indigestion or difficulty swallowing

. New mole or change in the appearance of an
existing mole, wart, or spot

« Nagging cough or hoarseness

Common Treatments for Cancer

People with cancer can often live longer and
sometimes recover when treated using the fol-
lowing methods. These treatments are most ef-
fective when tumors are discovered early. Often
these treatments are combined.
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Surgery is the front line of defense for most
forms of cancer. It is the key treatment for
malignant tumors of the skin, breast, bladder,
colon, rectum, stomach, and muscle. Surgeons
attempt to remove as much of the tumor as pos-
sible to prevent cancer from spreading.

Chemotherapy refers to medications given, usu-
ally intravenously, to fight cancer. Certain drugs
destroy cancer cells and limit the rate of cell
growth. However, many of these drugs are toxic
to the body. They destroy healthy cells as well

as cancer cells. Chemotherapy can have severe
side effects, including nausea, vomiting, mouth
sores, diarrhea, temporary hair loss, fatigue,
weakness, anxiety, depression, and decreased re-
sistance to infection.

Radiation therapy (radiotherapy) directs radiation
to a limited area to kill cancer cells. However,
normal or healthy cells in the radiation’s path
are also destroyed. By controlling cell growth, ra-
diation can reduce pain. Radiation can cause the
same side effects as chemotherapy, including an
increased risk of infection. The skin on the area
exposed to radiation may become sore, irritated,
and sometimes burned.

Targeted therapy is a specific type of chemother-
apy. Traditional chemotherapy typically destroys
healthy cells as well as cancer cells. Scientists
have developed targeted chemotherapy drugs
using the differences between cancer cells and
normal cells. These drugs can attack cancer cells
and the cells that help cancer grow. Side effects
of these drugs can be similar to those associated
with other chemotherapy drugs, and can also in-
clude high blood pressure, rashes or other skin
changes, bleeding and clotting problems, and
more.

Immunotherapy is a general term for treatment
that uses a person’s own immune system to
fight disease. Immunotherapy can be helpful
in treating some forms of cancer. It can work
by making the immune system work harder to
fight the cancer or by adding something to the
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immune system, like man-made proteins, to
change how it works. Immunotherapy for can-
cer includes cancer vaccines, which make the
immune system attack specific types of cancer
cells. These may be used to help treat cancer
or to stop cancer from coming back after other
treatments. Different immunotherapy drugs
have different side effects, but in general they
have fewer side effects than chemotherapy
drugs.

Hormone therapy is used to treat cancers that
use hormones to grow, like breast and prostate
cancers. Hormone therapy blocks the body’s
ability to produce certain hormones or changes
how hormones behave. This type of therapy is
usually used along with other types of treatment
for cancer. Side effects include hot flashes, nau-
sea, diarrhea, and fatigue.

Care Guidelines for Cancer

Coping with cancer can be a tremendous chal-
lenge. Home health aides should follow these
guidelines when working with clients who have
cancer:

Guidelines: Cancer

G Each case is different. Cancer is a general

term and refers to many individual situations.

Clients may live many years or only several
months. Treatment affects each person dif-
ferently. Do not make assumptions about a
client’s condition.

G Clients may want to talk or may avoid talking.
Respect each client’s needs. Listen if a client -

wants to share feelings or cxperiences with
you. However, never push a client to talk. Be
honest. Never tell a client, “Everything will
be okay.” Be sensitive. Remember that can-
cer is a disease, and its cause is unknown.
Maintain a positive attitude and focus on
concrete details. For example, comment if a
client seems stronger, or mention that the
sun is shining outside.

G Proper nutrition is very important for clients
with cancer. Follow the care plan instruc-
tions and your assignments carefully. Clients
frequently have poor appetites. Encourage
a variety of food and small portions. Serve
favorite foods that are high in nutrition.
Liquid nutritional supplements may be used
in addition to, not in place of, meals. If nau-
sea or swallowing is a problem, foods such
as soups, gelatin, or starches may appeal
to the client. Use plastic utensils for a client
receiving chemotherapy. It makes food taste
better. Metal utensils cause a bitter taste.

G Cancer can cause severe pain, especially in
the late stages. It can affect the ability to
sleep, eat, and move. Be alert for signs of
pain. Assist with comfort measures, includ-
ing repositioning and providing distractions
such as conversation, music, or reading
materials (Fig. 9-41). Observe the client’s use
of pain medication. The client may be using a
patient-controlled analgesia (PCA) pump for
pain relief. This pump allows the person to
press a button that releases pain medication.
Report to the supervisor if pain seems to be
uncontrolled.

Fig. 9-41. Give clients with cancer as much emotional
support as possible. Distractions such as conversation can
help a person deal with pain.

G Offer back rubs to provide comfort and
increase circulation. For clients who spend
many hours in bed, special pads or other
positioning devices may make them more
comfortable. Moving to a chair for some



period of time may improve comfort as well.
Clients who are very weak or immobile need
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Caring for a person with cancer at home can
be very difficult for family members. Be alert

to needs that are not being met or stresses
created by the illness. Report observations.
A list of community resources for additional

to be repositioned at least every two hours.

Check the skin often to help prevent pressure

injuries. Keep the skin clean and dry. Use

lotion regularly on dry or delicate skin. Do help may be found in Chapter 3.

not apply lotion to areas receiving radiation Report any of the following to your supervisor:

therapy. Do not remove markings that are Increased weakness or fatigue

used in radiation therapy. Follow any s ecial
B yoP Weight loss

skin care orders (for example, no hot or cold
packs; no soap, lotion, or cosmetics; or no . Nausea, vomiting, or diarrhea

tight stockings). Changes in appetite
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Help clients brush teeth regularly.
Chemotherapy medications, nausea, vomit-

Fainting

. . ) _ «  Shortness of breath
ing, or mouth infections may cause pain and . .
a bad taste in the mouth. You can help ease «  Signs of depression
discomfort by using a soft-bristled tooth-

brush, rinsing with baking soda and water,

Confusion

» Blood in stool or urine
or using a prescribed rinse. Do not use a

commercial mouthwash. Alcohol in mouth- »  Change in mental status
wash can further irritate a client’s mouth. For « Changes in skin

clients with mouth sores, using oral swabs :
rather than toothbrushes may be preferable.

The swabs can be dipped in a rinse and gen-

tly wiped across the gums. Mouth sores can .

New lumps, sores, or rashes
Increase in pain or unrelieved pain
Blood in the mouth

make mouth care very painful; be very gentle

when giving care. Care after a Mastectomy

A mastectomy is the surgical removal of all or part
of the breast and sometimes other surrounding tis-
sue. This operation is usually performed because of
a tumor.

People with cancer may have a poor self-
image because they are weak and their
appearance has changed. For example, hair
loss is a common side effect of chemo-
therapy. Assist with grooming if desired. Your
concern and interest can help improve the

After a mastectomy, the care plan may include arm
exercises for the side of the body on which the sur-
gery was performed. The goal of arm exercises is to
strengthen the arm and chest muscles and reduce
swelling in the arm and underarm. Exercises may
include raising the arm, opening and closing the
hand, and bending and straightening the elbow. The
client should wear loose, comfortable clothing while
doing arm exercises.

client’s self-image.

If visitors help cheer your client, encourage
them and do not intrude. If some times of
the day are better than others, suggest them
to the client’s friends or family. It may help

a person with cancer to think of something
besides cancer and treatment for a while.
Pursue other topics and get to know your cli-
ents’ interests. As always, report any signs of

The care plan’s instructions may include keeping
the arm on the affected side raised on pillows to
decrease swelling. The client may use a sling to keep
the arm elevated. In addition, deep breathing exer-
cises may be ordered. Blood pressure should not be

depression immediately (see Chapter 18). measured on the arm on the affected side.
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Chapter Review

1.
2.

10.

11.
12.

13.

14.

15.

16.

17.

What is homeostasig?

What is an acute illness? What is a chronic
illness?

What are three functions of the skin, or
integument?

Why is preventing pressure Injuries ex-
tremely important?

How many bones make up the skeleton of
the human body?

What type of exercises can help prevent con-
tractures and muscle atrophy?

What are two functions of the nervous
system?

When helping a client who has had a stroke
with transfers or walking, on which side
should an HHA stand—the weaker or
stronger?

Why may people with Parkinson’s disease
have trouble eating and bathing themselves?

When a person has multiple sclerosis, what
covering breaks down over time?

What is paraplegia? What is quadriplegia?

When a client has a hearing impairment, on
whose face should the light be shining while
communicating—the client’s or the home
health aide’s?

How can a home health aide explain the
position of objects in front of a client who
has a visual impairment?

What is phantom limb pain? What is phan-
tom sensation?

What are four functions of the circulatory
system?

What consistent blood pressure measure-
ment is classified as hypertension?

What is the medical term for chest pain,
pressure, or discomfort?

18.
19.
20.
21.

22,

[l 23,

24,
- 25,

26.

27.
28,

- 29.

30.
31.

32.

What does respiration mean? What are the
two parts involved in respiration?

What position might a client with COPD
prefer to be in?

What are two functions of the urinary
System?

How should clients wipe after elimination in
order to prevent infection?

Define the following terms related to the
gastrointestinal system: digestion, absorp-
tion, and elimination.

What may need to be increased in a client’s
diet if she is prone to constipation?

What are glands?

Why is proper foot care especially important
for a client with diabetes?

What is the function of the reproductive
system?

What is a sexually transmitted infection?

What is nonspecific immunity? What is spe-
cific immunity?

What is the function of the lymphatic
system?

How is HIV spread?

Which stage of HIV infection is classified as
AIDS?

What are common side effects of chemo-
therapy and radiation?
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Confusion, Dementia, and
Alzheimer’s Disease

1. Discuss confusion and delirium

Confusion is the inability to think clearly and
logically. A confused person has trouble focusing
his attention and may feel disoriented. Confu-
sion interferes with the ability to make deci-
sions. The person’s personality may change. He
may not know his name, the date, other people,
or where he is. A confused person may be angry,
depressed, or irritable.

Confusion may come on suddenly or gradually.
It can be temporary or permanent. Confusion

is more common in the elderly. It may occur
when a person is in the hospital. Some common
causes of confusion include the following:

+  Urinary tract infection (UTTI)
» Low blood sugar

+ Head trauma or head injury
» Dehydration

«  Nutritional problems

+ Fever

+ Sudden drop in body temperature
+ Lack of oxygen

«  Medications

« Infections

+  Brain tumor

- Diseases or illnesses

» Loss of sleep

e Seizures

Guidelines: Caring for Clients Who are Confused

Do not leave a confused client alone.

o o

Stay calm. Provide a quiet environment.

G Speak in a lower tone of voice. Speak clearly
and slowly.

G Introduce yourself each time you see the cli-
ent. Remind the client of his location, name,
and the date. A calendar can help.

G Explain what you are going to do, using sim-
ple instructions.

G Be patient. Do not rush the client.

Talk to the client about plans for the day.
Keeping a routine may help.

G Encourage the use of eyeglasses and hearing
aids. Make sure they are clean and are not
damaged.

G Promote self-care and independence.

G Do not leave cleaning agents, such as liquid
soap, or personal care products, such as
lotions or toothpaste, where the client can
access them. A person who is confused may
try to eat or drink these products.

G Report observations to the supervisor.

Delirium is a state of severe confusion that oc-
curs suddenly; it is usually temporary. Some
causes are infections, disease, fluid imbalances,
and poor nutrition. Drugs and alcohol may also
cause delirium. Symptoms of delirium include
the following:
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Confusion, Dementia, and Alzheimer’s Disease
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« Agitation

+ Anger

« Depression

+  Irritability

» Disorientation

+ Trouble focusing

« Problems with speech

« Changes in sensation and perception
+ Changes in consciousness

+ Decrease in short-term memory

Report these signs to your supervisor. The goal
of treatment is to control or reverse the cause.
Emergency care may be needed, as well as a stay
in a hospital.

2. Describe dementia

As a person ages, some of the ability to think
logically and clearly may be lost. This ability is
called cognition (kog-NI-shun). When some of
this ability is lost, a person is said to have cogni-
tive impairment (KOG-ni-tiv im-PAYR-ment).
How much cognition is lost depends on the
individual. Cognitive impairment affects con-
centration and memory. Elderly clients may lose
their memories of recent events, which can be
frustrating for them. HHAs can help by encour-
aging them to make lists of things to remember
and by writing down names, events, and phone
numbers. Other normal changes of aging in the
brain are slower reaction time, difficulty finding
or using the right words, and sleeping less.

Dementia (di-MEN-sha) is a general term that
refers to a more serious loss of mental abilities
such as thinking, remembering, reasoning, and
communicating. As dementia advances, these
losses make it difficult to perform activities of
daily living, such as eating, bathing, dressing,
and eliminating. Social skills may be affected.
Dementia is not a normal part of aging.

*1-heimer’s disease is the most common cause
e elderly. Dementia may also
be caused by these disorders:

Ol Utiaaue

»  Multi-infarct or vascular dementia (a series
of strokes causing damage to the brain)

« Lewy body dementia (abnormal structures,
called Lewy bodies, develop in areas of the
brain, causing a variety of symptoms)

» Parkinson’s disease

« Huntington’s disease (an inherited disease
that causes certain nerve cells in the brain to
waste away)

3. Describe Alzheimer’s disease and
identify its stages

Alzheimer’s disease (AD) is a progressive, de-
generative, and irreversible disease. AD causes
tangled nerve fibers and protein deposits to
form in the brain, eventually causing dementia.
Progressive and degenerative mean the dis-
ease gets worse, causing greater and greater loss
of health and abilities. Irreversible means the
disease cannot be cured. Clients with Alzheim-
er’s disease will never recover. They will need
more care as the disease progresses.

Symptoms of AD appear gradually. It gener-
ally begins with memory loss. As the disease
progresses, it causes greater and greater loss of

- health and abilities. People with AD may get dis-

oriented. They may be confused about time and
place. Communication problems are common.

_ They may lose their ability to read, write, speak,
~ or understand. Mood and behavior change. Ag-

gressiveness, wandering, and withdrawal are all

- part of AD. Alzheimer’s disease generally pro-

gresses in stages. In each stage, the symptoms
become progressively worse. The majority of
people who have this disease are eventually com-
pletely dependent on others for care.

Each person with Alzheimer’s disease may show
different symptoms at different times. For



example, one person may continue to read, but
not be able to recognize a family member. An-

other person can play a musical instrument but
does not know how to use the phone. Skills that
a person has used over a lifetime are usually re-
tained longer (Fig. 10-1).

S ks
a .

Fig. 10-1. A person with AD may retain skills she has
used her whole life.

The Alzheimer’s Association (alz.org) identifies
three general stages of Alzheimer’s disease:

Mild Alzheimer’s disease (early stage)

At this stage, the person may show some prob-
lems, such as memory loss and forgetting some
words and the location of familiar objects. The
person’s medical examination may show prob-
lems with memory and concentration. However,
the person may still be independent and able to
work, drive, and do other activities.

Moderate Alzheimer’s disease (middle stage)

Generally speaking, this stage has the longest
duration. At this stage, the person may show
signs and symptoms such as forgetting recent
events, forgetting some of one’s own past experi-
ences and background, changes in personality
and behavior, and being moody or withdrawn.
Other changes include needing help with some
activities of daily living, such as with elimina-

tion needs and helping to choose clothing appro-

priately. There may be changes in sleep patterns,
increased wandering, suspiciousness or delu-
sions, and confusion about time and place.
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Severe Alzheimer’s disease (late stage)

During this final stage, a person may be unable
to communicate with others, control movement,
or respond to his surroundings. The person
needs significant help with activities of daily liv-
ing, including eating and eliminating. The abil-
ity to walk, sit, and swallow may be affected.

It is important for home health aides to encour-
age independence, regardless of what signs and
symptoms a client with Alzheimer’s disease
shows. The client should be encouraged to do
whatever he is able to do. This helps keep the cli-
ent’s mind and body as active as possible. Work-
ing, socializing, reading, problem solving, and
exercising should all be encouraged (Fig. 10-2).

Fig. 10-2. Home health aides should encourage clients
with AD to socialize, read, work, problem solve, and exer-
cise to keep their minds and bodies active.

4. Identify personal attitudes helpful in
caring for clients with Alzheimer’s disease

The following attitudes will help HHAs give the
best possible care to clients with AD:

Do not take things personally. Alzheimer’s dis-
ease is a devastating mental and physical disor-
der. Tt affects everyone who surrounds and cares
for the person with AD. People with Alzheimer’s
disease do not always have control over their
words and actions. They may often be unaware
of what they say or do. A client with Alzheimer’s
disease may not recognize a caregiver or do what
he is supposed to do. He may ignore, accuse, or
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insult care team members. When this happens,
it is important to remember that the behavior is
due to the disease.

Be empathetic. It is helpful if the HHA thinks
about what it would be like to have Alzheimer’s
disease. She can imagine being unable to do
activities of daily living and being dependent on
others for care. It would be very frustrating for
anyone to have no memory of recent events or
to be unable to find words for what one wants
to say. Home health aides should assume that
people with AD have insight and are aware of
the changes in their abilities. They should treat
clients with AD with dignity and respect.

Work with the symptoms and behaviors noted.
Each person with Alzheimer’s disease is an in-
dividual. Clients with AD will not all show the
same symptoms at the same times. Each client
will do some things that others will never do.
The best strategy is to work with the behaviors
that are seen on any particular day. For example,
a client with Alzheimer’s disease may want to go
for a walk one day, when the day before he did
not want to go to the bathroom without help. If
allowed by the care plan, the HHA should try to
go for a walk with him.

Work as a team. Symptoms and behavior change
daily. When home health aides observe and re-
port carefully, as well as listen to others’ reports,
the care team may be better able to develop
solutions. HHAS are in a great position to give
details about clients. Being with clients often
allows them to have insights that others may
not have. HHAs should make the most of this
opportunity.

Be aware of difficulties associated with caregiv-
ing. Caring for someone with dementia can be
physically and emotionally exhausting, as well as
incredibly stressful. Home health aides should
take care of themselves so they can continue to
provide the best care (Fig. 10-3). Being aware of
the body’s signals to slow down, rest, or eat bet-
ter is important. Each HHA'’s feelings are real;

they have a right to them. Mistakes should be
viewed as learning experiences. Unmanaged

~ stress can cause physical and emotional prob-
- lems. When stress feels overwhelming, an HHA
- should talk to her supervisor.

Fig. 10-3. Regular exercise is an important part of taking
care of oneself.

Work with family members. Family members
can be a wonderful resource. They can help care-

 givers learn more about a client. They also pro-

vide familiarity and comfort to the person with
Alzheimer’s disease. Home health aides should
build relationships with family members and
keep the lines of communication open.

In addition, HHAs should be reassuring to fam-
ily members. It is very difficult for families to
see a loved one’s health and abilities decline.
When clients with AD exhibit problem behay-
iors, it can be stressful for the family. HHAs can
help by reassuring family members that they un-

- derstand that this behavior is part of the disease.

Remember the goals of the care plan. In addition

~ to the practical tasks home health aides perform,
-~ the care plan will also call for maintaining cli-

ents’ dignity and self-esteem. HHAs should help
clients be as independent as possible.

5. List strategies for better

- communication with clients with

Alzheimer’s disease

- Many things can be done to improve communi-
~ cation with clients who have Alzheimer’s



disease. Providing person-centered care for cli-
ents with AD means responding to each client
as an individual. The guidelines below can help
with communication:

Guidelines: Communicating with Clients Who
Have Alzheimer's Disease

& Always approach from the front, and do not
startle the client.

& Smile and look happy to see the client. Be
friendly.

& Determine how close the client wants you
to be.

£

If possible, communicate in a calm place
with little background noise and distraction.

@ Always identify yourself, and use the client’s
name. (Do not touch first; this may upset the
person.) Continue to use the client's name
during the conversation.

G Speak slowly, using a lower tone of voice than
normal. This is calming and easier to
understand.

G Repeat yourself, using the same words and
phrases, as often as needed.

G Talk about only one subject at a time. Be
patient. Use short, simple sentences.

G Use signs, pictures, gestures, or written
words to help communicate.

G Break complex tasks into smaller, simpler
ones. Give simple, step-by-step instructions
as necessary.

Communication with clients with AD can also be
helped by using these specific techniques:

If the client is frightened or anxious:

G Speak slowly in a low, calm voice. Speak in a
quiet area with few distractions.

& Try to see and hear yourself as the client
might. Always describe what you are going
to do.
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. Use simple words and short sentences. If
helping with care, list steps one at a time.

©  Check your body language; make sure you are
not tense or hurried.

If the client forgets or shows memory loss:

G Repeat yourself, using the same words if you
need to repeat an instruction or question.
However, you may be using a word the client
does not understand, such as tired. Try other
words like nap, lie down, and rest. Repetition
can also be soothing for a client with
Alzheimer’s disease. Many people with AD
repeat words, phrases, questions, or actions.
This is called perseveration. Do not try to
stop a client who is perseverating. Answer
the questions, using the same words each
time, until he stops. Even though responding
over and over may frustrate you, it communi-
cates comfort and security.

& Keep messages simple. Break complex tasks
into smaller, simpler ones.

If the client has trouble finding words or names:

G Suggest a word that sounds correct. If this
upsets the client, learn from it and try not to
correct a client who uses an incorrect word.
As words (written and spoken) become more
difficult, smiling, touching, and hugging
can help show care and concern (Fig. 10-4).
Remember, however, that some people find
touch frightening or unwelcome.

: -
| S i -j...‘ 4 . P
Fig. 10-4. Touch, smiles, hugs, and laughter will be un-
derstood longer, even after speaking abilities decline.
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—Ifthe client seems not to understand basic ———

instructions or questions:

G Ask the client to repeat your words. Use
short words and sentences, allowing time to
answer.

G Note the communication methods that are
effective and use them.

G Watch for nonverbal cues as the ability to
talk lessens. Observe body language—eyes,
hands, and face.

G Use signs, pictures, gestures, or written
words. For example, a picture of a toilet on
the bathroom door can help remind a person
where the bathroom is. Combining verbal
and nonverbal communication is helpful.

For example, you can say, “Let's get dressed
now,” while holding up clothes.

If the client wants to say something but cannot:

G Encourage the client to point, gesture, or act
it out.

G If the client is obviously upset but cannot
explain why, offer comfort with a smile, or try
to distract him. Verbal communication may
be frustrating.

If the client does not remember how to perform
basic tasks:

G Break each activity into simple steps. For
instance, “Let's go for a walk. Stand up. Put
on your sweater. First the right arm...” Always
encourage clients to do what they can.

If the client insists on doing something that is

unsafe or not allowed:

G Redirect activities toward something else. Try
to limit the times you say “Don’t.”

If the client hallucinates (sees or hears things
that are not really happening), or is paranoid or
accusing:

G Try not to take it personally.

G Ty Lo redirect behavior or ighore it. Because
attention span is limited, this behavior often
passes quickly.

If the client is depressed or lonely:

G Take time, one-on-one, to ask how he is feel-
ing. Really listen to the response.

G Try to involve the client in activities. Always
report signs of depression to your supervisor
(Chapter 18).

If the client is verbally abusive or uses bad
language:

G Remember it is the dementia speaking, not
the person. Try to ignore the language, and
redirect attention to something else.

If the client has lost most verbal skills:

G Use nonverbal skills. As speaking abilities
decline, people with AD will still understan-’
touch, smiles, and laughter for much longe
Remember that some people do not like to
be touched. Approach touching slowly and
be gentle. Softly touching the hand or smil-
ing can express affection and say you want to
help (Fig. 10-5).

G Even after verbal abilities are lost, signs,
labels, and gestures can reach people with
dementia.

G Assume people with AD can understand
more than they can express. Do not talk
about them as though they were not there or
treat them like children.

Fig. 10-5. Smiling can communicate positivity and a will-
ingness to help.




6. Explain general principles that will help
assist clients with personal care

Home health aides should use the same proce-
dures for personal care and activities of daily
living for clients with Alzheimer’s disease as
they would with other clients. However, here are
some general principles that will help HHAs
give the best care:

1. Develop a routine and stick to it. Being con-
sistent is important for clients who are con-
fused and easily upset.

2. Promote self-care. Helping clients care for
themselves as much as possible will help
them cope with this difficult disease.

3. Take care of themselves, both mentally and
physically. This will help HHAs give the best
care.

7. List and describe interventions for
problems with common activities of daily
living (ADLs)

As Alzheimer’s disease worsens, clients will
have trouble doing their activities of daily liv-
ing. Below are interventions to help clients with
these problems. An intervention means a way
to change an action or development.

Guidelines: Assisting with ADLs for Clients Who
Have Alzheimer’s Disease

If the client has problems with bathing:

G Schedule bathing when the client is least
agitated. Be organized so the bath can be
quick. Give sponge baths if the client resists
a shower or tub bath.

G Prepare the client before bathing. Hand him
the supplies (washcloth, soap, shampoo,
towels). This serves as a visual aid.

G Take a walk to the bathroom with the client,
rather than asking directly about the bath.
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G Make sure the bathroom is well lit and is at a
comfortable temperature.

G Provide privacy during the bath.

G Be calm and quiet when bathing a client.

Keep the process simple.

G Be sensitive when talking to a client about
bathing.

G Give the client a washcloth to hold. This can
distract him while you finish the bath.

G Always follow safety precautions. Ensure
safety by using nonslip mats, tub seats, and
handholds.

G Be flexible about when to bathe a client. A
client may not always be in the mood. Also,
be aware that not everyone bathes with the
same frequency. Understand if a client does
not want to bathe.

G Be relaxed and allow the client to enjoy the
bath. Offer encouragement and praise.

G Let the client do as much as possible during
the bath.

G Observe the skin for any signs of irritation or
breakdown during the bath.

If the client has problems with grooming and
dressing:

G Assist with grooming to help the client feel
attractive and dignified.

G Avoid delays or interruptions while dressing.

G Show the client some of his clothing. This

brings up the idea of dressing. Tell him you
are going to help him get dressed.

G Provide privacy by closing doors and
curtains.

G Encourage the client to pick clothes to wear.
Simplify this by giving just a few choices.
Make sure the clothing is clean and appro-
priate. Lay out clothes in the order in which
they are to be put on (Fig. 10-6). Choose
clothes that are simple to put on, such as
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slip-on instead of lace-up shoes and pants or
skirts instead of dresses. Some people with
Alzheimer’s disease make a habit of layering
clothing regardless of the weather.

Underwear

T-shirt

Socks

Elastic-Waist Pants

_~Puilover Shirt

Fig. 10-6. Lay out clothes in the order in which they
should be put on.

&

Break the task down into simple steps.
Introduce one step at a time. Do not rush the
client.

Use a friendly, calm voice when speaking.
Praise and encourage the client at each step.

If the client has problems with elimination:

G

o

&

Encourage fluids. Never withhold or discour-

age fluids because a client has urinary incon-

tinence. Report to your supervisor if the client
is not drinking fluids. Follow schedules in the
care plan for drinking fluids.

Mark the bathroom with a sign or a picture
as a reminder of where it is and to use the
toilet.

Make sure the path to the bathroom and the
bathroom are well lit.

Note when the client is incontinent over two
to three days. Check him every 30 minutes.
This can help determine “bathroom times.”
Take the client to the bathroom just before
his bathroom time.

Take the client to the bathroom after drinking
fluids. Take the client to the bathroom before
and after meals and before bedtime. Make
sure the client actually urinates before getting
off the toilet.

Put lids on trash cans, wastebaskets, or other
containers if the client urinates or defecates
in them.

Follow the elimination schedule carefully and
document urination and bowel elimination as
required.

Family or friends may be upset by their loved
one’s incontinence. Be professional when
cleaning after episodes of incontinence. Do
not show any disgust or irritation.

If the client has problems with nutrition:

Encourage nutritious food. Food may not
interest a client with Alzheimer’s disease or
he may forget to eat. It may be of great inter-
est, but he may only want to eat a few types
of food. A client with AD is at risk for
malnutrition.

Serve meals at regular, consistent times each
day. You may need to remind the client that
it is mealtime. Serve familiar foods that look
and smell appetizing.

Make sure there is adequate lighting.

Keep noise low and distractions to a mini-
mum during meals.

Keep the task of eating simple. If the client

is restless, try smaller, more frequent meals.
Finger foods (foods that are easy to pick

up with the fingers) work best. Examples of
finger foods that may be good to serve are
sandwiches cut into fourths, chicken nuggets
or small pieces of cooked boneless chicken,
fish sticks, cheese cubes, halved hard-boiled
eggs, and fresh fruit and soft vegetables cut
into bite-sized pieces.

Do not serve steaming or very hot foods or
drinks.
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G Use a simple place setting with a single eat- G Report changes in intake and output. Monitor
ing utensil and remove other items from the weight accurately and frequently.
table (Fig. 10-7). Plain plates without patterns
or colors work best.

To promote the client’s physical health:

G Prevent infections and follow Standard
Precautions. Follow proper procedures for
food preparation and storage and household
management.

G Help clients wash their hands frequently.

G Observe the client’s physical health. Report
any potential problems. People with demen-
tia may not notice their own health problems.

G Give careful skin care to prevent pressure
injuries.
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G Watch for signs of pain. People who have

Fig. 10-7. Plain white plates on a contrasting-colored sur- Alzheimer’s disease may not be able to
face may help avoid confusion and distraction.

express that they are in pain. Nonverbal signs
that a client may be in pain include grimacing
or clenching fists (Fig. 10-8). A client may be
agitated or have an angry outburst. Report
possible signs of pain to your supervisor.
G Give simple, clear instructions. Clients with (Chapter 14 contains information about pain
AD may not understand how to eat or use and pain management.)
utensils. Help the client taste a sample of the
meal first. Place a spoon to the lips. This will
encourage the client to open his mouth. Ask
the client to open his mouth.

G Put only one item of food on the plate at a
time. Multiple kinds of food on a plate may
be overwhelming.

Maintain a daily exercise routine.

G Guide the client through the meal, providing
simple instructions. Offer regular drinks of
water, juice, and other fluids to prevent
dehydration.

G Use assistive devices for eating, such as spe-
cial spoons and bowls, as needed.

G Ifa client needs to be fed, do so slowly. Offer
small pieces of food. (Chapter 22 explains the

procedure for feeding a client.) Fig. 10-8. Be aware of nonverbal signs of pain, such as
holding or rubbing a body part. Report these signs to your
G Make mealtimes simple and relaxed, not supervisor.
rushed. Give the client time to swallow before
each bite or drink. ~ To promote the client’s mental and emotional

G Observe and report eating or swallowing health:

problems, as well as changes in eating Maintain self-esteem by encouraging inde-
habits. pendence in activities of daily living.
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G Share in enjoyable activities, such as looking
at pictures, talking, and reminiscing.

G Reward positive and independent behavior
with smiles, hugs, and warm touches.

8. List and describe interventions for
common difficult behaviors related to
Alzheimer’s disease

Below are some common difficult behaviors
that home health aides may face when work-

ing with clients who have Alzheimer’s disease.
Each client is different, HHAs should work with
each person as an individual and should provide
person-centered care.

Agitation: A client who is excited, restless, or
troubled is said to be agitated. Feeling inse-
cure or frustrated, encountering new people or
places, and changing a routine can all trigger
this behavior. A trigger is a situation that leads
to agitation. Even watching television can cause
agitation, as a person with AD may lose his abil-
ity to distinguish fiction from reality. If a client
is agitated, the HHA should

*  Try to eliminate triggers, keep a routine, and
avoid frustration. Redirecting the client’s at-
tention may help.

»  Reduce noise and distractions. Focusing on
a familiar activity, such as sorting things or
looking at pictures, may help.

*  Remain calm and use a low, soothing voice
to speak to and reassure the client.

+ Pat the client’s arm or back if it is soothing.

Sundowning: When a person with AD becomes
restless and agitated in the late afternoon, eve-
ning, or night, it is called sundowning. Sun-
downing may be triggered by hunger or fatigue,
a change in routine or caregiver, or any new or
frustrating situation. If a client experiences sun-
downing, the HHA should

*  Provide adequate lighting before it gets dark.

Avoid stressful situations during this time.
Limit activities, appointments, trips, and
visits.

«  Play soft music.

+  Try to discourage daytime napping.

*  Seta bedtime routine and keep it.

*  Recognize when sundowning occurs and
plan a calming activity just before.

»  Serve the evening meal long before bedtime.

+ Eliminate caffeine from the diet.

Provide snacks.
Give a soothing back massage.

«  Distract the client with a simple, calm activ-
ity like looking at a magazine.

+ Maintain a daily exercise routine.

Catastrophic Reactions: When a person with
AD overreacts to something, it is called a cata-
strophic (kat-a-STRAHik) reaction. Many
situations can cause this reaction, but it is most
often triggered by the following:

+ Fatigue

»  Change of routine, environment, or caregiver
*  Overstimulation (too much noise or activity)
«  Difficult choices or tasks

+  Physical pain or discomfort, including hun-
ger or a need to use the toilet

An HHA can respond to catastrophic reactions
as she would to agitation or sundowning. For
example, she can remove triggers and help the
client focus on a soothing activity. -

Violent Behavior: A client who attacks, hits, or
threatens someone is using vielence. Violence
may be triggered by many situations, includ-
ing frustration, overstimulation, or a change in
routine, environment, or caregiver. If a client is
violent, the HHA should

«  Call for help if needed.

+  Block blows but never hit back.



«  Not try to restrain the client.

. Step out of reach and stay calm.

« Not leave client in the home alone.
« Try to remove triggers.

. Use the same techniques to calm clients as
for agitation.

Pacing and Wandering: A client who walks back
and forth in the same area is pacing. A client
who walks aimlessly around the house or neigh-
borhood is wandering. Pacing and wandering
can have many causes, including the following:

« Restlessness

» Hunger

. Disorientation

. Incontinence or the need to use the toilet
« Constipation

+ Pain

. Forgetting how or where to sit down

« Too much daytime napping

« Need for exercise

If a client paces and wanders, the HHA should

. Eliminate causes when possible. For exam-
ple, provide nutritious snacks, encourage an
exercise routine, and maintain an elimina-
tion schedule.

«  Let the client pace or wander in a safe and
secure (locked) area, such as in a level,
fenced area (Fig. 10-9). The client should not
be restrained.

. Redirect attention to something the client
enjoys, such as taking a walk together.

.« Mark rooms with signs or pictures, such
as stop signs or “closed” signs, as this may
prevent clients from wandering into areas
where they should not go.

. Report to the supervisor immediately if a cli-
ent wanders away from a protected area and
does not return, or elopes.
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[ ;-v: - —
Fig. 10-9. Make sure a client is in a safe area if he paces
or wanders.

Hallucinations or Delusions: A client who sees,
hears, smells, tastes, or feels things that are not
there is having hallucinations. A client who
believes things that are not true is having delu-
sions. If a client is experiencing hallucinations
or delusions, the HHA should

. Ignore harmless hallucinations and
delusions.

. Reassure a client who seems agitated or
worried.

«  Not argue with a client who is imagining
things. Challenging the client serves no pur-
pose and can make matters worse. The feel-
ings are real to the client. The HHA should
not tell the client that she sees or hears his
hallucinations. She should redirect attention
to other activities or thoughts.

Depression: People who become withdrawn,
isolated, lack energy, and stop eating or doing
things they used to enjoy may be depressed. Los-
ing independence and facing the reality of an
incurable disease can cause depression. Feelings
of failure and fear are other causes. Chemical
imbalances can cause depression. Chapter 18
provides more information on depression. Ifa
client is depressed, the HHA should

. Report signs of depression to your supervi-
sor immediately. It is an illness that can be
treated with medication.
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« Observe for triggers that-causechangesim —
mood.

«  Encourage independence, self-care, and
activity.

+ Listen to clients if they want to share their
feelings or talk about their moods.

«  Find ways to help foster social interaction
and relationships.

Perseveration or Repetitive Phrasing: Clients
who have dementia may repeat words, phrases,
questions, or activities over and over again. This
is called perseveration (per-SEV-er-ay-shun) or re-
petitive phrasing. Such behavior may be caused
by several factors, including disorientation or
confusion. The HHA should be patient with this
behavior and not try to silence or stop the client.
She should answer questions each time they are
asked, using the same words each time.

Disruptiveness: Disruptive behavior is anything
that disturbs others, such as yelling, banging
on furniture, and slamming doors. Often this
behavior is triggered by pain, constipation, frus-
tration, or a wish for attention. To prevent or re-
spond to disruptive behavior, the HHA should

+  Be calm and friendly, and try to find out why
the behavior is occurring. There may be a
physical reason, such as pain or discomfort.

+ Notice and praise improvements in the cli-
ent’s behavior, being sensitive to avoid treat-
ing the client like a child.

« Tell the client about any changes in sched-
ules, routines, or the environment in ad-

routine activities and schedules may help.

+  Encourage the client to join in independent
activities that are safe (for example, folding
towels). This helps the client feel in charge
and can prevent feelings of powerlessness.
Independence is power.

*  Help the client find ways to cope. Focusing
on activities the client may still be able to

‘do, stich as knitting or crafts, can provide a

diversion.
Inappropriate Social Behavior: Inappropriate so-
cial behavior may include cursing, name-calling,
or yelling. As with violent or disruptive behavior,
there may be many reasons why a client is be-
having this way. The HHA should try not to take
this behavior personally. The client may only
be reacting to frustration or other stress. The
HHA should remain calm and be reassuring.
She can try to find out what caused the behavior
(possible causes include too much noise, too
many people, too much stress, pain, or discom-
fort). Any physical abuse or serious verbal abuse
should be reported to the supervisor.

Inappropriate Sexual Behavior: Inappropriate
sexual behavior, such as removing clothing,
touching one’s own genitals in public, or trying
to touch others can disturb or embarrass those

- who see it. It is helpful to stay calm and be pro-

fessional when this behavior occurs. The HHA
should not overreact, as this may reinforce the
behavior. Trying to determine the cause of the
problem may help. Is the behavior actually inten-
tional? Is it consistent? A client may be reacting
to a need for physical stimulation or affection.
Ways to provide physical stimulation include giv-
ing backrubs, offering a soft doll or stuffed ani-
mal to cuddle, providing comforting blankets, or
giving physical touch that is appropriate.

Hoarding and Rummaging: Hoarding is collect-
ing and putting things away in a guarded way.
Rummaging is going through drawers, closets,
or personal items that belong to oneself or to

~other people. These behaviors are not within the

control of a person who has Alzheimer’s disease.
Hoarding and rummaging should not be consid-
ered stealing. Stealing is planned and requires a
conscious effort. In most cases, the person with

AD is only collecting something that catches

his attention. It is common for those with AD to
wander and collect things. They may carry these
objects around for a while, and then leave them



in other places. This is not intentional. If the cli-
ent hoards or TuMmMmages, the HHA should

. Regularly check areas where clients store
items. They may store uneaten food in these
places.

. Provide a rummage drawer—a drawer with
iterns that are safe for the client to take with

him.

Sleep Disturbances: Clients who have AD may
experience a number of sleep disturbances. If
a client experiences sleep problems, the HHA
should

. Make sure that the client gets moderate ex
ercise and participates in activities he enjoys
throughout the day.

. Allow the client to gpend some time each
day in natural sunlight if possible. Exposure
to light and dark can help establish restful
sleep patterns.

. Discourage sleeping during the day if
possible.

Suspicion: A person with Alzheimer’s disease
often becomes suspicious as the disease pro-
gresses. Clients may accuse caregivers oOr fam-
ily members of lying to them or stealing from
them. Suspicion may escalate to paranoia (hav-
ing intense feelings of distrust and believing
others are “out to get’ them). When a client s
acting suspicious, the HHA should not argue
with him. Arguing just increases defensiveness.
Instead, the HHA should offer reassurance and
be understanding and supportive.

Safe Environments for Clients with AD

A nurse should assess a home's safety before the
home health aide visits a client with Alzheimer’s
disease. She will suggest changes that need to be
made. Examples include using gates on stairways,
putting locks on certain doors, and removing clut-
ter. When the client’s condition changes, the HHA
should report it. Another visit will be made to reas-
sess the home and make further changes. In gen-
eral, the HHA can follow these safety guidelines:
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For disoriented clients

. Usesignsto mark rooms, including stop signs
on rooms that should not be entered.

. Use calendars and other reminders of day, date,
and location.

. Put bells on the door to indicate when someoneé
is coming or going.

. Keep pictures and familiar objects around.

. Put stickers or brightly colored tape on glass
doors, large windows, of glass furniture.

For clients who wander

. Use locks on doors. These can be installed lower
or higher than usual, so the client will not see
them.

. Install alarms that sound when exit doors are
opened.

. Have clients wear identification. Labels can be
affixed to or sewn into clothing.

. Alert neighbors that client may wander. Show
them a recent photo of the client. Keep a recent
photo handy, as well as a piece of clothing the
client has worn. These can help police and police
dogs track a client who has wandered away.

For clients who pace

. Remove clutter and throw rugs.
. Do not rearrange furniture.

. Do not wax floors.

. Re sure shoes and slippers fit and have nonslip
soles.

For clients who have difficulty walking

. Keep areas well lit, even at night.

. Block access to stairs with a gate.

. Clear walkways of electrical cords and clutter.
General tips include the following:

. Keep medications and other chemicals out of
reach.

. Display emergency numbers, including Poison
Control, and the client’s home address where
they can be easily seen.

. Use red tape around radiators or heating vents
to prevent burns.
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¢~ Check the refrigerator and hiding places for
spoiled food,

* Prevent kitchen accidents by removing knobs
on the stove, unplugging the toaster and other
small appliances, and supervising activities.

9. Describe creative therapies for clients
with Alzheimer’s disease

Although Alzheimers disease cannot be cured,
there are techniques to improve the quality

of life for clients who have AD, including the
following:

Validation therapy means letting clients be-
lieve they live in the Past or in imaginary cir-
Cumstances, Validating meang giving value to
Or approving and making no attempt to reorient
the client to actua] circumstances, Validating
Can provide comfort and reduce agitation. Valj.
dation therapy is useful in cases of advanced
dementia,

Example: Mr. Baldwin tells his HHA he does
not want to eat lunch today because he is going
out to a restaurant with hjg wife. The HHA
knows his wife hag been dead for many years
and that Mr. Baldwin ¢an no longer eat out in
restaurants. Instead of telling him that he ig not
going out to eat, the HHA asks what restaurant
he is going to and what he will order. The HHA
can also suggest that he €at a good lunch now
because sometimes the service ig slow in restay-
tants (Fig. 10-10),

Fig. 10-10. Validation therapy accepts a client’s fantasies
without uttempting to reorient him to reality.,

Benefiis: By playing along with Mr. Baldwin,

- the HHA lets him know that she takes him

seriously and does not think of him ag 3 Crazy
Person or a child who does not know what ig

- happening in his own life. She also learng more

about her client, such as that he used to enjoy
eating in restaurants and liked certain dishes.
Eating out is something he probably associates
with being with hig wife. This knowledge can

~ help the HHA give better care in the future.

Reminiscence therapy inyolyes encouraging
clients to remember and talk about past experi-

- ences. The HHA can explore memorjes by ask-
- ing about detajls. Reminiscence therapy can help

elderly people remember pleasant times in their

- past and allow caregivers to increase thejr under-

standing of clients. [t ig useful in many stages of

. Alzheimer’s disease, but especially with moder-
- ate to advanced dementia,

Example: Mr. Benavidez, an 86-year-old man

- with Alzheimer’s disease, fought in the Korean

War. In his home are many mementos of the
War—opictures of his war buddies, a meda] he
Was given, and more, The HHA asks him where
he was sent in the war. The HHA asks him
more detailed questions about his experiences.
Eventually the client shares a lot: the friends

' he made in the service, why he was given the

medal, times when he was scared, and how
much he missed his family (Fig. 10-11).

Fig. 10-11. Reminiscence therapy encourages a client to
remember and talk about his past.
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Benefits: By asking questions about Mr. Benavi- - handle. The HHA showed care for Mrs. Hoebel
dez’s experiences in the war, the HHA shows an by taking the time to help her bake the cookies.
interest in him as a person, 1ot just as a client. This may lead the client to associate positive
This lets the client show that he is a person who . feelings with the HHA.

was competent, social, responsible, and brave.
This boosts his self-esteem. The HHA also
learns that Mr. Benavidez cared very much for
his wife and daughter.

10. Discuss how Alzheimer’s disease may
affect the family

Alzheimer’s disease requires the client’s family
to make adjustments, which may be difficult.
The disease progresses at different rates, and

Activity therapy uses activities the client en-
joys to prevent boredom and frustration. These
activities also promote self-esteemm. The HHA
can help the client take walks, do puzzles, listen
to music, cook, read, or do other activities she
enjoys (Fig. 10-12). Activity therapy 1s useful

- people with AD will need more care as the dis-
ease progresses. Eventually most people with AD
need constant care. How well the family is able
to cope with the effects of the disease depends,

throughout most stages of AD.
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in part, on the family’s emotional and financial
resources.

The client who has Alzheimer’s disease may

. be living alone, which can cause the family to

- worry about her health and safety. Financial re-

- sources may be limited, which adds to stress lev-
els. Finding money needed to pay the expenses
of home care or adult day services can be dif-
ficult. Families do not know what goes on when
10 one is in the home. They may be afraid that
the person is not caring for herself, is not tak-
ing medications properly, could wander away, or

L B L
Fig. 10-12. Activities that are not frustrating can be help-

2l for clients with AD. They promote mental exercise. )
f_i___”___lf)__——-——————‘— could cause a fire.

Example: Mrs. Hoebel, a 70-year-old woman . The client may be living with the family, whicb
with AD, raised four children and ran a house- | can cause Stress and other emotional difficu”
hold for almost 50 years before being diagnosed  for all involved. The househol _hedule® .0
with Alzheimer’s disease. She loves cooking ~ change; family members wili - _edom
and baking. She misses being in the kitchen ~ to come and go as they please. Family members
now that she cannot cook for herself. The HHA must monitor the loved one’s activities and pro-
Jearns that she always used to bake cookies at ~ yide constant care. They may lose sleep, as well
Christmas. The HHA purchases some pre-made as lose time to do their own activities and time
cookie dough and rolls out the dough. Mrs. . to relax.

Hoebel uses her old cookie cutters to cut out the

j Alzheimer’s disease introduces other stressors,
shapes. The HHA bakes the cookies for her.

too. It is very difficult to watch a loved one’s

Benefits: Mrs. Hoebel can enjoy an activity that personality change and her health and abilities
always brought her pleasure. She feels compe- ~ deteriorate. It is also hard to switch roles—to go
tent, because the HHA gave her small tasks, from being a child who was once cared for by

such as cutting out the cookies, that she could the parent to being the one caring for the parent.
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Home health aides should be sensitive to the

big adjustments clicnts and their families may
be making. There are many resources, such as
organizations, books, counseling, and support
groups, available for people with Alzheimer’s
disease and their families, The Alzheimer’s As-
sociation has a helpline that is available 24 hours
a day, seven days a week for information, refer-
ral, and support. The number is 800-272-3900,
and the website is alz.org. The National Institute
on Aging provides information by phone at 800-
438-4380 or on their Alzheimer’s & Related De-
mentias Education and Referra] (ADEAR) Center
website, nia.nih.gov/alzheimers. If an HHA
thinks that more help is needed, she can inform
her supervisor.

Chapter Review

1. How can confusion affect a person?

2. Define delirium and list five possible causes.
3. What is dementia?
4

Alzheimer’s disease is a progressive, degen-
erative, and irreversible disease. What does
this mean?

5. What type of skills does a person with Al-
zheimer’s disease usually retain?

6. Why should an HHA work with the symp-
toms and behaviors she observes about a cli-
ent who has Alzheimer’s disease?

7. What is the best way for an HHA to respond
to a client who is perseverating (repeating
words, phrases, questions, or actions)?

8. When a client with Alzheimer’s disease has
lost most of her verbal skills, what can the
HHA do?

9. Why may developing a routine be helpful for
a client who has Alzheimer’s disease?

10. When serving a meal to a client who has Al-
zheimer’s disease, how many items of food
should the HHA put on the plate at a time?

11. How might an HHA remind 1 client who
has Alzheimer’s disease where the bathroom
is?

12. What are six ways that an HHA can respond
to a client who is experiencing sundowning
(becoming restless and agitated in the late
afternoon, evening, or night)?

13. Describe these creative therapies for
Alzheimer’s disease: validation therapy,
reminiscence therapy, and activity therapy.

14. What difficulties might families of people
who have Alzheimer’s disease face?



Throughout their lives, people change physi-
cally and psychologically. Physical changes
occur in the body. Psychological changes occur
in the mind and also in the person’s behavior.
These changes are called human growth and
development.

Everyone will go through the same stages of de-
velopment during their lives, but no two people
will follow the exact same pattern ot rate of de-
velopment. The age ranges given here provide

a general idea of developmental stages, not an
exact description. Each client must be treated as
an individual and a whole person who is grow-
ing and developing, rather than as someone who
is merely ill or disabled.

1. Describe the stages of human
development and identify common
disorders for each group

Infancy (Birth to 12 Months)

Infants grow and develop very quickly. In one
year, a baby moves from total dependence to the
relative independence of moving around, com-
municating basic needs, and feeding herself.
Physical development in infancy moves from the
head down. For example, infants gain control
over the muscles of the neck before they are able
to control the muscles in their shoulders. Con-
trol over muscles in the trunk area, such as the
shoulders, develops before control of the arms
and legs (Fig. 11-1). This head-to-toe sequence

should be respected when caring for infants. For
example, newborns must be supported at the
shoulders, head, and neck. Babies who cannot
sit or crawl should not be encouraged to stand or

- walk.

Fig. 11-1. An infant’s physical development moves from

the head down.

Common Disorders: Infancy

cb Babies who are born before 37 weeks gesta-
tion (more than three weeks before the due
date) are considered premature. These
babies may weigh from one to six pounds,
depending on how early they are born. Often,
premature babies will remain in the hospital
for some time after birth. At home, pre-
mature babies may need special care. This
includes medication, heart monitoring, and
frequent feedings to ensure weight gain.

cb Babies born at full term but weighing less
than five pounds are called low-birth-

b
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weight babies. Low-birth-weight babies can -
have many of the same problems that prema-
ture babies have, They are cared for in much

the same way as premature babijes,

€D The term birth defect refers to a physical
or structural defect that affects an infant
from birth. Some birth defects are inherited
from parents. Injury or disease during preg-
nancy causes others. Some of the conditions
include cerebral palsy, Down syndrome, and
cystic fibrosis. Chapter 17 contains more
information.

CD Viral or bacterial infections can cayse
fever, runny nose, coughing, rash, vomiting,
diarrhea, or secondary infections of the sinus-
€s or ears. Viral infections are treated with
extra rest, fluids, and sometimes medications
for cough or congestion. Bacterial infections
can be treated with antibiotics.

€D Sudden infant death syndrome (SIDS) is
a condition in which babies stop breathing
and die for no known reason while asleep.
Doctors do not know how to prevent SIDS.
However, studies have shown that putting
the baby to sleep on his back can reduce the
risk of this syndrome. Because SIDS is more
common among premature or low-birth-
weight babies, these infants often wear apnea
(AP-nee-a) monitors to alert parents if breath-
ing stops. Another factor that may contrib-
ute to SIDS is secondhand smoke. Parents
and caregivers should never smoke around
infants or children.

Toddler (Ages 1 to 3)

During the toddler years, children gain inde-
pendence. One part of this independence is
new control over their bodies. Toddlers learn
to speak, gain coordination of thejr limbs, and
learn to control their bladders and bowels

(Fig. 11-2). Toddlers assert thejr new indepen-
dence by exploring. Poisons and other hazards,
such as sharp objects, must be locked away.
Psychologically, toddlers learn that they are

individuals, separate from their parents. Chil-

- dren at this age may try to control their parents.

They may try to get what they want by throwing
tantrums, whining, or refusing to cooperate.
This is a key time for parents to establish ruleg

. and standards,

- Fig. 11-2. Toddlers gain coordination of their limbs.

Preschool (Ages 3 to 5)

. Children in their preschool years develop skills
- that help them become more independent and

- have social relationships. They develop a vo-

~ cabulary and language skills. They learn to play
- in groups. They become more physically coor-

dinated and learn to care for themselves. Pre.-

- schoolers also develop ways of relating to family

members. They begin to learn right from wrong,

- School-Age(Ages 5 to 10)

- School-age children’s development is centered
- on cognitive (KOG-ni-tiv) (related to thinking
- and learning) and social development. As chil-

dren enter school, they also explore the environ-
ment around them. They relate to other children

~ through games, peer groups, and classroom ac-

. tivities. In these years, children learn to get along
- with one another (Fig. 11-3), They also begin to
develop a conscience, morals, and self-esteem.
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and learn to get along with one another.

Fig. 11-3. School-age children develop social relationships

Common Disorders: Childhood

co Chickenpox is a highly contagious, viral ill-
ness. It generally has no serious effects for
healthy children. However, in adults or in
anyone with a weakened immune system it
can have more serious effects. Taking the
varicella-zoster vaccine, commonly called the
chickenpox vaccine, can prevent chickenpox.

cp Children, as well as infants, may be suscep-
tible to infections caused by viruses or bac-
teria. Bacterial infections can be treated with
antibiotics. Viral infections are treated with
extra rest, fluids, and medications for cough
or congestion.

o Leukemia (loo-KEE-mee-a) is a form of
cancer. It refers to the inability of the body's
white blood cells to fight disease. Children
with leukemia may be susceptible to infec-
tions and other disorders. Chemotherapy can
be used to fight this disease. See Chapter 9
for more information on cancer.

Measles, mumps, rubella, diphtheria, smallpox,
whooping cough, and polio are diseases that
were once common during childhood. They can
all be prevented now with vaccinations.

Abuse and neglect were first discussed in Chap-
ter 3. Child abuse refers to physical, emotional,
and sexual mistreatment of children, as well as
neglect. Physical abuse includes hitting, kick-
ing, burning, or intentionally causing injury to a
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child. Psychological abuse includes withholding
affection, constantly criticizing, or ridiculing a
child. Sexual abuse includes engaging in or al-
lowing another person to engage in a sexual act

with a child. Abuse also includes allowing chil-

dren to use alcohol or drugs, leaving young chil-
dren alone, or exposing them to danger. Child
neglect includes not providing adequate food,
clothing, or support. The HHA’s responsibility is
to report any abuse or suspected abuse immedi-
ately to the supervisor. A home care agency and/
or the state may have additional guidelines for
reporting child abuse or neglect. Chapters 3 and
19 contain more information.

Preadolescence (Ages 10 to 12)

During the years between 10 and 12, children
enjoy a growing sense of self-identity and a
strong sense of identity with their peers. They
tend to be very social. This is usually a relatively
calm period, and preadolescents are often easy to
get along with and able to handle more respon-
sibility at home and school. Childhood fears of
ghosts or monsters will give way to fears based
in the real world. It is important that preadoles-
cents feel able to trust in the attention and care
of parents or other adults.

Girls may reach puberty in the later years of

~ this stage. During puberty (PYOO-ber-tee), a

person develops secondary sex characteristics.
In females, secondary sex characteristics include
growth of body hair and development of breasts
and hips. In males, they include growth of body
hair, growth of the testes and the penis, broad-
ening of the shoulders, and a lower voice.

Adolescence (Ages 12 to 18)

During adolescence, genders become sexually
mature. Boys usually reach puberty during this
stage. If girls did not reach puberty during the
previous stage, it will start here. Many teenagers
have a hard time adapting to the rapid changes
that occur in their bodies after puberty. Peer
acceptance is important to them. Adolescents

Human Development and Aging



Human Development and Aging

174

(ad-0-LES-ents) may be afraid that they are un-
attractive or abnormal. This concern for body
image and peer acceptance, combined with
changing hormones that influence moods, can
cause rapid mood swings. Conflicting pressures
develop as they remain dependent on their par-
ents and yet need to express themselves socially
and sexually (Fig. 11-4). This can cause conflict
and stress.

2 S— g - A ! | Cronrn
imon Disorders: Adolescence

€0 As their bodies change, adolescents, espe-
cially girls, may develop eating disorders.
Anorexia (an-or-EX-ee-a) is an eating disor-
der in which a person does not eat or exercis-
es excessively to lose weight. A person with
bulimia (boo-LIM-e¢-a) binges, eating huge
amounts of foods or very fattening foods,
and then purges, or eliminates the food by
vomiting, using laxatives, or exercising exces-
sively. Eating disorders can be serious and
even life-threatening. These disorders must
be treated with therapy and, in some cases,
hospitalization.

€0 Teenagers can contract sexually transmitted
infections (STIs), such as chlamydia (kla-
MID-ee-a), genital herpes (HER-peez), and
AIDS, if they are sexually active. If teenagers
are sexually active, condoms can reduce, but
not eliminate, the risk of STI transmission.
Chapter 9 contains more information.

€0 Girls who are sexually active and do not use
birth control, or do not use it properly, can
become pregnant. Teenage pregnancy can
have terrible consequences for adolescents,
their families, and the babies born to teen-
age parents. Teenagers should understand
that they can avoid pregnancy by using birth
control or by practicing abstinence (absti-
nence means not having sexual contact with
anyone). Teenagers who choose to be sexu-
ally active should know what birth control
methods are available and how to use them.
Pregnancy puts a great deal of stress on
teenage bodies, which are still developing. In
most cases they are not physically ready to
bear a child. It is common for teenage moth-
ers to give birth to premature or low-birth-
weight babies.

€D Because of the many physical and emotional
changes they are experiencing, adolescents
may become anxious or depressed and
even attempt suicide. Parents, teachers,
and friends should watch for the signs of
depression. These include withdrawal, loss
of appetite, weight gain or loss, sleep prob-
lems, moodiness, and apathy. Teenagers who
are anxious or depressed should see a doc-
tor, counselor, therapist, minister, or other
trusted adult who can get them the help they
need.

€D Adolescents can sustain trauma (TRAW-ma),
or severe injury, to the head or spinal cord in
car accidents or sports injuries. These inju-
ries can be temporarily or permanently dis-
abling or even fatal.

Young Adulthood (Ages 18 to 40)

Physical growth has usually been completed by
this time. Adopting a healthy lifestyle in these
years can make life better now and prevent
health problems in later adulthood. Psychologi-
cal and social development continues, however.
The tasks of these years include the following:



. Selecting an appropriate education

. Selecting an occupation or career

.  Selecting a mate (Fig. 11-5)

. Learning to live with a mate or others

. Raising children

. Developing a satisfying sex life

]

Fig. 11-5. Young adulthood often involves finding mates.

Middle Adulthood (Ages 40 to 65)

In general, people in middle adulthood are more
comfortable and stable than they were in previ-
ous stages. Many of their major life decisions
have already been made. In the early years of
middle adulthood, people sometimes experience
2 “midlife crisis.” Thisis 2 period of unrest cen-
tered on an unconscious desire for change and
fulfillment of unmet goals.

Physical changes related to aging also occur

in middle adulthood. Adults in this age group
may notice that they have difficulty maintain-
ing their weight or notice a decrease In strength
and energy. Metabolism and other body func-
tions slow down. Wrinkles and gray hair appear.
Vision and hearing loss may begin. Women
experience menopause (MEN-o0-paws), the end
of menstruation (occurs when a woman has not
had a menstrual period for 12 months). This oc-
curs when the ovaries stop secreting hormones.
Many diseases and {lnesses can develop in these
years. These disorders can become chronic and
life-threatening.
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Late Adulthood (65 years and older)

Persons in late adulthood must adjust to the ef-
fects of aging. These changes can include the
loss of physical strength and health, the death of

© Joved ones, retirement, and preparation for their

own death. Although the developmental tasks
of this age may appear to deal entirely with loss,
solutions often involve new relationships, friend-
ships, and interests.

Because so many of the people receiving home

" health care are older adults, the rest of this chap-
- ter contains more information about aging and

the needs of elderly clients. Common disorders
of this age group (arthritis, Alzheimer’s dis-
ease, cancer, diabetes, and stroke) are covered in
Chapters 9 and 10.

2. Distinguish between fact (what is true)
and fallacy (what is not true) about the
aging process

Geriatrics is the branch of medicine that deals
with the diagnosis, treatment, and prevention
of disease in older and elderly adults, as well

as problems related to aging. Gerontology is

the study of the aging process in people from

midlife through old age. Gerontologists look at
the impact of the aging population on society.

Because later adulthood covers an age range of
as many as 25 to 35 years, people in this age
category can have very different capabilities,
depending on their health. Some 70-year-old

people still enjoy active sports, while others are

not active. Many 85-year-old people can still live
alone, though others may live with family mem-
bers or in skilled care facilities.

Ideas and stereotypes about older people are
often false. They create prejudices against the
elderly that are as unfair as prejudices against
racial, ethnic, or religious groups. In movies,
older people are often shown as helpless, lonely,
disabled, slow, forgetful, dependent, or inactive.
However, research indicates that most older

-n Development and Aging
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people are active and engaged in work, volunteer
activities, learning programs, and exercise regi-
mens. Aging is a normal process, not a disease,
Most older people live independent lives and do
not need assistance (Fig. 11-6). Prejudice toward,
stereotyping of, and for discrimination against
older persons or the elderly is called ageism.

Home health aides are likely to spend much of
their lime working with elderly clients. They
must be able to know what ig true about aging
and what is not trye. Aging causes many physi-
cal, psychological, and social changes. However,
normal changes of aging do not mean an older
Person must become dependent, ill, or inactive,
Knowing normal changes of aging from signs
of illness or disability will allow HHAs to better
help elderly clients.

3. Discuss normal changes of aging and
list care guidelines

Each person ages in a unique way, influenced by
genetics and lifestyle. Although a person cannot
choose her genetic makeup, she can choose the
lifestyle she leads. Habits of diet, exercise, at-

titude, social and physical activities, and health ¢ =& o

maintenance affect well-being later in life.

Some older clients will need assistance in per-
forming activities of daily living (ADLs). Clients
who are chronically ill and need a lot of help still
benefit from living at home. Home health aides
perform an important role in letting older cli-
ents stay in familiar surroundings while getting
the help they need, Remembering the changes

- that occur in the elderly will help HHAs provide

the right care. Over the next several pages, there

 is information describing normal changes of

aging for each body System.,

Integumentary System

- Changes: Skin is thinner, drier, and more frag-
-~ ile. It is more easily damaged. Skin is less elas-
tic. Much of the fatty layer beneath the skin is

~ lost, so the person may feel colder. Hair thins

and may turn gray. Wrinkles and brown spots,
or “liver spots,” appear. Nails are harder and

- more brittle. Dry, itchy skin may result from lack
- of oil from the sebaceous glands.

- Guidelines: Care for the Integumentary System

- G Older adults perspire less and do not need to

bathe as often. Most elderly people generally
need a complete bath only twice a week, with
sponge baths every day.

- G Use lotions as ordered for moisture to relieve

dry skin. Be gentle; elderly clients’ skin can
be fragile and tear easily.

& Hair becomes drier and needs to be sham-

. pooed less often. Gently brush dry hair to
stimulate the scalp and distribute the natuyral
oils (Fig. 11-7).

I oA
-

Fig. 11-7. Brushing hair helps stimulate the scalp and
distribute natural oils,

G Layer clothing and bed covers for additional

warmth.
G Keep bed linens wrinkle-free.

G Encourage fluids.



Musculoskeletal System

Changes: Muscles weaken and lose tone. Body

movement slows. Bones lose density. Bones may
become more brittle, making them more suscep-

tible to breaks. Joints may stiffen and become
painful. There is a gradual loss of height.

G Falls can cause life-threatening complications,

including fractures. Prevent falls by keeping
items out of clients’ paths. Keep furniture
in the same place. Keep walkers and canes

where clients can easily reach them. Be sure
the client is wearing nonskid shoes and that

the laces are tied. Immediately clean up spills.

G Encourage regular movement and self-care.

Assist with range of motion (ROM) exercises

as needed. Chapter 16 contains more infor-

mation on these exercises. Encourage the cli-
ent to perform as many ADLs as possible. For
example, encourage clients to eat at the table

and walk to the bathroom until these activi-

ties are no longer possible. Encourage clients
to make decisions and dress themselves, with
assistance if necessary, no matter how long it

takes.

G To prevent or slow osteoporosis (os-tee-oh-
po-RO-sis), the condition that is responsible
for fragile bones, encourage clients to walk
and do other light exercise. Exercise can
strengthen bones as well as muscles.

Nervous System

Changes: Aging affects the ability to think
quickly and logically. How much ability is lost

depends on the individual. Aging can also affect

concentration and memory. Elderly clients may
experience memory loss of recent events. This
short-term memory loss may cause anxiety in
older clients. Long-term memory, or memory
for past events, usually remains sharp. Elderly
clients usually have slower responses and
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reflexes. Sensitivity of nerve endings in the skin
decreases.

Help with memory loss by suggesting clients
make lists or write notes about things they
want to remember. Keeping a calendar close
by may help.

If clients enjoy reminiscing, take an interest
in their past by asking to see photos or hear
stories.

Allow time for decision-making and avoid
sudden changes in schedule.

Allow plenty of time for movement; never
rush the person.

Encourage reading, thinking, and other men-
tal activities.

Changes in vision, hearing, taste, and smell: Fail-
ing vision may make reading or other activities
difficult for many elderly clients. Failing hearing
may make it frustrating for older adults to try to
communicate. A weakened sense of smell, taste,
and touch may present dangers for older adults.

Digital books and audiobooks are available.
There are many websites, as well as smart-
phone apps, that sell, rent, or share these
books: bookshare.org, audible.com, and
amazon.com. Assist with these types of digi-
tal options if needed. Many books and some
magazines are available in large type print.

Encourage the use of eyeglasses and keep
clients’ eyeglasses clean. Bright colors and
proper lighting will also help clients with poor
eyesight. When going into another room, be
sure the lights are on before the client enters.

If a client is having trouble hearing, speak in
a low-pitched voice. For some people, low-
pitched sounds are easier to hear. You may

Human Development =~ Aging
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also need to repeat words to help the client
understand them. Some clients need hearing
aids and should be encouraged to use them.
Excess earwax can make hearing difficult. If
excess earwax is suspected, tell your supervi-
sor. A nurse can treat this problem.

If a client has difficulty hearing, face him

and speak slowly, simply, and clearly. Do not
shout. Do not assume that all elderly cli-

ents are hard of hearing. Speaking loudly or
oversimplifying your speech when it is not
necessary can make clients feel they are being
treated like children.

Because taste buds are lost as a person

ages, older people often cannot taste as well.
Decreased sense of smell may contribute to
the altered sense of taste. Encourage careful
mouth care. Make sure food in the house is
fresh because older clients may not be able
to smell or taste that food is spoiled. Older
clients should always have smoke detectors in
their homes, since they may not smell smoke.

Loss of smell may make clients unaware of
increased body odor. Assist as needed with
regular bathing.

Be careful with hot drinks and hot bath water.
Clients sometimes cannot tell if something
is too hot for them. The elderly client who is
confined to bed may not feel uncomfortable,
but because of decreased circulation and dry
skin, he is at risk for developing pressure
injuries. The sense of pain may also be dimin-
ished in the elderly. Be alert to changes in
“clients"health.— —

Circulatory System

Changes: As a person ages, the heart pumps

less efficiently. Increased activity places greater
demand on the heart, which it may not be able to
meet. Older people may need more rest to reduce
demand on the heart. They may not be able to
walk long distances, climb stairs, or exert them-
selves. Less efficient circulation of blood in older

people causes older adults to be more sensitive
to the cold.

Fig.

Moderate exercise is necessary and helpful
(Fig. 11-8). Walking, stretching, and even lift-
ing light weights can help older people main-
tain strength and promote circulation. Assist
as needed.

o Ay

11-8. Moderate exercise promotes circulation and

can help older adults maintain strength.

Help with active or passive ROM exercises

as directed for clients who cannot get out of
bed. Each client’s care plan will specify what
kinds of exercise he should be doing. Abilities
can vary a great deal from client to client.

Clients with heart conditions, particularly
heart failure, must avoid vigorous activity or
exercise. This includes carrying heavy objects.
Some clients may experience dizziness when
they stand up too quickly.

Encourage clients to rise slowly and to stand
still for a few moments, supporting them-
selves by holding on to a piece of furniture
(Fig. 11-9).

Houses may need to be kept at a higher
temperature than normal. Layer clothing to
keep clients warm. Some clients who are con-
cerned about the cost of heating may actually
lower the thermostat to a dangerous level.

Poor circulation causes the feet to feel cold.
Be sure the client wears nonskid slippers or
shoes and socks.
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Fig. 11-9. An older adult may need to rise slowly and
stand still for a moment to keep from getting dizzy.

G Do not use hot water bottles or heating pads.
Poor circulation causes dry skin that is fragile
and can burn easily. In addition, because of
the dulled sense of pain, an older person may
not realize he is being burned until it is too
late.

Respiratory System

Changes: As the body ages, lung strength and
lung capacity decrease. The lungs have fewer
alveoli in which oxygen/carbon dioxide exchange
can take place. Oxygen in the blood decreases.
Older clients may have a harder time coughing
up mucus. The voice weakens.

T 5 : - =
Guidelines: Care for the Respiratory System

& Provide rest periods as needed when assist-
ing a client with ADLs.

G Follow the care plan’s exercise and activity
instructions carefully. Moderate exercise is
helpful, but overdoing it can be very danger-
ous for an older adult. If you have a question
about activity, talk to your supervisor.

& Assist with deep breathing exercises as
ordered in the care plan.

Make sure people with acute or chronic
upper respiratory conditions are not exposed
to cigarette smoke or polluted air.

179

G People who have difficulty breathing will usu-
ally be more comfortable sitting up than lying
down.

Urinary System

Changes: The ability of the kidneys to filter
blood decreases. The bladder’s muscle tone weak-
ens. The bladder is not able to hold the same
amount of urine as it did when clients were
younger. Older clients may need to urinate more
often and may awaken several times during the
night to urinate. The bladder may not empty
completely, making it susceptible to infection.

g e T ara et Tt marar Chee
Guidelines: Care tor the Urinary System

G Encourage clients to drink plenty of fluids.
Offer frequent trips to the bathroom.

G Urinary incontinence is the inability to con-
trol the bladder, which leads to an involuntary
loss of urine. Incontinence is not a normal
part of aging. Always report incontinence. It
may be a sign of an illness. Cleanliness and
regular skin care are important. Keep clients
clean and dry. Encourage fluids even if incon-
tinence is a problem.

Gastrointestinal System

Changes: Older people may have a dulled sense
of taste. This is often made worse by side effects
of medications, and may result in a poor appe-
tite. Decreased saliva production affects the abil-
ity to chew and swallow. Absorption of vitamins
and minerals decreases. Digestion takes longer
and is less efficient in older adults. Many older
adults have trouble with indigestion, or an upset
stomach. Peristalsis (muscular contractions
that push food through the gastrointestinal tract)
slows. Constipation, the inability to have a bowel
movement or the infrequent, difficult, and often
painful elimination of a hard, dry stool, may
occur.

Human Development and Aging
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G Encourage fluids and nutritious, appealing
meals. Well-seasoned foods may increase
food intake.

G Older people who have trouble chewing may
require soft foods. Make sure dentures fit
properly and are cleaned regularly. Give regu-
lar mouth care.

G Allow time to eat and make mealtime enjoy-
able. Make simple conversation during meals
if the client desires. Talk about the food that
is being served in a positive way.

G Clients who have trouble chewing and swal-
lowing are at risk of choking. Provide plenty
of fluids with meals. Cut food into smaller
pieces if ordered.

G Some clients need to eat several small meals
a day or have the largest meal in the middle
of the day.

G Clients should eat a high-fiber diet and drink
plenty of fluids to help prevent constipation.

Dehydration is a condition that results from
inadequate fluid in the body. It is not a normal
change of aging. However, many older people do
not feel thirsty and may not be aware that they
are dehydrated. Dehydration can cause constipa-
tion, weight loss, dry skin, infection, dizziness,
weakness, and other illnesses that require medi-
cal attention. Chapter 22 has more information
on dehydration.

Endocrine System
Changes: Levels of hormones, such as estrogen

and progesterone, decrease. Insulin production
lessens. The body is less able to handle stress.

G Older clients may need to take insulin or eat
certain foods to regulate blood sugar. The
client’s doctor or nurse will teach the client

what to do. Encourage proper nutrition. Any
special instructions on care will be included
in the care plan.

G Try to eliminate or reduce stressors. A stress-
or is anything that causes stress. Exercise can
help reduce stress. Encourage exercise if it
is ordered in the care plan. In addition, offer
encouragement and listen to clients.

Reproductive System

Changes: In females, menstruation ends. A de-
crease in estrogen may lead to a loss of calcium,
which can cause brittle bones and, potentially,
osteoporosis. Vaginal walls become drier and
thinner. In males, sperm production decreases.
The prostate gland enlarges, which can interfere
with urination. Though the reproductive organs
change, sexual needs and desires do not neces-
sarily change.

G Avoid too many hot baths to help prevent
discomfort in the genital area.

G Despite changes in the reproductive organs,
older adults remain sexual beings. Provide
privacy whenever necessary for sexual activity.
Respect clients’ sexual needs. Do not make
any generalizations about the sexual feelings
of older adults.

G Do report any behavior that makes you
uncomfortable or that seems inappropriate.
Inappropriate behavior is not a normal sign

~ofaging and could be a sign of illness.

Immune and Lymphatic Systems

Changes: As a person ages, his immune sys-

tem gradually weakens, increasing the risk of

all types of infections. It also may take longer

to recover from an illness. Bone marrow activ-
ity (which produces white blood cells that fight
infections) decreases. Changes in the respiratory
system’s protective surface may result in in-



creased respiratory infections. The number and
size of lymph nodes are reduced. This results
in the body being less able to develop a fever to
fight infection. The body’s response to vaccines
decreases.

Follow rules for preventing infection. Wash
your hands often. Keep the client’s environ-
ment clean.

Encourage and help with personal hygiene.
Encourage proper hutrition and fluid intake.
Promote a comfortable environment that
allows for enough rest.

An older adult fighting an infection may not
experience a fever. Even a slight temperature
increase may indicate that the person is fight-
ing an infection. Measure vital signs accu-
rately (Chapter 14).

Psychological Changes

Some forgetfulness is a normal part of aging,
but constant memory lapses or forgetting basic
information, such as family members’ names,
are not normal changes of aging. Temporary
changes in mental function may occur and may
be caused by any of the following:

«  Urinary tract infections
« Mild strokes

. Some diseases of the heart, lungs, liver, and
kidneys

« Head injuries

» Brain infections or tumors
« High fever

« Diabetes

e Pneumonia

o Poor nutrition
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« Alcohol use

« Drugs and drug interactions

Report any of the following to your supervisor:

Disorientation, or change in ability to
remember who they are, where they are, what
month or season of the year it is, or other
basic facts

Difficulty concentrating
Signs of depression

Dementia, or a loss of mental abilities that
interferes with activities of daily living

Confusion
Suicidal thoughts
Insomnia (inability to sleep)

Depression is very common among the elderly,
but it is not a normal sign of aging. Elderly per-
sons may not admit feelings of depression to
themselves or others. According to the National
Center for Health Statistics, the elderly are at
higher risk for suicide than other age groups.

A home health aide must report any signs of
depression to his supervisor. In many cases, de-
pression may be successfully treated. Chapter 18
contains more information.

Report any of the following to your supervisor:
Loss of appetite or overeating

Lack of attention to basic personal care tasks,
such as bathing or combing hair

Pain, including headaches, stomach pain,
and other body aches

Acting moody or withdrawn

Human Development and Aging
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9 Other changes in appearance, speech, move-
ment, and behavior

% Comments about suicide

% Sleep disorders and emotional changes, such
as hopelessness, anxiety, apathy, agitation,
restlessness, withdrawal, and demanding or
violent behavior, are particularly important to
report.

Lifestyle Changes

Changes: Aging brings many social, physical,
and mental changes. Friends, colleagues, and
relatives die. Physical strength and stamina di-
minish. Fears of illness, injury, and death may
increase. Retirement causes changes in what and
how much people do each day. Living arrange-
ments may also change. These changes require
adjustment, which can become more difficult as
people age.

Care:

+  Help clients adjust to change by listening to
them and caring about their feelings. Report
to the supervisor if clients express a need to
speak to a counselor or therapist, or if you
think a client may benefit from talking with
a specialist.

+  Ensuring that clients are safe is another way
you can help them adapt to changing life-
styles. Chapter 6 has more information.

4, |dentify attitudes and habits that
promote health

Staying active, maintaining self-esteem, and liv-
ing independently promote physical and mental
health for older adults. The following are ways
that a home health aide can encourage clients to
be healthy:

Encourage clients to pursue activities they enjoy
and can succeed in. Many older people enjoy
reading, playing cards and other games, gar-
dening, doing crafts, or listening to music (Fig.

11-10). Working with others on charity or com-
munity service projects can allow older people
to share their knowledge and experience. Senior
centers or community centers offer classes,

- hobby groups, exercise, and field trips that some

older clients may enjoy. Many older people are
involved in activities through their places of wor-
ship. Encourage clients by asking them about
what they are doing, admiring their work, or
even participating in games or crafts when time
permits.

Fig. 11-10. Continuing to participate in activities they
enjoy promotes mental and physical health for older
adults.

. Help clients develop a routine for the day. Struc-
- turing the day around meals, activities, rest, and
- self-care can help fight depression and give older

people a sense of purpose. Older people who do
not have a routine may simply stay in bed or be-
come bored and lonely.

Encourage self-care. Clients should do as much

- for themselves as they possibly can. An HHA's

job is to assist with or perform activities the cli-
ent cannot do alone. The more clients can care

__for themselves, the better they will feel about

themselves. Follow the care plan. Keep in touch
with your supervisor about changes in the cli-
ent’s abilities.

Help clients to be well-groomed. Appearance af-
fects the way a person feels about herself. Help
clients style hair, dress neatly, and use cosmetics
or shave (Chapter 13) (Fig. 11-11).

Address clients respectfully. Do not call clients
by their first names unless they ask you to. Do



not call them honey, sweetie, or dear. Use their
last names with whatever title they prefer (Mr.,
Ms., Miss, Mrs., or Dr.). Use the pronouns they
prefer (she/her, he/him, they/them). Speak to
them with respect and provide person-centered
care. Ask for their opinions and let them make
their own decisions as much as possible. The
more independent and capable they feel, the
more independent and capable they will be.
Never treat a client like a child or talk about a
client as if he were not there.

Fig. 11-11. A well-groomed appearance helps people of
all ages feel good about themselves.

Respect the needs for privacy and for social
interaction. Let a client be alone to read, study,
pray, meditate, or work if he seems to want this.
Knock before entering the room, even if the
door is open (Fig. 11-12).
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Fig. 11-12. Respect clients’ privacy. Knock before entering
any room, even if the door is open.

Remember that clients may not want to talk all
the time. When visitors come, let the client visit
undisturbed. Do not try to participate in the con-
versation. Treat visitors respectfully and make
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them feel welcome. Even if an unannounced
visit disrupts your schedule, remember how im-
portant social contact is for your client. Try to be
flexible.

Chapter Review

1. Name at least two common disorders for
each stage of human development.

2. In the movies, elderly people are often
shown as helpless, lonely, disabled, slow, for-
getful, dependent, or inactive. What is actu-
ally true of most older adults?

3. For each body system listed in Learning Ob-
jective 3, list two normal changes of aging.

4. How can an HHA help prevent or slow
osteoporosis?

5. Name five signs and symptoms an HHA
needs to report about a client’s psychological
health.

6. How can an HHA help a client who is hard
of hearing?

7. What can an HHA do to help clients with a
poor sense of touch?

8. What should an HHA do if her client experi-
ences dizziness when she stands up?

9. Why might older clients need to urinate
more frequently?

10. What are two things that can help prevent
constipation?

11. Describe two ways that an HHA can help
properly care for clients’ immune systems.

12. What are possible signs of depression?

13. How can an HHA help her clients adjust to
lifestyle changes due to aging?

14. Why should an HHA encourage her clients
to do as much for themselves as possible?

15. Name one way an HHA can show respect
for her clients’ privacy.
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Positioning, Transfers, and

Ambulation

1. Explain positioning and describe how
to safely position clients

Clients who spend a lot of time in bed often
need help getting into comfortable positions.
They also need to change positions periodically
to avoid muscle stiffness and skin breakdown.
Too much pressure on one area for too long can
cause a decrease in circulation, which can lead
to pressure injuries and other problems like
muscle contractures. Positioning means help-
ing clients into positions that promote comfort
and health. Bedbound clients should be reposi-
tioned at least every two hours. Clients in wheel-
chairs or chairs should be repositioned at least
every hour. Each time there is a change of posi-
tion, the home health aide should document the
position and the time.

Which position a client uses depends on the
diagnosis, the condition, and the client’s prefer-
ence. The care plan will give specific positioning
instructions. It is important to remember that
even immobile clients must not remain in the
position in which they are placed for long. They
should be checked regularly. When positioning
residents, HHAs must use proper body mechan-
ics to help prevent injury. HHAs should also
check the skin for any problems such as white-
ness, redness, or warm spots, especially around
bony areas, each time they reposition clients.

The following are guidelines for positioning cli-
ents in the five basic body positions:

- Supine (SUE-pine): In this position, the client
-~ lies flat on her back. To maintain correct body

position, the head and shoulders should be sup-

~ ported with a pillow (Fig. 12-1). Pillows, rolled

towels, or washcloths can also be used to sup-
port her arms (especially a weak or immobilized
arm) or hands. A pillow should be placed under
the calves so the heels are elevated (“floating”)

- and do not touch the bed. Pillows or a footboard

(padded board placed against the client’s feet)
can keep the feet positioned properly.

Fig. 12-1. A person in the supine position is lying flat on
her back.

Lateral/side: A client in the lateral position is

_ lying on either side (Fig. 12-2). There are many

variations of this position. Pillows can support
the arm and leg on the upper side, the back, and

_ the head. Ideally, the knee on the upper side of

the body should be flexed. The leg is brought

in front of the body and supported on a pillow.
There should be a pillow under the bottom foot
so that the toes and ankle are not touching the
bed. If the top leg cannot be brought forward, it
should be placed slightly behind the bottom leg,
not resting directly on it. Pillows should be used
between the two legs and ankles to relieve pres-
sure and avoid skin breakdown.



Fig. 12-2. A person in the lateral position is lying on his
side.

Prone: A client in the prone position is lying on
the stomach or front side of the body (Fig. 12-
3). This is not a comfortable position for many
people, especially elderly people. The HHA
should never leave a client in a prone position
for very long and should check the care plan
before using the prone position. In this position,
the arms are either placed at the sides or raised
above the head, or one is raised and one is by the
side. The head is turned to one side and a small
pillow may be used under the head and legs. A
pillow under the legs helps keeps the feet from
touching the bed.

Fig. 12-3. A person in the prone position is lying on his
stomach.

Fowler’s: A client in the Fowler’s position is in a
semisitting position (45 to 60 degrees) (Fig. 12-4).
The head and shoulders are elevated. The cli-
ent’s knees may be flexed and elevated, using a
pillow or rolled blanket as a support.

=== >
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f 4 /' high-Fowler's is
/ N3 = 4 60 to 90 degrees

Y' semi-Fowler's is N

30 to 45 degrees \'\
Fig. 12-4. A person in the Fowler's position is partially
reclined.

The feet may be supported using a footboard or
other support. The spine should be straight. In a
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high-Fowler’s position, the upper body is sitting
nearly straight up (60 to 90 degrees). In a semi-
Fowler’s position, the upper body is not raised as
high (30 to 45 degrees).

Sims’: The Sims’ position is a left side-lying
position (Fig. 12-5). The lower arm is behind the
back, and the upper knee is flexed and raised to-
ward the chest, using a pillow as support. There
should be a pillow under the bottom foot so that
the toes and ankle do not touch the bed.

Fig. 12-5. A person in the Sims’ position is lying on his
left side with one leg drawn up.

The positions indicated in the care plan should
be used. If an HHA has questions about how to
position a client, she should ask her supervisor.
In general, positions that are natural and com-
fortable for the client should be used.

When moving or positioning a client, the HHA
should use proper body mechanics (Chapter 6).
Lifting should be avoided whenever possible. It
is safer to push, roll, slide, or pivot, rather than
bearing the client’s weight. Using proper body

mechanics promotes safety.

Helping a client move up in bed helps prevent
skin irritation that can lead to pressure injuries.
An HHA should get help if she thinks it is not
safe to move the client by herself. If the client
cannot help with moving, a draw sheet, turning
sheet, transfer sheet, or glide sheet should be
used (Fig. 12-6). A draw sheet is an extra sheet
placed on top of the bottom sheet when the bed
is made. Draw sheets help prevent skin damage
caused by shearing. Shearing is rubbing or fric-
tion that results from the skin moving one way
and the bone underneath it remaining fixed or
moving in the opposite direction.

-
o
=
g
>
o)
S
<
o
=
(3]
o
oy
Y
w
<
o
l_
ob
=
-
o
=
w
o
a



&=
o
=
6
S
e
S
<
©
<
(3]
o
A
QL
10
v
<
&
l_
&b
=
<
o
=
%)
o
o

136

Fig. 12-6. There are different types of devices used for
positioning and transferring. This photo shows a draw
sheet that can be left in place after the move or transfer
is comp/ete. (PHOTO @ MEDLINE INDUSTRIES, INC. 2020)

Moving a client up in bed

Equipment: draw sheet or other device

When the client cannot assist, and there is no
one else around to help you move her up in bed,
take the following steps:

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy if the client desires it.

4. |If the bed is adjustable, adjust bed to a safe
working level, usually waist high. If the bed is
movable, lock bed wheels.

5. Lower the head of the bed to make it flat.
Move the pillow to the head of the bed.

6. Stand behind the head of the bed with your
feet shoulder-width apart and one foot
slightly in front of the other.

7. Roll and grasp the top edge of the draw
sheet.

8. Bend your knees and keep your back straight.
Rock your weight from the front foot to the
back foot in one smooth motion, while puli-
ing the draw sheet and client toward the head
of the bed (Fig. 12-7).

Fig. 12-7. While grasping the draw sheet, pull the client
toward the head of the bed.

9. Put the pillow back under the client’s head
and arrange the blankets for her. Unroll the
draw sheet and leave it in place for the next
repositioning. If using another type of device
(other than a draw sheet), you will need to
remove it. If you raised an adjustable bed, re-
turn it to its lowest position.

10. Wash your hands.

11. Document the procedure and any
observations.

When you have help from another person, you can

modify the procedure as follows:
1. Follow steps 1 through 5 above.

2. Stand on one side of the bed with your feet
shoulder-width apart. Face the head of the
bed. The foot that is closer to the head of the
bed should be pointed toward the head of the
bed. Your helper should be standing on the
other side of the bed.

Both of you should roll the draw sheet up
to the client’s side and grasp the sheet. One
hand should be at the client’s shoulders, the
other about level with the client’s hips. Use
proper body mechanics.

4. Let the client know you will be moving her
on the count of three. Shift your weight to
your back foot (the foot closer to the foot of
the bed). Have your helper do the same (Fig.
12-8). On the count of three, you and your



187

helper both shift your weight to the forward Moving a client to the side of the bed
foot. Slide the draw sheet and client toward

the head of the bed. Equipment: draw sheet

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. If the bed is adjustable, adjust bed to a safe
working level, usually waist high. If the bed is
movable, lock bed wheels.
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5. Lower the head of the bed.

Fig. 12-8. Both people shift their weight to their back foot 6. Stand on the side of the bed to which you are

andipreparEiONgIo s moving the client. Stand with feet shoulder-

) _ width apart. Bend your knees and keep your
5. Put pillow back under client’s head and ar-

back straight.
range the blankets for her. Unroll the draw
sheet and leave it in place for the next repo- 7. With a draw sheet: Roll the draw sheet up to
sitioning (Fig. 12-9). If using another type the client’s side and grasp the sheet. One
of device (other than a draw sheet), you will hand should be at the client’s shoulders, the
need to remove it. If you raised an adjustable ' other about level with the client’s hips. Place
bed, return it to its lowest position. one knee against the side of the bed, and

lean back with your body. Let the client know
you will be moving her on the count of three.
On the count of three, pull the draw sheet
and client toward you.

Unroll the draw sheet and leave it in place for
the next repositioning. If using another type
of device (other than a draw sheet), you will
need to remove it.

Without a draw sheet: Gently slide your hands
under the client’s head and shoulders and

move them toward you. Gently slide your
hands under her midsection and move it
toward you. Gently slide your hands under
the hips and legs and move them toward you
(Fig. 12-10).

Fig. 12-9. Unroll the draw sheet and leave it in place.

6. Wash your hands.

7. Document the procedure and an
d / 8. Ifyou raised an adjustable bed, return it to its

lowest position

observations.
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Fig. 12-10. Gently move the client's head and shoulders
toward you.

9. Wash your hands.

10. Document the procedure and any
observations.

Positioning a client on his side

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Ifthe bed is adjustable, adjust bed to a safe
working level, usually waist high. If the bed is
movable, lock bed wheels.

5. Lower the head of the bed to make it flat.

6. Move the client to the side_of the bed near—— -

you, using the previous procedure.
7. Ifthe bed has side rails, raise the far side rail.
Turning a client away from you:

a. Cross the client’s arms over his chest. Cross
the near leg over the far leg.

b. Stand with feet shoulder-width apart. Bend
your knees.

- ¢. Place one hand on the client’s near shoulder.

Place the other hand on the near hip.

d. While supporting the body, gently roll the
client onto his side as one unit, toward the
raised side rail.

If the bed does not have side rails, you may need
to turn the client toward you. Follow agency

policy.

Turning a client toward you:

a. Cross the client’s far arm over his chest.
Move the arm on the side the client is being

turned to out of the way. Cross the far leg
over the near leg.

b.  Stand with feet shoulder-width apart. Bend
your knees.

c. Place one hand on the client’s far shoulder.
Place the other hand on the far hip.

d. While supporting the body, gently roll the
client onto his side as one unit, toward you.
Use your body to block the client to prevent
him from rolling out of bed.

8. Position the client properly and comfortably.
Proper positioning includes the following:

* Head supported by a pillow (client’s face
should not be obstructed by the pillow)

« Shoulder adjusted so the client is not
lying on his arm or hand

+ Top arm supported by a pillow
»  Back supported by a supportive device
» Top knee flexed

*  Supportive device between legs with top
knee flexed; knee and ankle supported

«  Pillow under the bottom foot so that toes
and ankle are not touching the bed

9. Ifyou raised an adjustable bed, return it to its
lowest position. Leave side rails in ordered
position.

10. Wash your hands.



11. Document the procedure and any
observations.

Some clients’ spinal columns must be kept in
alignment. To turn these clients in bed, they
have to be logrolled. Logrolling means moving
a client as a unit, without disturbing the align-
ment of the body. The head, back, and legs must
be keptin a straight line. This is necessary in
cases of neck or back problems, spinal cord inju-
ries, or after back or hip surgeries. It is safer for
two people to perform this procedure together. A
draw sheet helps with moving,.

Logrolling a client
Equipment: draw sheet, second person
1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. \fthe bedis adjustable, adjust bed to a safe
working level, usually waist high. If the bed is
movable, lock bed wheels.

5. Lower the head of the bed to make it flat.

6. Both of you stand on the same side of the
bed. One person stands at the client’s head
and shoulders. The other stands near the cli-
ent's midsection.

7. Place a pillow under the client’s head to sup-
port the neck during the move.

8. Place the client’s arms across his chest.
Place a pillow between the knees.

9. Stand with your feet shoulder-width apart.
Bend your knees.

10. Grasp the draw sheet on the far side
(Fig. 12-11).

Fig. 12-11. Both of you grasp the draw sheet on the far

side.

11. Let the client know you will be moving him
on the count of three. On the count of three,
gently roll the client toward you. Turn the cli-
ent as a unit (Fig. 12-1 2). Use your bodies to
block the client to prevent him from rolling
out of bed.

l'." ‘\. "\\
\\
\\‘ I\\j
Fig. 12-12. On the count of three, both workers should
oll the client toward them, turning him as a unit.

roll the client toward #em, BHS =

AT
-

12. Reposition the client comfortably. Check

the client’s body alignment. Unroll the draw
<heet and leave it in place for the next reposi-
tioning. If using another type of device (other
than a draw sheet), you will need to remove
it. Arrange pillows and covers for comfort. if
you raised an ad]ustable bed, return it to its
lowest position.

Positioning, Transfers, and Ambulation
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13. Wash your hands.

14. Document the procedure and any
observations,

Before a client who hag been lying down stands
up, he should dangle. To dangle means to st up
on the side of the bed with the legs hanging over
the side. This helps clients regain balance before
standing up and allows blood pressure to stabi-
lize. It helps prevent dizziness and lightheaded-
ness that can cauge fainting. For some clients
who are unable to walk, sitting up and dangling
the legs for a few minutes may be ordered.

Assisting a client to sit up on the side of the
bed: dangling

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide Privacy for the client.

4. Ifthe bed is adjustable, adjust the bed to
lowest Position. If the bed js movable, lock
bed wheels.

5. Raise the head of the bed to a sitting posi-
tion. Fanfold (fold into pleats) the top covers
to the foot of the bed. Ask the client Lo tyrn
onto his side, facing you. Assist 4s hecded

(sec earligr procedure).

6. Tell the client to reach across his chest with
his top arm and place his hand on the edge
of the bed near his Opposite shoulder. Ask
him to push down on that hand to raise his
shoulders up while swinging his legs over the
side of the bed (Fig. 12.13),

7. Always allow the client to do all he can for
himself, However, if the client needs assis.
tance, follow these steps:

3. Stand with your feet shoulder-width apart.
: Bend your knees. Keep your back straight,

Fig. 12-13. Have the client push himself up while swing-
- ing his legs over the side of the bed.

b. Place one arm under the client’s shoulder
blades. Place the other arm under the client’s
thighs (Fig. 12-14).

- Fig. 12-14. One grm should be under the client’s shoulder

blades and the other arm should be under the thighs.

. Let the client know you will be moving him

on the count of three. On the count of three,
slowly move the client into 3 sitting position
with the legs dangling over the side of the
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bed. The weight of the client’s legs hanging arm under his knees. Slowly swing the cli-
down from the bed helps the client sit up ent’s legs onto the bed.
(Fig. 12-15)- 12. if you lowered an adjustable bed, leave it in

its lowest position.
13. Wash your hands.

14. Document the procedure and your observa-
tions. How did the client tolerate sitting up?
Did the client become dizzy?

2. Describe how to safely transfer clients
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Transferring a client means that a home health

aide is moving him from one place to another.

¢ . Transfers can move clients from a bed to a chair
s 4 or wheelchair, from a wheelchair to a shower or
; : toilet, and so on.

Safety is one of the most important things to

‘l consider during transfers. When transferring,
Lt

Fig. 12-15. The weight of the client’s legs hanging down

from the bed helps the client sit up.

it is important to know that some clients have

a weaker side. The weaker side is called the in-
volved or affected side. The HHA must plan the
move so that the stronger side moves first and

3. Ask the client to sit as straight up as possible

2nd to hold on to edge of mattress with both the weaker side follows. It is difficult for the
hands. Help the client to put on nonskid weaker arm and leg to bear enough weight for

shoes or slippers if he is going to get out the transfer if moved first.

of bed. A transfer belt is 2 safety device used to trans-
fer clients who are weak, unsteady, or uncoordi-
nated. It is also used to help clients walk. The
belt is made of canvas or other heavy material,

9. Have client dangle as long as ordered. The
care plan may direct you to allow the client
to dangle for several minutes and then assist
him to lie down again, or it may direct you to
allow the client to dangle in preparation for
walking or a transfer. Follow the care plan.
Do not leave the client alone. If the client is
dizzy for more than one minute, have him lie
down again. Count his pulse and respiration

and it has a strong buckle and sometimes has

~ Thandles. It fits around the client’s waist, outside
the clothing, with the buckle tightened until it
is snug. It should never be placed on bare skin.
It is important to check female clients to make
sure the breasts are not caught under the belt.

rates and report to your supervisor according The transfer belt gives the HHA something firm
to your agency’s policy. (You will learn how to to hold on to when assisting with transfers. The
measure vital signs in Chapter 14.) HHA should grasp the belt securely on both

sides, with hands in an upward position. Trans-
fer belts cannot be used if a client has fragile
11. Gently assist the client back into bed. Place bones, fractures, or has had certain kinds of sur-

10. Remove the client’s slippers or shoes.

one arm around his shoulders and the other gery recently.
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Guidelines: Wheelchairs

Learn how each wheelchair works. Clients
may use manual (requiring human power to
move) or electric wheelchairs. Know how to
apply and release the brake and how to oper-
ate the armrests and footrests. Always lock

a wheelchair before assisting a client into o
out of it (Fig. 12-16). After a transfer, unlock
the wheelchair.

Fig. 12-17. To remove 4 Jootrest, swing the footrest to-
ward the side of the wheelchair and lift it off.
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To lift or lower a footrest, support the leg or
foot. Squeeze the lever and pull up or push
down.

To transfer to or from a wheelchair, the cJj-
ent must use the side of the body that can
bear weight to support and lift the side that

cannot bear weight. Clients who can bear no
Fig. 12-16, Always lock the wheelchair before a cliens gets weight with their legs may use leg braces or

into or out of it. 5
s overhead trapezes to support themselves.

To unfold a standard wheelchair, tilt the chajr Before any transfer make sure the client
slightly to raise the wheels on the opposite is wearing nonskid shoes that are securely
side. Press down on one or both seat rails fastened. This promotes clients’ safety and
until the chair opens and the seat is flat. To E reduces the risk of falls.

fold a standard wheelchair, lift up under the

During wheelchair transfers, make sure the
center edge of the seat.

client is safe and comfortable. Ask the client

To remove an armrest, release the arm lock | how you can help. Some may only want you
by the armrest, and lifi the arm from the cen. to bring the chair to the bedside. Others may
ter. To replace the armrest, simply reverse the | want you to be more involved. Always be sure
procedure. ' the chair is as close as possible to the client

and is locked in place. Use a transfer belt if
you are going to assist with the transfer. Be
surethe transfer is done slowly, allowing time
for the client to rest. Upon standing, check to
see if the client is dizzy. If he js, help him sit
back down. Measure vital signs as ordered

and report to the supervisor,

To move a footrest oyt of the way, press or
pull the release lever. Swing the footrest out
toward the side of the-wheelchair: To rernoye
the footrest, lift it off when it is toward the
side of the wheelchair (Fig. 12-17). To replace
a footrest, simply put it back in the side posi-
tion. Then swing it back to the front position.
It should lock into place. Check the client’s alignment in the wheelchair
once the transfer js complete. The client’s
body must be in proper alignment while in



Equipment: wheelchair, transfer belt, nonskid shoes,

a wheelchair or chair. Special cushions and
pillows can be used for support. The hips
should be well-positioned back in the chair.
If the client needs to be moved back in the
wheelchair, lock the wheelchair wheels. Stand
in front of the wheelchair and ask the client
to grasp the armrests while his feet are flat
on the floor. Brace one or both knees against
the client’s knee(s). On the count of three,
ask the client to push with his feet into the
floor and move himself toward the back of
the chair. Gently assist as needed.

When a client is in a wheelchair or any chair,
he or she should be repositioned at least
every hour. The reasons for doing this are as
follows:

It promotes comfort.

It reduces pressure.

It increases circulation.
It exercises the joints.

it promotes muscle tone.

o a client from a bed to a

and robe or folded blanket

1.
2.

Wash your hands.

Explain the procedure o the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

Provide privacy for the client. Check the area
to be certain it is uncluttered and safe.

Place the wheelchair at the head of the bed,
facing the foot of the bed, or at the foot of
bed, facing the head of the bed. The arm of
the wheelchair should be almost touching the
bed. The wheelchair should be placed on cli-
ent's stronger, or unaffected, side.

Remove both wheelchair footrests close to
the bed.

Lock wheelchair wheels.

7.

10.

11.

12.

13.

14.
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If the bed is adjustable, raise the head of
the bed. Adjust the bed level to its lowest
position. if the bed is movable, lock the bed
wheels.

Assist the client to a sitting position, mak-
ing sure his feet are flat on the floor. Adjust
the bed height if needed (if possible). Let the
client sit for a few minutes t0 adjust to the
change in position.

put nonskid shoes on the client and fasten
them securely.

Stand in front of and face the client. Stand
with feet about shoulder-width apart. Bend
your knees. Keep your back straight.

Place the transfer belt around the client’s
waist over his clothing (not on bare skin).
Tighten the buckle until it is snug. Leave

enough room to insert flat fingers/hand com-

fortably under the belt. Check to make sure
that skin or skin folds (for example, breasts)
are not caught under the belt. Grasp the belt
securely on both sides, with hands in an up-
ward position.

Provide instructions to allow the client to
help with transfer. Instructions may include:
«\When you start to stand, push with your
hands against the bed,” “Once standing, if
you're able, you can take small steps in the
direction of the chair,” and “Once standing,
reach for the chair with your stronger hand.”

With your legs, brace (support) the client’s
lower legs to prevent slipping (Fig. 12-1 8).
This can be done by placing one or both of
your knees against the client’s knees. Or you
can stand toe to toe with the client. Bend
your knees and keep your back straight.

Let the client know you will be moving him
on the count of three. If possible, have the
client rock while counting to three. On three,
with hands still grasping the transfer belt on
both sides and moving upward, slowly help
the client to stand.
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Fig. 12-18. Brace the client’s lower legs to prevent slip-
ping by placing either one or two knees (shown) against

the client's knees,

15. Tell the client to take small steps in the di.
rection of the chair while turning his back
toward it. If more help is needed, help the
client pivot (turn) to stand in front of wheel-
chair with the back of the client’s legs against
the wheelchair (Fig. 12-19). Always allow the
client to do all he can for himself,

Fig. 12-19. Help the cliens pivot to the
chair. Pivoting is safer than twisting,

front of the whee/.

16. Ask the client to put his hands on the wheel-
chair armrests if he s able. When the chair
is touching the back of the client’s legs, help
him lower himself into the chair,

17. Reposition the client so that his hips touch
the back of the wheelchair seat.

18. Attach footrests and place the client’s feet
on the footrests. Check that the client is in
proper alignment. Gently remove the transfer
belt. Place a robe or folded blanket over the
client’s lap as appropriate.

19. Wash your hands.

20. Document the procedure and your obserya.
tions. How did the client feel or appear duyr-
ing the transfer? How much assistance was
required?

- When transferring back to bed from a wheel-

chair, the height of the bed should be equal to or
slightly lower than the chair. When the client feels
the bed with the back of his legs, help him sit
down slowly,

A slide board, or transfer board, may be uged
to transfer clients who are unable to bear weight
on their legs. Slide boards can be used for ]
most any transfer that involveg moving from one
sitting position to another (for example, from
bed to chair). Slide boards should not be used
against bare skin. Before beginning the transfer,

: the HHA should make sure that the client’s fin-

g€rs are not under the board.

Helping a client transter using a slide board

- Equipment: slide bogrd

1. Follow steps 1 through 9 for transferring a
client from a bed to a wheelchair,

2. Have the client lean away from transfer side
to take the weight off her thigh (Fig. 12-20).
Place one end of the slide board under the
buttocks and thigh. Take care not to pinch
the client’s skin between the bed and the
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board. Place the other end of the board on 6. Complete the transfer in two or three lifting
the surface to which the client is transferring. and scooting movements. Never drag the

client across the board. Friction from the cli-
ent’s skin dragging across the slide board
can cause skin breakdown, which can lead to
pressure injuries.

7. After the client is safely transferred, remove
the slide board. Make sure the client is posi-
tioned safely and comfortably.

8. Wash your hands.

i - 9. Document the procedure and any observa-
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Fig. 12-20. Have the client lean away from the transfer tions. How did the client feel or appear dur-
side before placing the slide board. ing the transfer? How much assistance was
required?

3. Ifthe client is able, have her push up with
her hands and scoot herself across the board.

Stay close so you can provide support if ~ Some clients may have a mechanical lift (also
needed. Allow the client to do all she can for called a hydraulic lift) in the home. This equip-
herself. ment helps prevent injury to clients and caregiv-

ers. HHAs may assist clients with many types
of transfers using mechanical lifts. Using these
lifts requires special training. HHAs should not
use equipment they have not been trained to

4. |fthe client needs assistance, stand in front
of her and brace one or both of your knees
against her knees to keep them from buckling

i fer. k straight. . o
dutigefie transferaKeen your back stajz use, as this could cause injury. There are many

5. Get as close to the client as possible and - different types of mechanical lifts (Fig. 12-22).
have her lean into you as you grasp the trans-
fer belt from behind. Lean back with your
knees bent. Using your legs rather than your
back, pull the client up slightly and toward

you to help her scoot across the board
(Fig. 12-21).

Fig. 12-22. There are many different types of lifts for
R h y transferring both completely dependent clients and clients
T — who can bear some weight. This client can bear some

F’g‘ 12'21 Keep aﬁrm grasp on the tmnsfer belt as you I W@igl’?t on his Iegs. (PHOTO COURTESY OF VANCARE INC., VANCARE.COM,
help the client to scoot across the board. 800-694-4525)




c
o
=
o
S
)
&
<
©
c
©
w
P
L
wn
c
R
I_
ob
I=
c
[}
b=
%]
o
o

G Be very careful when moving a client using a
mechanical lift. If possible, have another per-
son assist you when transferring with these
lifts. It is safer to have at least two people
doing these types of transfers.

Keep the chair to which the client is to be
moved close to the bed so that the client is
only moved a short distance in the lift. Lock
the wheels on the chair if it has wheels.

Check that the valves are working on the lift
before using it.

& Use the correct sling for the lift that is being
used. Using an incorrect sling may result in
serious injury or death. If you have questions
about the sling, talk to your supervisor.

Check the sling and straps for any fraying or
tears. Do not use the lift if there are tears or
holes.

& Open the legs of the stand to the widest
position before helping the client into the lift.

Once the client is in the sling and the straps
are connected, pump up the lift only to the
point where the client’s body clears the bed
or chair.

G Electric/battery-powered lifts have emergency
releases. Be aware of where the release is
located and how to operate this function. Talk

to your supervisor if you do not know how to
do this.

Transferring a client using a mechanical lift

Equipment: wheelchair or chair, lifting partner (if
available), mechanical or hydraulic lift

The following is a basic procedure for transfer-
ring using a mechanical lift. Ask someone to help
you before starting.

1. Wash your hands.

Fig. 12-23. Position
. client.

Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

Provide privacy for the client.
If the bed is movable, lock the bed wheels.

Position the wheelchair next to the bed. Lock
the brakes.

Help the client turn toward you, as described
in earlier procedure. Go to the far side of the
bed. Position the sling under the client, with
the edge next to the client’s back. Fanfold if
necessary. Adjust the bottom of the sling so
that it is even with the client’s knees. Help
the client roll back to the middle of the bed,
and then spread out the fanfolded edge of
the sling.

Roll the mechanical lift to the bedside. Make
sure the base is opened to its widest point,
and push the base of the lift under the bed.

Position the overhead bar directly over the
client (Fig. 12-23).

B iy

9. With the client lying on his back, attach one

set of straps to each side of the sling and one
set of straps to the overhead bar. If available,
have a lifting partner support the client at the
head, shoulders, and knees while the client

is being lifted. The client’'s arms should be
folded across his chest (Fig. 12-24). If the
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device has S hooks, they should face away - 13. Undo the straps from the overhead bar to the
from client. Make sure all straps are con- ' sling. Remove the sling or leave in place for
nected properly and are smooth and straight. transfer back to bed; follow the care plan.

14. Be sure the client is seated comfortably and
correctly in the chair or wheelchair.

15. Wash your hands.

16. Document the procedure and any obser-
vations. How did the client tolerate the
transfer? Were there any problems? Did the
equipment operate properly?
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A stand-up, ot standing, lift is used when a per-

A

~ = ! 1
Fig. 12-24. With the client’s arms folded across his chest,
attach the straps to the sling.

son can bear some weight on his legs but has
poor leg strength and/or balance (Fig. 12-22).
The client must be able to stand and have some

10. Following manufacturer’s instructions, raise arm strength in order to use this lift. There

the client two inches above the bed. Pause a are different types of stand-up lifts, including

moment for the client to gain balance. manual and battery-powered. The stand-up lift

consists of both user and operator support bars

11. Have the lifting partner help support and
guide the client’s body while you roll the lift
so that the client is positioned over the chair
or wheelchair (Fig. 12-25).

(the user support bars may consist of two verti-
cal bars or one crossbar), padded swivel swing-
out seats (and/or straps, vest, ot belt for some
models), knee pads, a platform base with foot
plate, and four small wheels with locking brakes.

 Ifusinga stand-up lift, the home health aide

- should be sure that the brakes are locked be-

- fore beginning the transfer. The client should

. begin in a sitting position and place his feet

- firmly on the foot plate of the platform, with

. knees pressing against the knee pads. The client
should grasp the support bar(s) and gently pull

. himself to a standing position, using his own
strength. Then the HHA can lower both sides

. of the padded swing-out seat into position. The
HHA should adjust straps, vest, or belt if these

~ are used. The client should slowly lower himself

. onto the seat while holding the support bars and

Fig. 12-25. Having another person help to support and
guide the client promotes safety during the transfer and
reduces the chance of injury.

- pressing knees against knee pads. The HHA

12. Slowly lower the client into the chair or . ghould unlock the wheel brakes and use the op-
wheelchair. Push down gently on the clients  erator bars to transfer the client to the location
knees to help the client into 2 sitting, rather desired and then perform these steps in reverse

than reclining, position. order to release the client from the lift.
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3. Discuss how to safely ambulate a client

Ambulation meang moving or walking, with

or without an assistive device. A client who ig
ambulatory is one who cap get out of bed and
move or walk. Many older clients are ambula-
tory but need assistance to walk safely. Several
tools, including transfer belts, canes, walkers,
and crutches, assist with ambulation. The HHA
should check the care plan before helping a cli-
ent ambulate. It is important to know the client’s
abilities, limitations, and disabilities, Any time
an HHA helps a client, she should communicate
what she would like to do and allow the client to
do what he can.

Assisting a client to ambulate >
Equipment: transfer belt, nonskid shoes Jor the client
1. Wash your hands.

2. Explain the procedyre to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. If the bed is adjustable, adjust the bed level
to its lowest position. If the bed is movable,
lock the bed wheels,

5. Assist the client to 3 sitting position, mak-
ing sure his feet are flat on the floor. Adjust
the bed height if needed (if possible). Let the
client sit for a few minutes to adjust to the
change in position.

6. Put nonskid shoes on the client and fasten
them securely.

7. Stand in front of and face the client. Stand
with feet about shoulder-width apart. Bend
your knees. Keep your back straight.

8. Place the transfer belt around the client’s
waist over his clothing (not on bare skin).
Grasp the belt securely on both sides. with
hands in an upward position,

9. Always allow your client to do whatever he is

able to do for himself If the client is unable
to stand without help, brace (support) the
client’s lower extremities. This can be done
by placing one of your knees against the cli-
ent’s knee, or it can also be done by placing
both of your knees against both of the client’s
knees (Fig. 12-26). Or you can stand toe to
toe with the client. Bend your knees. Keep

J;!" .—!I o o i"l. "~

L

Fig. 12-26. If the client hys a weak knee, brace it against

your knee.

10. Hold the client close to your center of gray-
ity. Provide instructions to allow the client to
help with standing. Tell the client to lean for-
ward, push down on the bed with hjs hands,
and stand on the count of three. When you
start to count, begin to rock. On three, with
hands still grasping the transfer belt on both
sides and moving upward, rock your weight
onto your back foot and slowly help the client
to stand.

1. Walk slightly behind and to one side of the
client for the full distance, while holding on
to the transfer belt (Fig. 12-27). If the client
has a weaker side, stand on the weaker side.
Use the hand that is not holding the belt to
offer support on the weak side. Ask the client

- to look forward, not down at the floor, during
ambulation,



Fig. 12-27. Walk behind and stand on the weaker side,
while holding onto the transfer belt, when assisting with
ambulation.

12. Observe the client’s strength while you walk
together. Provide a chair if the client becomes
dizzy or tired.

13. After ambulation, return the client to the bed
or chair and remove the transfer belt. Make
the client comfortable. Leave the bed in its
lowest position.

14. Wash your hands.

15. Document the procedure and your observa-
tions. How far did the client walk? How did
the client appear or say he felt while walking?
How much help did you give?

When helping a client who has a visual impair-
ment walk, the HHA should be beside and
slightly ahead of the client. The client should be
able to place his hand on the HHA's elbow. The
HHA should walk at a normal pace and let the
client know they are about to turn a corner ot
when a step is approaching. The HHA should
state whether they will be stepping up or down.

Falls

If the client starts to fall during a transfer or while
walking, the HHA should widen his stance. He can
bring the client’s body close to him to break the fall.
The HHA should bend his knees and support the
client as he lowers her to the floor (Fig. 12-28).

199

He may need to drop to the floor with the client to
avoid injury. The HHA should not try to reverse or
stop a fall. Doing this can cause worse injuries.

If the client has fallen, the HHA should call for help
if a family member is around. He should not at-
tempt to get the client up or move the client after
the fall. Many agencies do not allow helping a client
up after a fall until the client has been evaluated

by a nurse. Each agency’s policies and procedures
should be followed. The HHA must report the fall to
the supervisor immediately. An incident report will
need to be completed.

Fig. 12-28. Do not try to reverse or stop a fall. Bend your
knees and support the client as you lower her to the floor.
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Clients who have difficulty walking may use
assistive devices, such as canes, walkers, or
crutches, to help themselves. Canes help with
balance. Clients using canes should be able to
bear weight on both legs. If one leg is weaker,
the cane should be held in the hand on the
stronger side.

Types of canes include the C cane, the func
tional grip cane, and the quad cane. The C cane
is a straight cane with a curved handle at the
top. It has a rubber-tipped bottom to prevent
slipping. A C cane is used to improve balance.

A functional grip cane is similar to the C cane,
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except that it has a straight grip handle, rather
than a curved handle. The grip handle helps
improve grip control and provides a little more
support than the C cane. A quad cane, with
four rubber-tipped feet and a rectangular base,
is designed to bear more weight than the other
canes (Fig. 12-29).

Fig. 12-29. A quad cane has four rubber-tipped feet and
can bear more weight than other canes.

A walker is a type of walking aid used when the
client can bear some weight on both legs. The
walker provides stability for clients who are
unsteady or lack balance. The metal frame of
the walker may have rubber-tipped feet and/or
wheels (Fig. 12-30). When using a walker, the
walker is moved first, then the weak leg, then
the strong leg.

Fig. 12-30. The photo on the left shows a standard
walker. The photo in the middle shows a “Hemi Walker,”
which is a walker that is designed for people who have
difficulty using an arm or a hand. The photo on the right

shows a walker with a seat and basket. (@ mEDLINE INDUSTRIES,
Ne. 2020)

Crutches are used by clients who can bear no
weight or limited weight on one leg. Crutches
have rubber-tipped feet to prevent sliding. Some
people use one crutch, and some use two.

Whichever device is being used, the home health
aide’s role is to ensure safety. The HHA should
stay near the person, on the weak side. The
equipment must be in proper condition: it should
be sturdy, and it must have rubber tips or wheels

- on the bottom.

Assisting with ambulation for a client

using a cane, walker, or crutches

Equipment: transfer belt, nonskid shoes for the cli-
ent, cane, walker, or crutches

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Ifthe bed is adjustable, adjust the bed level to
its lowest position. If the bed is movable, lock
the bed wheels.

3. Assist the client to a sitting position, mak-
ing sure his feet are flat on the floor. Adjust
the bed height if needed (if possible). Let the
client sit for a few minutes to adjust to the
change in position.

6. Put nonskid shoes on the client and fasten
them securely.

7. Stand in front of and face the client. Stand
with feet about shoulder-width apart. Bend
your knees. Keep your back straight.

- 8. Place the transfer belt around the client’s

waist over his clothing (not on bare skin).

Grasp belt securely on both sides, with hands
in an upward position.

9. Ifthe client is unable to stand without help,
brace (support) the client’s lower extremi-
ties. This can be done by placing one of your
knees against the client’s knee, or it can also
be done by placing both of your knees against
both of the client's knees. Or you can stand
toe to toe with the client. Bend your knees.
Keep your back straight.
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10. Hold the client close to your center of grav- ¢ Crutches: Client should be fitted for crutches
ity. Provide instructions to allow the clientto and taught to use them correctly by a physi-
help with standing. Tell the client to lean for- cal therapist or a nurse. The client may use
ward, push down on the bed with his hands, the crutches several different ways, depend-
and stand on the count of three. When you ing on his weakness. No matter how they
start to count, begin to rock. On three, with are used, the client’s weight should be on his
hands still grasping the transfer belt on both hands and arms. Weight should not be on
sides and moving upward, rock your weight the underarm area.

onto your back foot and slowly help the client 12. Walk slightly behind and to one side of the

to stand. A . . .
client for the full distance, while holding on
11. Assist as necessary with ambulation. to the transfer belt. If the client has a weaker

! . side, stand on the weaker side.
a. Cane: Client places cane about six inches, or
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a comfortable distance, in front of his stron- 13. Watch for obstacles in the client’s path. Ask
ger leg. He brings his weaker leg even with ; the client to look forward, not down at the
the cane. He then brings his stronger leg for- floor, during ambulation.

ward slightly ahead of the cane (Fig. 12-31).

14. Encourage the client to rest if tired. Allowing
Repeat. p -
a client to become too tired increases the
chance of a fall. Let the client set the pace.
Discuss how far he plans to go based on the

care plan.

15. After ambulation, return the client to the bed
or chair and remove the transfer belt. Make
the client comfortable. Leave the bed in its
lowest position.

16. Wash your hands.

17. Document the procedure and your observa-
tions. How did the client feel or appear while
walking? How far did the client walk? How
much help did the client need?

Fig. 12-31. The cane moves in front of the stronger leg

first.

4. List ways to make clients more

b. Walker: Client picks up or rolls the walker comfortable

and places it about six inches, or a comfort-
able distance, in front of him. All four feet or
wheels of the walker should be on the ground
before client steps forward to the walker. The
walker should not be moved again until the

There are several things that promote the cli-
ent’s comfort and safety in and around the bed:

. Having plenty of pillows available to provide
support in the various positions

client has moved both feet forward and is . Using positioning devices, such as backrests,
steady. The client should never put his feet bed cradles or foot cradles, footboards, and
ahead of the walker. handrolls
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Pesitioning, Transfers, and Ambulation

* Giving back rubs for comfort and relaxation

+  Changing positions frequently (at least every
two hours) and as directed in the care plan

* Maintaining the client’s body alignment

Back rubs help relax tired muscles, relieve pain,
and increase circulation. Back rubs are often
given after baths. The care plan will contain
instructions for when to give back rubs and for
how long. After giving a back rub, the HHA
should note any changes in a client’s skin.

Giving a back rub

Equipment: cotton blanket or towel, lotion
1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Ifthe bed is adjustable, adjust the bed to a
safe working level, usually waist high. Lower
the head of the bed. If the bed is movable,
lock bed wheels.

5. Position the client so he is lying on his side
(lateral position) or his stomach (prone posi-
tion). Many elderly people find that lying on
their stomachs is uncomfortable. If so, have
the client lie on his side. Cover the client with
a cotton blanket, then fold back the bed cov-
ers. Expose the client's back to the top of the
buttocks. Back rubs can also be given with
the client sitting up.

6. Warm the lotion bottle in warm water for
five minutes. Run your hands under warm
water to warm them. Pour the lotion on your
hands. Rub them together to spread it. Al-
ways put the lotion on your hands rather than
directly on the client’s skin. Warn the client
that the lotion may still feel cool.

7. Place your hands on each side of the upper
part of the buttocks. Use the full palms

of your hands. Make long, smooth upward
strokes with both hands. Move along each side
of the spine, up to the shoulders (Figs. 12-32
and 12-33). Circle your hands outward. Move
back along the outer edges of the back. At the
buttocks, make another circle and move your
hands back up to the shoulders. Without tak-
ing your hands off the client’s skin, repeat this
motion for three to five minutes.

l A

Fig. 12-32. Move along each side of the spine, up to the
shoulders.

Fig. 12-33. Long upward strokes help release muscle
tension.

8. Knead with the first two fingers and thumb
of each hand. Place them at the base of the
spine. Move upward together along each
side of the spine, applying gentle downward
pressure with the fingers and thumbs. Follow
the same direction as with the long, smooth
strokes, circling at shoulders and buttocks.

9. Gently massage bony areas (spine, shoulder
blades, hip bones) with circular motions of
your fingertips. Gentle Mmassage stimulates



circulation and helps prevent skin damage.
However, if any of these areas are pale, white,
or red, massage around them rather than on
them. The redness indicates that the skin is
already irritated and fragile.

10. Let your client know when you are almost
through. Finish with some long smooth
strokes, like the ones you used at the begin-
ning of the massage.

11. Dry the back if extra lotion remains on it.
12. Remove the cotton blanket or towel.
13. Assist the client with getting dressed.

14. Help the client into a comfortable position. If
you raised an adjustable bed, return it to its
lowest position.

15. Store the lotion and put dirty linens in the
hamper.

16. Wash your hands.

17. Document the procedure and your observa-
tions. Report any changes in the client’s skin
to your supervisor. Did the client appear
comfortable during the back rub? Did you ob-
serve any discolored areas or broken skin?

Many positioning devices are available to make
clients more comfortable. Some can be inexpen-
sively made in the client’s home. Check with
your supervisor on the use of positioning de-
vices for each client.

Guidelines: Positioning Devices

Backrests provide support and comfort for
the back. They can be made of pillows, card-
board or wood covered by pillows, or special
wedge-shaped foam pillows.

Bed cradles or foot cradles are used to keep
the bed covers from resting on clients’ legs
and feet. Sometimes simply the pressure of
a sheet draped over the toes can eventually
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lead to pressure injuries. A cardboard box
can be used as a bed cradle by placing the
client's feet inside the box underneath the
covers (Fig. 12-34). The box should be at
least two inches above the toes.

Fig. 12-34. An illustration of a homemade bed cradle.

G Bed tables are often used to keep food or
frequently used items close to the client while
he is in bed. They are available commercially.
You can also make one by cutting openings
in each of the longer sides of a sturdy card-
board box (Fig. 12-35).

—— P

Fig. 12-35. A bed table made o-ut of a cardboard box.

Draw sheets may be placed under clients to
help move clients who are unable to assist
with turning in bed, lifting, or moving up in
bed. Draw sheets also help prevent skin dam-
age that can be caused by shearing. A regular
bed sheet folded in half can be used as a
draw sheet.

Footboards are padded boards placed
against the client’s feet to keep them properly
aligned. They help prevent foot drop. Foot
drop is a weakness of muscles in the feet
and ankles that causes difficulty with the abil-
ity to flex the ankles and walk normally. Foot
splints may also be used to help prevent foot
drop. Footboards are also used to keep bed
covers off the feet. Rolled blankets or pillows
can also be used as footboards.
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G Handrolls are cloth-covered or rubber items G Trochanter rolls are rolled towels or blankets
that keep the hand and/or fingers in a nor- used to keep the client’s hips and legs from
mal, natural position (Fig. 12-36). A rolled turning outward.

washcloth, gauze bandage, or a rubber ball
placed inside the palm may be used to keep
the hand in a natural position. Handrolls
can help prevent finger, hand, or wrist
contractures.

G Abduction pillows /wedges/splints/pads or
hip wedges keep hips in the proper position
after hip surgery. Pillows between the legs
from knees to ankles, while in the lateral
position, can help keep the spine, hips, and
knees in the proper position.

. Observing and Reporting: Physical Comfort
and Safety
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An HHA's observations about clients’ physical
comfort and safety can be very helpful to the care
~ team. Report the following:

Fig. 12-36. Handrolls keep the fingers and hand in a

o . S pi—
natural position, helping to prevent contractures. euoros - = How well the client tolerates positioning,
COURTESY OF NORTH COAST MEDICAL, INC., WWW.NCMEDICAL.COM, 800-821-9319) transferring, and ambulating

% Any signs of skin breakdown (pale, white,
red, purple, or dark areas, rashes, or broken

G An orthotic device, or orthesis, is a device
applied externally that helps support and

align a limb and improve its functioning (Fig. skin)
12-37). It may be prescribed by a doctor to %k Changes that could be made in the home
keep a client’s joints in the correct position. environment to improve comfort or safety

Orthoses also help prevent or correct defor-
mities. Splints are a type of orthotic device.
Splints and the skin area around them should
be cleaned at least once daily and as needed.

% Any change in the client’s ability

Chapter Review
1. What is positioning?
2. How often should bedbound clients be
repositioned?

3. In which position is a client lying on his
side?

4. In which position is a client lying on his
stomach?

5. In which position is a client lying flat on his
back?

6. In which position is a client lying on his left
side with the lower arm behind the back and

Fig. 12-37. This is one type OfOfthOfi.C spi'r'nt. (PHOTOS COURTESY the upper knee ﬂexed and ralsed towal'd the

OF NORTH COAST MEDICAL, INC., WWW.NCMEDICAL.COM, 800-821-9319) Chest>




10.
11.
12.
13.

14,

15.

16.
17.

18.
19.

20.

21.

In which position is a client in a semisitting
position (45 to 60 degrees) with the head and
shoulders elevated?

What is a draw sheet?

What is shearing?

When is logrolling necessary?

How does dangling benefit a client?
Describe how a transfer belt is applied.

If a client has a weaker side, which side
should move first in a transfer?

Before assisting a client into or out of a
wheelchair, what should an HHA do?

List four guidelines for using a mechanical

lift.
Define ambulation.

Describe what an HHA should do if a client
has fallen.

How many feet does a quad cane have?

Which side should an HHA stand near
when a client is using assistive equipment?

List four comfort and safety measures for a
client who is in bed.

List five types of positioning devices that can
make clients more comfortable.
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13

Personal Care Skills

1. Describe the home health aide’s role in
assisting clients with personal care

Personal care is different from other tasks that
HHAs may perform for clients, such as clean-
ing, shopping, or preparing meals. The term
personal refers to tasks that are concerned with
the person’s body, appearance, and hygiene, and
suggests privacy may be important. Hygiene
(HIGH-jeen) is the term used to describe prac-
tices to keep bodies clean and healthy. Bathing
and brushing teeth are two examples. Groom-
ing refers to practices like caring for finger-
nails and hair, shaving, and applying makeup.
Hygiene and grooming activities, as well as
dressing, eating, drinking, transferring, and
elimination, are called activities of daily living
(ADLS).

Some people who are recovering from an illness
or an accident may not have the energy to care
for themselves. They may also need help with
personal care due to any of the following:

A person has along-term;, chronic-condition

. A person is frail because of advanced age
. A person is permanently disabled

« A person is dying

These clients may need assistance with their
personal care, or they may need home health
aides to provide it for them entirely. HHAs may
provide or help with any or all of this personal
care: bathing, perineal (payr-i-NEE-al) care
(care of the genital and anal area), elimination,

mouth care, shampooing and combing the hair,
nail care, shaving, dressing, eating, drinking,
walking, transferring, and changing bed linens.
Each of the required tasks will be specified in
the care plan.

Some clients may never be able to care for them-

~ selves, while other clients will regain strength
- and be able to perform their own personal care.

An important part of a home health aide’s job

' is to help clients be as independent as possible.

This means teaching clients with disabilities
to care for themselves and encouraging other

- clients to perform self-care as soon as they are

able. Promoting independence is an important

. part of care.

- All people have routines for personal care and

activities of daily living. They also have prefer-
ences for how they are done. These routines
remain important even when people are elderly,
sick, or disabled. HHAs should be aware of cli-
ents’ individual preferences concerning their

personal care (Fig. 13-1). Clients may prefer

certain soaps or skin care products. They may

- choose to bathe in the morning or at night. It is
~ important for HHAs to ask clients about their
~ routines and preferences, which is part of pro-

viding person-centered care.

Many people have been doing personal care
tasks for themselves their entire lives. They may
feel uncomfortable about having anyone, espe-

~ cially a person they do not know well, do or help
* them do these tasks. Some clients may not like



to be touched by someone else. It may be stress-
ful for some people to have help with personal
care, and HHAs should be sensitive to this.

Fig. 13-1. Asking a client which outfit she would like to
wear promotes independence and shows respect.

Before beginning any task, the HHA should
explain to the client exactly what she will be
doing. Explaining care to a client is not only a
legal right, but it may also help lessen anxiety.
The HHA should ask if she would like to use
the bathroom or bedpan first. She should also
provide privacy and let the client make as many
decisions as possible about when, where, and
how a procedure will be done. This promotes
independence and is part of providing person-
centered care. During the procedure, if the client
appears tired, the HHA should stop and take a
short break. The client should never be rushed.
After care, the HHA should always ask if the cli-
ent would like anything else.

Personal care provides an opportunity for the
HHA to observe a client’s skin, mental state,
mobility, flexibility, comfort level, and ability

to perform ADLs. For example, as she bathes a
client, the HHA can observe the skin for color,
texture, temperature, and whether it is dry or
moist. Is it pale, yellow, ashen, or flushed? Are
there blotches or a rash? Is there redness around
bony areas? Is the skin dry and flaky?

Personal care offers the chance for the HHA to
talk with clients. Communication is especially
important during personal care. Some clients
will talk about symptoms they are experiencing
during personal care. They may say that they
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have been itching or that their skin feels dry.
They may complain of numbness and tingling in
a certain part of the body. The HHA should keep
a small notepad in a pocket to note exactly how
the client describes these symptoms. These com-
ments should be reported to the supervisor and
documented immediately after the procedure.

During personal care, the HHA can also observe
the client’s mental and emotional state. Is the
client depressed or confused? Can the client con-
centrate on the activity or hold a conversation? Is
the client short of breath? Does the client trem-
ble or shake? Is the client having trouble using
certain muscles or joints? The focus should be
on changes from the client’s normal state. Is
there a change in behavior, level of activity, skin
color, movement, or anything else? HHAs are

in the best position to observe, report, and docu-
ment any small change in clients. No matter
what care task is assigned, performing it is only
half the job.

Noticing and Reporting Change

Licensed nurses once performed much of the care
HHAs are learning to give. Nurses have completed
years of education to notice signs of illnesses and
health problems. Because an HHA will be perform-
ing these care tasks, nurses lose an opportunity to
discover early signs of illness or disease. An HHA's
role is to make certain that small changes in a client
do not go unnoticed. Noticing and reporting change
is one of the most important parts of the job!

After a procedure is completed, the HHA should
check the client’s room. Is it a comfortable
temperature? [s it well ventilated, but free from
drafts? Can the client easily signal for help?
Does the room have adequate lighting? Are there
electrical cords or other objects in the walkways?
Is the room cluttered and/or unsafe?

Communication and Personal Care

An HHA's feelings about providing personal care
can influence how clients communicate with her. If
an HHA is uncomfortable doing certain tasks, her
body language may make this discomfort obvious.
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Clients may not want to communicate changes or
concerns if they think an HHA is uncomfortable or
anxious. Recognizing her own feelings can help the
HHA start to accept them.

Knowing a client's physical condition before visiting
her for the first time may help an HHA feel more
prepared. It is important for the HHA to talk to her
supervisor and discuss any questions or concerns
she has about a client's condition.

Being professional while assisting clients with per-
sonal care tasks may help put them at ease. Ideal
relationships with clients are based on acceptance
and respect, as well as helping them be as indepen-
dent as possible. An HHA can build these kinds of
relationships by doing the following:

« Listening

+ Being empathetic

- Being patient

« Promoting privacy

« Encouraging independence

«  Giving praise for accomplishments

« Involving clients in the care provided

. Giving person-centered care

2. Explain guidelines for assisting with
bathing

Bathing promotes health and well-being. It
removes perspiration, dirt, oil, and dead skin
cells that collect on the skin. It helps to pre-
vent skin irritation and body odor. Bathing can
also be relaxing. The bed bath is an excellent
time for moving arms and legs and increasing
circulation.

Guidelines: Bathing

& Only give a client a tub bath if it is assigned.
Many agencies have rules against helping
clients into the bathtub. These rules are for
the client’s safety, as well as the home health
aide’s. Follow your agency’s policies.

< Many people prefer a daily bath or shower,
but this is not really necessary. The face,
hands, axillae (AK-sil-eye, or underarms),
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and perineum (genital and anal area) should
be washed every day. A complete bath or
shower can be taken every other day or even
less frequently. Older skin produces less per-
spiration and oil. Elderly people whose skin
is dry and fragile should bathe only once or
twice a week. Be gentle with the skin when
bathing older clients.

Before bathing, make sure the room is warm
enough. Remove any loose rugs that do not
have slip-resistant, rubber backings.

Gather supplies before giving a bath. Never
leave an elderly person or young child alone
in the bathtub.

Never use bath oils or gels. They make the
tub slippery and can cause a fall.

Before bathing, make sure the water tempera-
ture is safe and comfortable. Test the water
temperature against the inside of your wrist
to make sure it is not too hot. Then have the
client test the water temperature. The client
is best able to choose a comfortable water
temperature.

Wear gloves while bathing a client and
change your gloves before performing peri-
neal care.

Be familiar with available safety and assistive
devices. Assistive devices, such as a transfer
belt or lift, tub chair, and safety bars, can
make bathing easier and safer. An occupa-
tional therapist may teach you and the client
transfer techniques for getting safely in and
out of the bathtub.

A shower chair (Fig. 13-2) is a sturdy chair
designed to be placed in a bathtub or shower.
It is water- and slip-resistant. If a client is
unable to get into a tub or is too weak to
stand in a shower, the chair or bench enables
him to bathe in the tub rather than in bed.
Safety or grab bars are often installed in

and near the tub and toilet to give the client
something to hold while changing position.
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You will not find the same equipment in each a wheelchair, lock the brakes and remove the
client's home. Become familiar with the tools footrests (Fig. 13-3).

you have to work with. Learn how to use
them before trying to assist the client. Report
any need for equipment or equipment repair
to your supervisor.

y V4 “ \
Fig. 13-3. Lock the wheelchair before beginning to trans-
fer a client.

6. Ask the client to place one leg at a time over

Fig. 13-2. A shower chair must be locked before transfer- the sides of the tub.
1 l' t ] t .t. PHOTO COURTESY OF NOVA MEDICAL PRODUCTS, .

Cf\.gNgvs‘a’f:;M)l” o1 C 7. Have the client hold on to the grab bars or
the edge of the tub to bring himself to a sit-

G Make sure all soap is removed from the skin ting position on the edge of the tub (Fig.

hefore completing the bath. 13-4). A slide board may also be used to help

the client move from the chair to the tub.

m jent transfer to the bathtub

You may have to a.  *his procedure to work

with your clients’ varyin,  “ngth levels.

Equipment: chair, transfer belt, .. ~r robe to wear
under transfer beli, slide board (if ap. ~ "te),

tub or shower chair, bath supplies (as liste. ~ ~oxt
procedure)

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Help the client to the bathroom.

-
s

Fig. 13-4. Have the client hold on to the gru. while

5. Seat the client in a chair facing the bathtub moving him into the tub. Keep your back straighy ..
your knees slightly bent while assisting with the move.

4. Provide privacy for the client.

and centered between the grab bars. If using
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8. Help the client lower himself into the tub or
onto the tub chair (bath bench) while holding M b bath
on to the edge of the tub or grab bars. If nec-
essary, have him wear a transfer belt. If using Equipment: 2 bath towels, washcloth, soap or other
a transfer belt to get in and out of the tub, cleanser, shampoo, rubber bath mat, tub or shower

chair (if appropriate), table for bath supplies and

bell (for clients who bathe without assistance), non-
skid bath rug, deodorant, lotion and other toiletries,

clean clothes or a robe, nonskid shoes or slippers,
tub, place supplies within reach (Fig. 13-5). gloves

Helping the ambulatory client take a shower or

the client will need to wear a shirt or robe
while transferring, so the belt is not placed
directly against his skin. When he is in the

A
~
)
[
P
3]
Y
©
c
[}
w
A
]
o

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Clean the tub or shower if necessary. Place
the rubber mat on the tub or shower floor.
Set up the tub or shower chair. Place the non-
skid bath rug on the floor next to the tub or
shower.

4. Provide privacy for the client.

5. Fill the tub halfway with warm water or adjust
the shower water temperature. Turn on cold

Fig. 13-5. Keep bathing supplies close to the client during water first, then add hot water. This helps re-
the shower or bath. duce the risk of burns. Test the water temper-
ature against the inside of your wrist to see if
9. Reverse this procedure to help the client out it is comfortable. Water temperature should
of the tub when the bath is over. If the client be no higher than 105°F. Have the client test
has trouble getting out of the tub, help him the water temperature to see if it is comfort-
to his hands and knees. From that position, able. Adjust if necessary.

he can use the grab bar or the edge of the

tub to help pull himself up. You can also help 6. Put on gloves.

by putting the transfer belt back on the client 7. Ask the client to undress and assist as
(over a robe). needed. Help client transfer to the tub or
R s hourhand = -~ step-into the-shower——

8. If the care plan allows you to leave the client
to bathe alone, place the bathing supplies on
a small table within the client’s reach. Place
a bell or other signal on the table (Fig. 13-6).

11. Document the procedure and your
observations.

Clients who can get out of bed to take a shower Tell the client to signal when you are needed.
or bath will need different assistance and su- Ask the client not to add more hot or warm
pervision. The care plan will include necessary water and not to remain in the tub more than

instructions. ' 20 minutes. Do not lock the bathroom door.



Check on your client every five minutes. If
the client is weak or confused, remain in the

bathroom. Otherwise, you can make the cli-
ent’s bed while he is in the tub.

L - ‘ il
Fig. 13-6. A bell or other signal provides a way for the cli-
ent to communicate that he needs you.

9. For a shower, stay with the client and assist
with washing hard-to-reach areas. Observe
for signs of fatigue.

10. If the client needs more assistance in the
bath or shower, help him wash himself. Al-
ways wash from clean areas to dirty areas so
you do not spread dirt into areas that have
already been washed. Make sure all soap is
rinsed off so the client’s skin does not be-
come dry or irritated.

11. Assist the client with shampooing hair if nec-
essary (see procedure later in chapter). Make
sure all shampoo is rinsed out of hair.

12. When the bath or shower is finished, help the
client get out of the tub. Wrap him in a towel.
Have the client sit in a chair or on the toilet
seat, and provide him with another towel for
drying himself (Fig. 13-7). Offer assistance in
drying hard-to-reach places. The client may
need help applying deodorant or lotion. If
necessary, help the client get dressed.

13. If your client is tired after the bath or shower,
help him back to bed. Other personal care,
such as mouth care, can be done later or
while the client is in bed.

211

L4

Fig. 13-7. Give the client any needed assistance when
drying herself.

14. Clean the tub and place soiled laundry (tow-
els, washcloths, dirty clothes) in the laundry
hamper.

15. Remove and discard your gloves.
16. Wash your hands.
17. Store supplies.

18. Document the procedure and your observa-
tions. Did you observe any redness or white-
ness on the skin? Was there any broken skin?
How did the client tolerate bathing or show-
ering? Has there been a change in the client’s
abilities since the last bath or shower? Talk
with your supervisor if the client makes a re-
quest that is not included in the care plan.

| Giving a complete bed bath >

Equipment: soft cotton blanket or large towel, bath
basin, soap, 2—4 washcloths, 2—4 towels, clean gown
or clothes, 2 pairs of gloves, lotion, deodorant, brush
or comb, orangewood stick

When bathing, move the client’s body gently and
naturally. Avoid force and overextension of limbs
and joints.

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.
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Provide privacy for the client. Be sure the
room is at a comfortable temperature and
there are no drafts.

If the bed is adjustable, adjust the bed to a
safe level, usually waist high. If the bed is
movable, lock the bed wheels.

Ask client to remove his eyeglasses and
jewelry and put them in a safe place. Offer a
bedpan or urinal for use before the bath (see
procedures later in this chapter).

Place a soft cotton blanket or large towel over
the client, and ask him to hold on to it as you
remove or fold back the top bedding to the
foot of the bed (Fig. 13-8). Remove top cloth-
ing, while keeping the client covered with the
blanket (or top sheet). Place clothing in the
hamper.

Fig. 13-8. Cover the client with a cotton blanket before
removing the top bedding.

7.

10.

Fill the basin with warm water. Test water
temperature against Lhe inside of your wtist.
Water temperature should be no higher than
105°F. Have the client test the water tempera-
ture to see if it is comfortable. Adjust if nec-
essary. The water will cool quickly. During the
bath, change the water when it becomes too
cool, soapy, or dirty.

Put on gloves.

Ask the client to participate in washing. Help
him do this whenever needed.

Uncover only one part of the body at a time.
Place a towel under the body part being
washed.

11.

Wash, rinse, and dry one part of the body at
a time. Start at the head, work down, and
complete the front first. When washing, use a
clean area of the washcloth for each stroke.

Eyes, Face, Ears, and Neck: With a wet wash-
cloth (no soap), begin with the eye farther
away from you. Wash inner to outer area (Fig.
13-9). Use a different area of the washcloth
for each stroke. Wash the face from the mid-
dle outward using firm but gentle strokes.
Wash the ears and behind the ears. Wash the
neck. Rinse and pat dry.

Fig. 13-9. First wash the far eye from the inner to outer
area, using a different area of the washcloth for each
stroke.

Arms and Axillae: Begin with the arm farther
away from you. Remove one arm from under
the towel. With a soapy washcloth, wash

the upper arm and the underarm. Use long
strokes from the shoulder down to the wrist
(Fig. 13-10). Rinse and pat dry. Repeat for the
other arm.

;‘\‘\. _d_@

Fig. 13-10. Support the wrist while washing the shoulder,
arm, underarm, and elbow.

Hands: Wash the far hand, including the fin-
gers and fingernails. Clean under the nails
with an orangewood stick (or a nail brush if



available). Rinse and pat dry. Make sure to

dry between the fingers. Give nail care (see
procedure later in this chapter). Repeat for

the other hand. Put lotion on the client's el-
bows and hands.

Chest: Place the towel across the client’s
chest. Pull the blanket down to the waist.
Lift the towel only enough to wash the
chest, rinse it, and pat dry. Fora female cli-
ent, wash, rinse, and dry breasts and under
breasts. Check the skin in this area for signs
of irritation.

Abdomen: Keep the towel across the chest.
Fold the blanket down so that it still covers
the genital area. Wash the abdomen, rinse,
and pat dry. If the client has an ostomy (AH-
stoh-mee), or opening in the abdomen for
getting rid of body wastes, provide skin care
around the opening. (Chapter 14 includes
more information about ostomies.) Cover
with the towel. Pull the cotton blanket up to
the client’s chin and remove the towel.

Legs and Feet: Expose the far leg and place

a towel under it. Wash the thigh, using long,

downward strokes. Rinse and pat dry. Do the
<ame from the knee to the ankle (Fig. 13-11).

Fig. 13-11. Use long, downward strokes when washing

the legs.

Place another towel under the far foot. Move
the basin to the towel. Place the foot into
the basin. Wash the foot and between the
toes (Fig. 13-12). Rinse the foot and pat dry,
making sure area between toes is dry. Give
nail care (see procedure later in this chapter)
if it has been assigned. Never clip a client’s
toenails. Apply lotion to the foot if ordered,
especially to the heels. Do not apply lotion
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between the toes. Remove excess lotion (if
any) with a towel. Repeat the steps for the

other leg and foot.
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Fig. 13-12. Washing the feet includes cleaning between

the toes.

Back: Help the client to move to the center

of the bed. If the bed has rails, raise the far
rail for safety. Help the client to turn onto his
side, toward the raised side rail. Return to the
working side of the bed. His back should be
facing you. Fold the cotton blanket away from
the back. Place a towel lengthwise next to

the back. Wash the neck and back with long,
downward strokes (Fig. 13-13). Rinse and pat
dry. Apply lotion if ordered.

Fig. 13-13. Wash the back with long, downward strokes.

12. Place the towel under the buttocks and upper
thighs. Help the client turn onto his back. if
the client is able to wash his perineal area,
place a basin of clean, warm water, & wash-
cloth, and a towel within reach. Hand items
to the client as needed. If the client wants
you to leave the room, remove and discard
your gloves. Wash your hands. Leave the bed
rails up (if used). Return bed to its lowest
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13.

14.

Position. Leave a call signal and the supplies
within reach. If the client has a urinary cath-
eter in place, remind him not to pull it.

If the client is unable to provide perineal
care, you will do so. Remove and discard
your gloves. Wash your hands and put on
clean gloves. Provide privacy at all times.

Perineal area and buttocks: Change the bath

water. Place a towel under the perineal area,
including the buttocks. Wash, rinse, and dry
the perineal area, working from front to back

(clean to dirty). Expose the perineal area only,

For a female client: Using water and a smalj
amount of soap, wash the perineum from
front to back, using single strokes (Fig. 13-
14). Do not wash from the back to the front,
as this may cause infection. Use a clean area
of the washcloth or g clean washcloth for
each stroke.

Fig. 13-14. Always work from front to back when per-
Jorming perineal care. This helps prevent infection.

Working from front to back, wipe one side of
the labia majora, the outside folds of perineal
skin that protect the urinary meatus and the
vaginal opening. Then wipe the other side,
using a clean part of the washcloth. With
your thumb and forefinger, gently separate
the labia majora. Wipe from front to back

on one side with a clean washcloth, using

a single stroke. Using a clean area of the
washcloth, wipe from front to back on the
other side. Using another clean ares of the
washcloth, wipe from front to back down the
center. Clean the perineum (area between va-
gina and anus) last with 3 front-to-back mo-
tion. Rinse the area thoroughly in the same

way. Make sure 3| $0ap is removed. Dry en-
tire perineal arega moving from front to back,
using a blotting motion with the towel.

Ask the client to turn on her side. Using a
clean washcloth, wash and rinse buttocks
and anal area. Work from front to back. Clean
the anal area withoyt contaminating the peri-
heal area. With a clean, dry towel or wash-
cloth, dry buttocks and anal area.

For a male client: If the client is uncircum-
cised, pull back the foreskin first. Gently push
skin toward the base of the penis. Hold the
penis by the shaft and wash in a circular mo-
tion from the tip down to the base. Use a
clean area of washcloth or clean washcloth
for each stroke (Fig. 13-15),

« €

Fig. 13-15. Wash the penis in a circular motion Jrom the
tip down to the base (an uncircumcised penis is shown on
the left and a circumcised penis is shown on the right).

15.
16.

Thoroughly rinse the penis and pat dry with
a clean, dry towel or washcloth. If the client
is uncircumcised, gently return foreskin to
normal position. Then wash the scrotum and
groin. The groin is the area from the pubis
(area around the penis and scrotum) to the
upper thighs. Rinse thoroughly and pat dry.
Ask the client to turn on his side. Using a
clean washcloth, wash and rinse buttocks
and anal area. Work from front to back. Clean
the anal area without contaminating the peri-
neal area. With clean, dry towel or wash-
cloth, dry buttocks and anal area.

Cover the client with the cotton blanket.

Place soiled washcloths and towels in the
hamper or laundry basket. Empty dirty bath



water into the toilet. Rinse the basin and dis-
card rinse water in the toilet. Flush the toilet.
Dry the bath basin.

17. Remove and discard your gloves.
18. Wash your hands.

19. If time permits, a bed bath is a good time
to give the client a back rub if he wants one
(Chapter 12 explains how to give a back rub).

20. Provide the client with deodorant. Place a
towel over the pillow and brush or comb the
client’s hair (see procedure later in this chap-
ter). Help the client put on clean clothing and
get into a comfortable position with proper
body alignment. \f you raised an adjustable
bed, return it to its lowest position.

21. If the client uses @ signaling device, place it
within reach. Take the bath supplies away, and
store everything. (If you need to change bed
linens, don clean gloves first. Place used bed
linens in the hamper or laundry basket.)

22. Wash your hands.

23. Document the procedure and your observa-
tions. Did you observe any redness, white-
ness, or purple areas on the skin? Was there
any broken skin® How did the client tolerate
bathing? Did the client tell you about any
symptoms? Has there been a change in the
client’s abilities since the last bath or shower?

Hair care is an important part of cleanliness.
Shampooing the hair removes dirt, bacteria, oils,
and other materials from the hair. Clients who
can get out of bed may have their hair sham-
pooed in the sink, tub, or shower. For clients
who cannot get out of bed, shampoo basins can
be used (Fig. 13-106). The basin fits under the
client’s head and neck and has a spout of hose
that drains the water. An agency should be able
to provide this equipment. A homemade trough
can be constructed by placing a plastic garbage
bag around a rolled towel. There are also special
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types of shampoo that do not require the use of
water (Fig. 13-17). The manufacturer’s instruc
tions should be followed when using these types
of shampoo. Gloves should be worn if a client

~ has open sores on her scalp.

> . et

l=— ,:_' . — =
Fig. 13-16. A shampoo basin can be used to shampoo

hair while the person is in bed (PHOTO COURTESTY OF NORTH COAST
_com, 800-821-9319)

MEDICAL, INC., WWW,NCMEDICAL
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Fig. 13-17. This is one type of shampoo that does not re-

0 COURTESTY OF DOVE, WwWW.DOVE.COM, 212-704-8172)

quire water. (ot

Shampooing hair

Equipment: shampoo, hair conditioner (if re-
quested), 2 bath towels, washcloth, pitcher of
handheld shower or sink attachment, plastic cup,
waterproof pad (for washing hair in bed), cotton
blanket (for washing hair in bed), shampoo basin
(for washing hair in bed), chair (for washing hair in
sink), large garbage bag or plastic sheet (for wash-
ing hair in sink), comb and brush, hair dryer

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.
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Provide Privacy for the client. Be sure the:
room is a comfortable temperature and there
are no drafts.

4. Test water temperature against the inside of
your wrist. Water temperature should be no
higher than 105°F Have the client check the
water temperatyre. Adjust if necessary.

5. Position the client and wet the client’s hair.

a. For washing hair in the sink, seat the client in
a chair covered with 3 garbage bag or plastic
sheet. Use 3 pillow under the plastic to sup-
port the head and neck. Have the client lean
her head back toward the sink. Give the client
a folded washcloth to hold over her forehead
or eyes. Wet hajr using a plastic cup, pitcher,
or a handheld sink attachment (Fig, 13-18),

<

iy 3

Fig. 13-18. Make sure the client'’s head and neck are syp-
ported and her eyes gre covered when washing hair in the

sink,

b. For washing hair in the tub, have the client tilt
her head back. Give the client a folded wash-
cloth to hold over her forehead or eyes. Wet
hair using a plastic cup, pitcher, or handheld
shower attachment_

»
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C. For washing hair in the shower, have the client
turn so her back is toward the showerhead.
Ask the client to tilt her head backward. Di.
rect the flow of water over the hair to wet it.

d. For washing hair in bed, arrange the supplies
within reach on 3 nearby table. Remove all pil-
lows and place the client in 5 flat position, |f

the bed is;djustable, adjust the bed to 5 safe
level, usually waist high. If the bed is mov-
able, lock the bed wheels. Place a waterproof
pad beneath the client’s head and shoulders.
Cover the client with the cotton blanket and
fold back the top sheet and regular blankets,
Place the basin under the client’s head. Place
one towel across the client’s shoulders. Pro.
tect the client’s eyes with a dry washcloth.
Using the pitcher or attachment, pour enough
water on the client’s hair to make it thor-
oughly wet,

6. Apply a small amount of shampoo to your
hands and rub them together. Using both
hands, massage the shampoo into 4 lather
in the client’s hair. With your fingertips (not
fingernails), massage the scalp in a Circular
motion, from front to back (Fig. 13-19). Do
not scratch the scalp.

scratch the scalp.

7. Rinse the hair until the water runs clear. Use
conditioner if the client wants jt. Rinse as dj-
rected on the Container, Be sure to rinse. the
’ha’i'F’fh?)rBDghly to prevent the client's scalp
from getting dry and itchy.

8. Wrap the client’s hair in a clean towel. If
shampooing at the sink, return the client to
an upright position. lfshampooing in the
bath or shower, help the client get out of the
tub or shower. lfshampooing in bed, remove
the basin, Dry the client’s face and neck with
a washcloth or towel.



9. Remove the hair towel and gently rub scalp
and hair with the towel. Comb or brush hair
(see procedure later in the chapter).

10. If client wishes, dry hair with a hair dryer
on the low setting. Style hair as the client
prefers.

11. Wash and store equipment. Put soiled towels
and washcloth in the hamper or laundry bas-
ket. If you raised an adjustable bed, return it
to its lowest position.

12. Wash your hands.

13. Document the procedure and your observa-
tions. How did the client tolerate having her
hair washed? Was the client able to help?
Have the client’s abilities changed since the
last time her hair was washed?

3, Describe guidelines for assisting with
grooming

Grooming affects the way people feel about
themselves and how they appear to others. When
assisting clients with grooming, HHAs should
always let clients do all they can for themselves.
Clients should make as many choices as pos-
sible. Some clients may have particular ways of
grooming themselves. They may have routines.
The HHA should work with the client to estab-
lish a routine that includes everything in the
care plan and also satisfies the client. The super-
visor can address any questions or problems.

Some clients may be embarrassed, depressed, or
anxious because they need help with grooming
tasks that they have performed for themselves
a1l their lives. Being professional and respect-
ful while assisting clients with grooming can
help clients maintain self-respect and promote
person-centered care.

Nail Care

Fingernails can harbor bacteria. It is important
to keep hands and nails clean to help prevent
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infection. Nail care should be given when nails
are dirty or have jagged edges and whenever it
has been assigned. Some agencies do not allow
home health aides to cut a client’s fingernails or
toenails. For some clients, poor circulation can
lead to infection if skin is accidentally cut while
caring for nails. For a client who has compro-
mised circulation due to a disease such as dia-
betes, an infection can lead to a severe wound or
even amputation. If directed to provide nail care,
the HHA should know exactly what care she
needs to provide.

Providing fingernail care >

Equipment: orangewood stick, emery board, small
basin or bowl, soap, 2 washcloths, 2 towels, lotion,
gloves

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. |fclientis in bed and bed is adjustable, ad-
just the bed to a safe level, usually waist high.
If the bed is movable, lock the bed wheels.

5. Remove any rings. If necessary, remove nail
polish with a cotton ball soaked in nail polish
remover.

6. Fill the basin halfway with warm water. Test
water temperature against the inside of your
wrist to ensure it is safe. Water temperature
should be no higher than 105°F. Have the
client check the water temperature. Adjust if
necessary. Place the basin at a comfortable
level for the client.

7. Put on gloves.

8. Soak the client’s hands and nails in the basin
of water. Soak all 10 fingertips for 5 to 10
minutes.

9. Remove hands from the water. Wash hands
with a soapy washcloth. Rinse. Pat hands dry
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with a towel, including between the fingers.
Remove the hand basin.

10. Place the client’s hands on the towel. Gently
clean under each fingernail with the orange-
wood stick (Fig. 13-20).

Fig. 13-20. Be gentle when removing dirt from under the
nails with an orangewood stick.

11. Wipe the orangewood stick on the towel after
cleaning under each nail. Wash the client’s
hands again. With a clean, dry towel or wash-
cloth, dry them thoroughly, especially between
the fingers.

12. Shape fingernails with an emery board or nail
file, moving in one direction only (not back
and forth). File in a curve. Finish with nails
smooth and free of rough edges.

13. Apply lotion from fingertips to wrists. Remove
excess, if any, with a towel or washcloth, Re-
place rings.

14. Discard the water, and rinse and dry the
basin. Place the towels in the laundry hamper
and store supplies. If you raised an adjustable
bed, return it to its lowest position.

15. Remove and discard your gloves.

16. Wash your hands.

17. Document procedure and any observations,

Adding denture tablets to the basin for fingernail
care or foot care may be listed in the client’s care
plan. Denture tablets are sometimes used to help
whiten nails. The HHA should follow the care
plan and his supervisor’s instructions.

Foot Care

Careful foot care is extremely important; it
should be a part of daily care of clients. For
clients with diabetes, which causes poor circula-
tion, a small sore on the foot can grow into a
much larger wound that may take months to
heal or may not heal at all. Tt can result in am-
putation. Long, thickened toenails contribute to
pressure injuries and problems with balance,
which contribute to falls. Falls can lead to hos-
pitalization and further complications. Even if
another person gives a client foot care, the HHA
should still observe the client’s feet for these
signs of problems or illness on a regular basis.

Observing and Reporiing: Foot Care

Report any of the following to your supervisor:
“n Dry, flaking skin
“ Nonintact or broken skin

'+ Discoloration of the feet, such as reddened,
gray, white, or black areas

‘= Blisters

= Bruises

“» Blood or drainage

"= Long, ragged, or thickened toenails
Y= Ingrown nails

“r Swelling

‘= Soft, fragile, or reddened heels

= Differences in temperature of the feet

Providing faot care >

Equipment: basin, bath mat, 2 towels, 2 wash-
cloths, lotion, soap, clean socks, gloves

1. Wash your hands.

Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.



If client is in bed, and the bed is adjustable,
adjust the bed to a safe level, usually waist
high. If the bed is movable, lock the bed

wheels.

Fill the basin halfway with warm water. Test
the water temperature against the inside of
your wrist to ensure it is safe. Water tempera-
ture should be no higher than 105°F. Have
the client check the water temperature. Ad-
just if necessary.

Place the basin on a bath mat or bath towel
on the floor (if the client is sitting in a chair)
or on a towel at the foot of the bed (if the
client is in bed). Make sure the basin is in a
comfortable position for the client. Support
the foot and ankle throughout the procedure.

Put on gloves.

Remove the client’s socks. Completely sub-
merge the client’s feet in water. Soak the feet
for 10 to 20 minutes. Add warm water to the
basin as necessary.

Put soap on a wet washcloth. Remove one
foot from the water. Wash the entire foot, in-
cluding between the toes and around the nail
beds (Fig. 13-21).

Fig. 13-21. While supporting the foot and ankle, wash
the entire foot with a soapy washcloth.

10.

11.

Rinse the entire foot, including between the

toes.

With a clean, dry towel or washcloth, pat the
entire foot dry, including between the toes.

12.
13.

14.

15.

16.
17.

18.

219

Repeat steps 9 through 11 for the other foot.

Put lotion in one hand and warm the lotion
by rubbing your hands together. Massage lo-
tion into entire foot (top and bottom), except
between the toes, removing excess, if any,
with a towel.

Help the client to put on clean socks.

Discard the water, and rinse and dry the
basin. Place the towels in the laundry hamper
and store supplies. If you raised an adjustable
bed, return it to its lowest position.

Remove and discard your gloves.
Wash your hands.

Document procedure and any observations.
Was there any redness, whiteness, or broken
or discolored skin or nails? Were there any
differences in temperature of the feet?

Shaving

The HHA should make sure the client wants her
to shave him or help him shave before begin-

ning. Personal preferences for shaving must be
respected. HHAs must wear gloves when shav-
ing clients due to risk of exposure to blood. Dif-

ferent types of razors include the following:

A safety razor has a sharp blade, which
comes with a special safety casing to help
prevent cuts. This type of razor requires
shaving cream or soap.

A disposable razor requires shaving cream or
soap. The HHA should not attempt to recap
a disposable razor. It is discarded in a biohaz-
ard container for sharps after use.

An electric razor is the safest and easiest type
of razor to use. It does not require soap or
shaving cream. Some clients who take blood
thinners (anticoagulant medication that helps
prevent clots from forming in the blood) may
be told to use an electric razor to avoid nicks
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and cuts. An electric razor should not be
used near water or any water source or when
oxygen is in use.

Shaving a client

Equipment: razor, basin filled halfway with warm

water (if using a safety or disposable razor), shaving
cream or soap (if using a safety or disposable razor),
2 towels, washcloth, mirror, aftershave lotion, gloves

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Place the equipment on a table within reach
of the client if he will shave himself. If the cli-
ent is in bed, raise the head of the bed, use
a backrest, or use pillows to have him in an
upright sitting position. If the bed is adjust-
able, adjust the bed to a safe level, usually
waist high. If the bed is movable, lock the
bed wheels. If the client wears dentures, be
sure they are in place. Place the towel across
the client’s chest, under his chin.

5. Put on gloves.
Shaving using a safety or disposable razor:

6. If using a safety or disposable razor, use a
blade that is sharp. A dull blade can irritate
the skin. Soften the beard with a warm, wet
washcloth on the face for a few minutes be-
fore shaving. Lather the face with shaving
cream or soap and warm water. Warm water
and lather make shaving more comfortable.

7. Hold skin taut. Shave in the direction of hair
growth. Shave the beard in short, downward,
and even strokes on the face and upward
strokes on the neck (Fig. 13-22). Rinse the
blade often in the basin to keep it clean and
wet.

\ -

Fig. 13-22, Holding the skin taut, shave in downward

- strokes on the face and upward strokes on the neck.

8. When you have finished, wash and rinse the
client’s face with a warm, wet washcloth. If
he is able, let him use the washcloth himself.
Use a towel to dry his face. Offer a mirror to
the client.

Shaving using an electric razor:

6. Use a small brush to clean the razor. Do not
use an electric razor near any water source or
when oxygen is in use.

7. Turn on the razor and hold skin taut. Shave
with smooth, even movements (Fig. 13-23).
If using a foil shaver, shave the beard with
a back-and-forth motion in the direction of
beard growth. If using a three-head shaver,
shave beard in a circular motion. Shave the
chin and under the chin.

2.; —4 ST &‘V\Q“W

Fig. 13-23. Shave, or have the client shave, with smooth,
even movements.

8. When you have finished, offer a mirror to the
client.



Final steps:

9. If the client wants aftershave lotion, moisten
your palms with the lotion and pat it onto the
client’s face.

10. Remove the towel. Put the towel and wash-
cloth in the hamper or laundry basket. If you
raised an adjustable bed, return it to its low-
est position.

11. Clean the equipment and store it. Follow
agency policy for a safety razor. For a dispos-
able razor, dispose of it in a biohazard con-
tainer for sharps (if available). For an electric
razor, clean the head of the razor. Remove
whiskers, recap the shaving head, and return
the razor to the case.

12. Remove and discard your gloves. Wash your
hands.

13. Document the procedure and any
observations.

Hair Care

Because hair thins as people age, pieces of hair
can be accidentally pulled out of the head while
combing or brushing it. HHAs must handle cli-
ents’ hair very gently.

Combing or brushing hair

Equipment: comb, brush, towel, mirror, hair care
items requested by the client

Use hair care products that the client prefers for
his or her type of hair.

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Ifthe client is in bed, raise the head of the
bed, use a backrest, or use pillows to have
her in an upright sitting position. If the bed
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is adjustable, adjust the bed to a safe level,
usually waist high. If the bed is movable, lock
the bed wheels. If the client is ambulatory,
provide a chair.

5 Place the towel under the client’s head or
around the shoulders.

6. Remove any hair pins, hair ties, or clips.

7. If the hair is tangled, work on the tangles
first. Remove tangles by dividing hair into
small sections. Hold the lock of hair just
above the tangle so you do not pull at the
scalp, and gently comb or brush through
the tangle. If the client agrees, use a small
amount of detangler or leave-in conditioner.

8. After tangles are removed, brush two-inch
sections of hair at a time (Fig. 13-24).

= I l‘::'l'! i .-:._.
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Fig. 13-24. Gently brush hair after tangles are removed.

9. Neatly style hair in the way the client prefers
(Fig. 13-25). Each client may prefer differ-
ent styles and different hair products. Avoid
childish hairstyles. Offer a mirror to the

client.
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Fig. 13-25. Assist the client in styling her hair as she

prefers.
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10. Remove the towel and shake excess hair in
the wastebasket. Place the soiled towel in the
hamper. Store supplies. Clean hair from the
brush/comb. If you raised an adjustable bed,
return it to its lowest position.

11. Wash your hands.

12. Document the procedure and any
observations.

Pediculosis is the medical term for an infesta-
tion of lice. Lice are tiny parasites that bite into
the skin and suck blood to live and grow. Three
types of lice are head lice, body lice, and crab or
pubic lice. Head lice are usually found on the
scalp. Lice are usually difficult to see. Symptoms
include itching, bite marks on the scalp, skin
sores, and matted, bad-smelling hair and scalp.
Lice eggs may be visible on the hair, behind the
ears, and on the neck. They are small and round
and may be brown or white. Lice droppings

look like a fine black powder. They may be seen
on sheets or pillows. If an HHA notices any of
these symptoms, she should tell her supervisor
immediately. Lice can spread very quickly. Spe-
cial creams, shampoos, lotions, sprays, or special
combs may be used to treat lice, People who have
lice can spread it to others. To help prevent the
spread of lice, a client’s combs, brushes, clothes,
wigs, and hats should not be shared with anyone
else.

Dressing and Undressing

Dressing and undressing clients is an important
part of daily care. When helping with dress-
ing, the HHA should know what limitations

the client has. Clients may have one side of the
body that is weaker than the other side due to
stroke or injury. This side is called the weaker,
affected, or involved side. The HHA should
not refer to the weaker side as the “bad side” or
talk about the “bad” leg or arm. When dressing
clients, the HHA should begin with the weaker
side of the body to reduce the risk of injury. The

CARL =

- weaker arm is placed through a sleeve first (Fig.
13-26). When a leg is weak, it is easier if the cli-
ent sits down to pull the pants over both legs.

Fig. 13-26. When dressing, the HHA should start with

the affected (weaker) side first.

£

As with all care, ask about and follow the clj-
ent’s preferences. This is part of promoting

person-centered care. Person-centered care s
the client’s legal right and your responsibility.

0

Let the client choose clothing for the day.
However, check to see if it is clean, appropri-
ate for the weather, and in good condition.

“  Encourage the client to dress in regular
clothes rather than nightclothes. Wearing reg-
ular daytime clothing encourages more activ-
ity and out-of-bed time. Clothing with elastic
waistbands and clothing that is a larger size
than normal are easier to put on. Be sure the
elastic waistband of underpants, slips, stock-
ings, tights, pants, or skirt fits comfortably at
the waist.

S The client should do as much to dress or
undress himself as possible. It may take lon-
ger, but it helps maintain independence and
regain self-care skills. Ask where your assis-
tance is needed.



G Several types of assistive devices for dress-
ing are available to help clients maintain
independence in dressing themselves (Fig.
13-27). An occu pational therapist may teach
clients to perform ADLs using assistive
equipment.

Fig. 13-27. Special dressing aids promote independence

by helping clients dress themselves. (puoro coustesy oF NoRTH
WWW.NCMEDICAL.COM, 800-821-9319)

COAST MEDICAL, INC.,

¢ Provide privacy. If the client has just had a
bath, cover him with the bath blanket and put
on undergarments first. Never expose more
than what is needed.

G When putting on socks or stockings, roll
or fold them down so they can be slipped
over the toes and foot, then unrolled up into
place. Make certain toes, heels, and seams of
socks or stockings are in the right place.

G For a female client, make sure bra cups fit
over the breasts. A front-fastening bra is
casier for clients to work by themselves. A
bra that fastens in back can be put around
the waist and fastened first. After fastening,
rotate the bra around and move it up, put-
ting arms through the straps last. This can be
done in reverse for undressing.

¢ For clients who have weakness or paralysis
on one side, place the weaker arm or leg
through the garment first, then the stronger

Dressing a client | 2

Equipment: cottohn blanket, clean clothes of client’s
choice, nonskid shoes

When putting on all items, move the client’s body
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arm or leg. When undressing, do the oppo-
site—start with the stronger, or unaffected,

side.

Personal Care Skills

gently and naturally. Avoid force and overexten-

sion of limbs and joints.

1.
2.

Wash your hands.

Explain the procedure to the client, speaking
clearly, slowly, and dircctly. Maintain face-to-
face contact whenever possible.

Provide privacy for the client.

If the client is in bed, raise the head of the
bed, use a backrest, or use pillows to have
her in an upright sitting position. If the bed is
adjustable, adjust the bed to a safe level, usu-
ally waist high. If the bed is movable, lock the
bed wheels.

Ask the client what she would like to wear.
Dress her in the outfit she chooses.

Place a cotton blanket over the client and
ask her to hold onto it as you remove of fold
back the top bedding to the foot of the bed.
Remove the gown or top. Keep the client
covered with the blanket; do not completely
expose the client. Take clothes off the stron-
ger side first when undressing. Then remove
from the weaker side. Place the gown or top
in the hamper or laundry basket. Move the
blanket down to cover the lower body.

Help the client put on the top. If the top goes
over the head, slide the top over the head
first. Then place the weaker arm through the
<leeve before placing the garment on the
stronger arm. Help the client lean forward
and smooth the top down. If the top fastens
in the front, slide your hand through one
sleeve and grasp the client’s hand on the
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weaker side pulling.it through. Help the cli-
ent lean forward and arrange the top across
the back. Pull the second sleeve onto the
stronger side as you did with the first one.
Fasten the top.

8. Remove the cotton blanket and place it in the
hamper or basket. Help the client put on a
skirt or pants. Put the weaker leg through the
skirt or pants first. Then place the stronger
leg through the skirt or pants. Have the client
raise her buttocks or turn her from side to
side to pull the pants over her buttocks up to
the waist. Fasten the pants or skirt if needed
and make sure the clothing is comfortable.

9. Roll one sock over the weaker foot. Make
sure the heel of the sock is over the heel of
the foot. Make sure there are no twists or
wrinkles in the sock after it is on. Repeat for
the other foot.

10. Place the bed at the lowest position. Have
the client sit up on the side of the bed with
his legs hanging over the side (dangle).

11. Starting with the weaker foot, help put on
nonskid footwear. Fasten the shoe securely
and then put on the other shoe and fasten it.

12. Finish with the client dressed appropriately,
Make sure clothing is right-side-out and zip-
Pers and buttons are fastened.

13. Make sure worn clothing is in the hamper
or laundry basket. Keep the bed in its lowest
position.

14. Wash your hands.

~15. Docurment the procedure and any

observations.

4. Identify guidelines for oral care

Oral care, or care of the mouth, teeth, and
gums, is performed at least twice each day to
clean the mouth. Oral care should be done after

* breakfast and after the 13t meal or snack of the
day. It may also be done before a client eats. Ora]
care includes brushing teeth, tongue, and gums;
flossing teeth with denta] floss; caring for lips;
and caring for dentures. Dental floss is 2 spe-
cial kind of string used to clean between teeth.
When providing oral care, the HHA should wear
gloves and follow Standard Precautions. Accy-
rate observing of the client’s mouth by the HHA
s important.

— —_——
Observing and Reporting: Oral Care

% lrritation
% Raised areas
% Coated or swollen tongue

9% Ulcers, such as canker sores or small, pain-
ful, white sores

9% Flaky, white spots
% Dry, cracked, bleeding, or chapped lips

- “& Loose, chipped, broken, or decayed teeth

-~ & Swollen, irritated, bleeding, or whitish gums
%% Breath that smells bad of fruity

& Client reports of mouth pain

Providing oral care >

Equipment: toothbrush, toothpaste, emesis basin,
cup of water, towel or washcloth, lip moisturizer,
gloves

1. Wash your hands.

- 2. Explain the procedure to the client, speaking
, - Welearr—l'yrs'lowly,"a'nd’d'iféftl')flfl\"/l'éintain face-to-

face contact whenever possible.

. 3. Provide privacy for the client.

4. Ifthe client is in bed, raise the head of the

bed, use a backrest, or use pillows to place
him in an upright sitting position. If the bed
is adjustable, adjust the bed to a safe level,
usually waist high. If the bed s movable, lock
the bed wheels.



5. Puton gloves.

6. Place a towel or washcloth across the client’s
chest.

7. Remove any dental bridgework or ask your
client to do so. (A procedure later in this
chapter explains how to remove dentures.)

8. Wet the toothbrush and put a small amount
of toothpaste on it.

9. Clean the entire mouth, including the tongue
and all surfaces of the teeth and the gumline,
using gentle strokes. First brush inner, outer,
and chewing surfaces of the upper teeth,
then do the same with the lower teeth. Use
short strokes. Brush back and forth. Brush
the tongue.

10. Give the client the cup of water to use to
rinse the mouth. Place the emesis basin
under the client’s chin, with the inward curve
under the chin. Have the client spit water
into the basin (Fig. 13-28). Wipe his mouth
and remove the towel.

AN
)
I'ﬁ }

e
4

gt
¢

—

\ iy

’/.i_h“

Fig. 13-28. Rinsing and spitting removes food particles
and toothpaste.

11. Replace any dental bridgework. (A procedure
later in this chapter explains how to reinsert
dentures.) Apply moisturizer to the lips if the
client desires.

12. Rinse the toothbrush and place in the proper
container. Discard the water, and rinse and
dry the basin. Place the towels in the laun-
dry hamper and store supplies. If you raised
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an adjustable bed, return it to its lowest
position.

13. Remove and discard your gloves.
14. Wash your hands.

15. Document the procedure and any observa-
tions. Did you observe any mouth ulcers or
other broken skin? What was the condition
of the mucous membrane? Report any prob-
lems with teeth, mouth, tongue, and lips to
your Supervisor. This includes odor, cracking,
sores, bleeding, and any discoloration.

Oral care must be given frequently to clients
who are unconscious. Even though a person who
is unconscious cannot eat, breathing through
the mouth causes saliva to dry in the mouth. A
lack of fluid intake can also cause the mouth

to become dry. Regular oral care helps keep the

mouth clean and moist.

With unconscious clients, HHAs must use as
Jittle liquid as possible when giving mouth care.
Because the person’s swallowing reflex is weak,
he is at risk for aspiration. Aspiration is the
inhalation of food, fluid, or foreign material
into the lungs. Aspiration can cause pneumo-
nia or death. Turning unconscious clients on
their sides before giving oral care can also help
prevent aspiration. For these clients, only swabs
soaked in tiny amounts of fluid should be used
to clean the mouth.

Providing oral care for the unconscious >

client

Equipment: sponge swabs, tongue depressor, emesis
basin or small bowl, towel, cup of cool water, clean-
ing solution (as ordered in the care plan), lip mois-
turizer, gloves

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible. Even clients
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10.

11.

12.
13.
14.

who are unconscious may be able to hear
you. Always speak to them as you would to
any client.

Provide privacy for the client.

If the bed is adjustable, adjust the bed to a
safe level, usually waist high. If the bed is
movable, lock the bed wheels.

Put on gloves.

Turn the client onto his side. Place a towel
under his cheek and chin. Place emesis basin
or bowl next to the cheek and chin so that
excess fluid flows into the basin.

Hold the mouth open with the tongue de-
pressor. (You can also use gentle pressure on
the chin to open the mouth. Follow agency
policy.)

Dip the sponge swab in the cleaning solu-
tion. Squeeze excess solution to prevent
aspiration. Wipe inner, outer, and chewing
surfaces of the upper and lower teeth, gums,

tongue, and inside surfaces of the mouth. Re.

move debris with the swab. Change the swab
often. Repeat this until the mouth is clean.

Rinse with a clean swab dipped in water.
Squeeze the swab first to remove excess
water.

Remove the towel and basin. Pat lips or face
dry if needed. Apply lip moisturizer.

Discard the water, and rinse and dry the
basin. Dispose of the towel in the laundry
hamper and store supplies. If you raised
an adjustable bed, return it to its lowest
position.

Remove and discard your gloves.
Wash your hands.

Document the procedure and your observa-
tions. Did you observe any mouth ulcers or
other broken skin? What was the condition
of the mucous membrane? Report any prob-

lems with teeth, mouth, tongue, and lips to
your supervisor. This includes odor, cracking,
sores, bleeding, and any discoloration.

Flossing the teeth removes plaque and tartar
buildup around the gumline and between the
teeth. Teeth may be flossed immediately after or
before they are brushed, according to the client’s
preference.

Flossing teeth

Equipment: dental floss, cup of water, emesis basin,

1.
2.

- towel, gloves

Wash your hands.

Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

Provide privacy for the client.

If the client is in bed, raise the head of the
bed, use a backrest, or use pillows to have
him in an upright sitting position. If the bed
is adjustable, adjust the bed to a safe level,
usually waist high. If the bed is movable, lock
the bed wheels.

Put on gloves.

Wrap the ends of the floss securely around
each index finger (Fig. 13-29).

] s

=

Fig. 13-29. Before beginning, wrap floss securely around
each index finger.

—_—



227

7. Starting with the back teeth, place the floss : the laundry hamper and store supplies. If you
between teeth. Move it down the surface of raised an adjustable bed, return it to its low-
the tooth using a gentle sawing motion ; est position.

(Fig. 13-30). :

12. Remove and discard your gloves.
13. Wash your hands.

14. Document procedure and observations. Re-
port any problems with teeth, mouth, tongue,
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and lips to your supervisor. This includes
odor, cracking, sores, bleeding, and any
discoloration.

Floss picks are sometimes used in place of stan-
dard dental floss. A floss pick is a small tool
that is made of plastic and has a curved end that
contains a piece of dental floss (Fig. 13-32). The
HHA should follow his agency’s policies and

Fig. 13-30. Floss teeth gently. Being gentle protects the
gums.

Continue to the gumline. At the gumline,
curve the floss. Slip it gently into the space
between the gum and tooth, then go back up,
scraping that side of the tooth (Fig. 13-31).
Repeat this on the side of the other tooth.

procedures if using a floss pick to floss a client’s
teeth.

Fig. 13-32. This is a type of disposable floss pick.

Dentures are artificial teeth. They are expen-

sive, so they must be handled carefully to avoid
Fig. 13-31. Flgss gently in the space between the gum - breaking or chipping them. If a client’s dentures
and tooth. This removes food and prevents tooth decay. break, she cannot eat. The HHA should notify
his supervisor if a client’s dentures do not fit
properly, are chipped, or are missing.

8. After every two teeth, unwind the floss from
your fingers and move it so you are using a

clean area. Floss all teeth. The HHA must wear gloves when handling

9. Occasionally offer water so that the client can and cleaning dentures. Dentures and denture
rinse debris from the mouth into the basin. brushes should not be placed on contaminated
surfaces. Once dentures are cleaned, they should

10. Offer the client a towel when finished floss- either be returned to the client or stored in den-

ing all teeth. . .
gallte ture solution or in clean, moderate/cool water

11. Discard the floss. Discard the water and rinse (not hot water) so that they do not dry out and
and dry the basin. Dispose of the towel in warp. Dentures may crack if left uncovered.
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Cleaning and storing dentures >

Equipment: denture brush or toothbrush, denture
cleanser or tablet, denture cup for storage, 2 towels,
basin or sink, gauze squares, gloves

1.
2.

10.

Wash your hands.

Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

Provide privacy for the client.
Put on gloves.

Line the sink or a basin with one or two tow-
els and partially fill the sink with water. The
towel and water will prevent the dentures
from breaking if they slip from your hands
and fall into the sink.

Ask the client to remove the dentures and
place them in the denture cup. If the client

is unable to remove them, remove them for
her. Remove the lower denture first. The lower
denture is easier to remove because it floats
on the gumline of the lower jaw. Grasp the
lower denture with a gauze square (for a good
grip) and remove it. Place it in a denture cup
filled with moderate/cool water.

The upper denture is sealed by suction.
Firmly grasp the upper denture with a gauze
square and give a slight downward pull to
break the suction. Turn it at an angle to take
it out of the mouth. Place it in a denture cup
filled with moderate/cool water.

Take the denture cup to the sink or basin.
Rinse the dentures in clean, moderate/cool
running water before brushing them. Do not
use hot water. Hot water may warp or dam-
age dentures.

Apply denture cleanser to the toothbrush.

Brush dentures on all surfaces (Fig. 13-33).
These include the inner, outer, and chewing
surfaces of dentures, as well as the groove

that will touch gum surfaces.

Fig. 13-33. Brush dentures on all surfaces to properly

clean them.

11.

12.

13.

15.

16.
17.
18.

Rinse all surfaces of dentures under clean,
moderate/cool running water. Do not use hot
water.

Rinse the denture cup and lid before placing
clean dentures in the cup.

Your client may prefer to clean the dentures
with a soaking solution. Read the direc-
tions on the bottle and prepare the solution.
Soak the dentures for the amount of time
indicated. Rinse the dentures before placing
them in the denture cup.

. Place dentures in a clean, labeled denture

cup with solution or moderate/cool water.
Dentures should be completely covered with
solution. Place the lid on the cup. To avoid
accidentally throwing dentures away, always
store them in a labeled denture cup when the
client is not wearing them. Some clients will
want to wear their dentures all of the time.
They will only remove them for cleaning. If
the client wants to continue wearing den-
tures, return them to her. Do not place them
in the denture cup.

Rinse the toothbrush and place in the proper
container. Clean, dry, and return the equip-
ment to proper storage. Drain the sink and
put towels in laundry hamper.

Remove and discard your gloves.
Wash your hands.

Document procedure and any observations.




Reinserting dentures

Equipment: denture cup with dentures, denture
cream or adhesive, towel, gloves

Ask if the client needs your assistance in insert-
ing dentures.

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Position client as you would for brushing
teeth (help her into an upright position).

5. Puton gloves.

6. Apply denture cream or adhesive to the den-
tures if needed.

7. Ask the client to open her mouth. Insert the
upper denture into the mouth by turning it at
an angle. Straighten it and press it onto the
upper gumline firmly and evenly (Fig. 13-34).

line firmly and evenly.

8. Insert the lower denture onto the gumline of
the lower jaw and press firmly.

9. Offer the client the towel.

10. Rinse and store the denture cup. Place
the towel in the laundry hamper and store
supplies.

11. Remove and discard your gloves.
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12. Wash your hands.

13. Document the procedure and any
observations.

A dental implant is a metal post, usually tita-
nium, that replaces a tooth or several teeth. The
implant is placed surgically, and fuses with bone
over time, normally within a few months. It
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~ looks like a natural tooth (or teeth) and is very

stable. After dental implant surgery, careful oral
care must be performed to remove food and
keep plaque from forming around the implant.
Brushing and flossing regularly are key, as is
careful observation of the mouth.

5. Explain care guidelines for prosthetic
devices

A prosthesis (pros-THEE-sis) is a device that

replaces a body part that is missing or deformed
because of an accident, injury, illness, or birth
defect. It is used to improve a person’s ability to
function and/or to improve appearance. Exam-
ples of prostheses include the following:

. Artificial limbs, such as artificial hands,
arms, feet, and legs, are made to resemble
the body part that they are replacing (Fig.
13-35). Many advances have been made and
continue to be made in the field of pros-
thetic limbs. Today’s artificial limbs are usu-
ally made of strong and lightweight plastics
and other materials, such as carbon fiber.
Most artificial limbs are attached by belts,
cuffs, or suction. Direct bone attachment is
a newer method of attaching the limb to the
body.

Flg 13-35. A type ofprosthetic ArM. (MOTION CONTROL UTAH ARM.

PHOTO BY KEVIN TWOMEV.)
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An artificial breast is made of a lightweight,
soft, spongy material. It usually fits into a
regular bra or in the pocket of a special bra,
called a mastectomy bra.

A hearing aid is a small device placed in the
ear to amplify sound for persons with hear-
ing loss. Many elderly clients have hearing
aids.

An artificial eye, or ocular prosthetic, re-
places an eye that has been lost to disease or
injury. It is usually made of plastic. It is held
in place by suction. An ocular prosthetic
does not provide vision; it can, however, im-
prove appearance.

Dentures are artificial teeth. They may be
necessary when a tooth or teeth have been
damaged, lost, or must be removed. Many
elderly clients have dentures. Learning Ob-
jective 4 of this chapter contains more infor-
mation on denture care.

Guidelines: Prosthetic Devices

G Because prostheses are specially fitted,

expensive pieces of equipment (some cost
tens of thousands of dollars), only care for
them as assigned. Handle them carefully.
Follow the care plan. Know exactly how to
care for the equipment before you begin. If
you have any questions, call your supervisor.

G Atherapist or nurse will demonstrate applica-

tion of a prosthesis. Follow instructions to
apply and remove the prosthesis. Follow the

-~ —————manufacturer’s care-directions, —— —— ——

G Respect a client’s decision not to wear a pros-

thetic limb. Some clients may find the limb
uncomfortable and only wish to wear it for
special occasions.

G Keep the prosthesis and the skin under it dry

and clean. The socket of the prosthesis must
be cleaned at least daily. Follow the care plan.

ko
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Fig.

If ordered, apply a stump sock before putting
on the prosthesis.

Observe the skin on the stump. Watch for
signs of skin breakdown caused by pressure
and abrasion. Report any redness or open
areas.

Never try to fix a prosthesis. Report any prob-
lems to your supervisor.

Do not show negative feelings about a cli-
ent’s stump during care.

Many different types of hearing aids exist
(Fig. 13-36). Always follow manufacturer’s
directions for cleaning and handling the hear-
ing aid. In general, the hearing aid needs

to be cleaned daily. Wipe it with a special
cleaning solution and a soft cloth. Do not
put the hearing aid in water. Handle it care-
fully; do not drop it. Always keep it in the
same safe place, such as its case, when it

is not being worn. Turn it off when it is not

in use. Remove it before bathing, shower-
ing, or shampooing hair. Some hearing aids
have rechargeable batteries. Some need to be
recharged nightly. Follow instructions in the
care plan. Replace batteries as needed. The
correct size of battery must be used, and it
needs to be firmly in place.

13-36. This is one type of hearing aid.

If instructed to care for an artificial eye,
review the care plan with your supervisor.
Always wash your hands and don gloves
before handling an artificial eye. Provide



privacy for the client. Put on gloves before
beginning care. Artificial eyes are held in
place by suction. Some artificial eyes do not
require frequent removal. Others need daily
removal and cleaning.

G Ifthe artificial eye is removed, wash the eye
with solution and rinse in warm water. Never
clean or soak the eye in rubbing alcohol. It
will crack the plastic and destroy it.

G When the eye is removed, wash the eye
socket with warm water or saline. Use a clean
gauze square to clean it. Clean the eyelid with
a clean cotton ball. Wipe gently from inner
corner (canthus) outward.

G Ifthe artificial eye is to be removed and not
reinserted, line an eye cup or basin with a
soft cloth or a piece of 4x4 gauze. This pre-
vents scratches and damage. Fill with water
or saline solution. Place the eye in the con-
tainer and close the container.

G To reinsert the eye, moisten it and place it
far under the upper eyelid. Pull down on the
lower eyelid and the eye should slide into
place.

6. Explain guidelines for assisting with
elimination

Clients who are unable to get out of bed to use
the toilet may be given a standard bedpan, a
fracture pan, or a urinal. A fracture pan is a
bedpan that is flatter than a regular bedpan. It
is used for clients who cannot assist with rais-
ing their hips onto a regular bedpan (Fig. 13-37).
Women will generally use a bedpan for urina-
tion and bowel movements. Men will generally
use a wrinal for urination and a bedpan for
bowel movements (Fig. 13-38).

The best position for women to have normal
urination is sitting. For men, the best position

is standing. The supine (lying on the back) posi-
tion should be avoided if possible because in this
position a person cannot put pressure on the
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bladder and must work against gravity. The best
position for bowel elimination is squatting and
leaning forward. If the client cannot get out of
bed, the HHA can raise the head of the bed for
bowel elimination. That way the client does not
have to work against gravity.

Fig. 13-37. In the top photo, a standard bedpan is on the
left side, and a fracture pan is on the right. In the bot-
tom photo, a bariatric standard bedpan is in back, and a
bariatric fracture pan is in front. Bariatric bedpans can be
used for people who are overweight or obese. @earrou sioro

© MEDLINE INDUSTRIES, INC 2020)

1

Flg 13-38. A urinal. (PHOTO COURTESY OF NOVA MEDICAL PRODUCTS,

WWW.NOVAJOY.COM}

A client may ask for the bedpan, or the HHA
may need to ask if the client needs it at regular
times listed on the assignment sheet. Because
clients may be embarrassed about needing help
with bodily functions, the HHA should always
be professional and provide as much privacy as
possible when giving assistance.

a0
z
wn
(5]
—
«
o
=
c
o
w
S
[
o



13

Personal Care Skills

232

Assisting a client with use of a bedpan >

Equipment: bedpan, bedpan cover (towel), dispos-
able bed protector, cotton blanket, toilet paper, dis-
posable wipes, 2 towels, supplies for perineal care,
plastic bag, 2 pairs of gloves

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client by closing doors
and shades and using a bath blanket.

4. Ifthe bed is adjustable, adjust the bed to a
safe level, usually waist high. If the bed has
rails, raise the far rail for safety. Before plac-
ing the bedpan, lower the head of the bed. If
the bed is movable, lock the bed wheels.

5. Puton gloves.

6. Warm the outside of the bedpan with warm
water in the bathroom and cover it when you
bring it to the client. If a stool or urine sam-
ple is not needed, place a few sheets of toilet
paper in the bedpan to make cleanup easier.

7. Cover the client with the cotton blanket and
ask him to hold it while you pull down the top
covers underneath. Do not expose more of
client than you have to. Keep the client cov-
ered from the chest down except when plac-
ing or removing the bedpan.

8. Place the bed protector under the client’s
buttocks and hips. To do this, have the client
turn toward the raised side rail. If the client
cannot do this, you must turn him (see Chap-
ter 12). Be surc the client cannot roll off the
bed. Place the bed protector on the empty
side of the bed, on the area where the client
will lie on his back. The side of the protector
nearest the client should be fanfolded (folded
several times into pleats) and tucked under
the client (Fig. 13-39).

Fig. 13-39. Fanfold the protective pad near the client’s

10.

11.

back.

Ask the client to turn onto his back, or turn
him as you did before. Unfold the rest of the
bed protector so it completely covers the area
under and around the client’s buttocks and
hips.

Keeping him covered, ask the client to re-
move his undergarments or help him do so.

Place the bedpan near his hips in the cor-
rect position. A standard bedpan should be
positioned with the wider end aligned with
the client’s buttocks. A fracture pan should be

positioned with the handle toward the foot of
bed.

If client is able, ask him to raise his hips by
pushing with his feet and hands at the count
of three (Fig. 13-40). Slide the bedpan under
his hips.

- Fig. 13-40. On the count of three, slide the bedpan under
 the client’s hips. The wider end of the bedpan should be
aligned with the client’s buttocks.

If the client cannot assist with getting on the
bedpan, keep the bed flat and turn the client
away from you toward the raised side rail.



Fig. 13-41. Placing the bedpan firmly against the client’s

Place the protective pad on the area where
the client will lie on his back. Place the bed-
pan firmly against the client’s buttocks (Fig.
13-41). Holding the bedpan securely, gently
roll the client back onto the bedpan. Keep the

bedpan centered underneath.

S RN —

buttocks, gently roll him back onto the bedpan.

12.

13.

14.

15.

16.

17.

18.

Remove and discard your gloves. Wash your
hands.

Raise the head of the bed. Prop the client
into a semisitting position using pillows. If
the bed has rails, leave them both up. Return
the bed to its lowest position.

Make sure the blanket is still covering the cli-
ent. Place toilet paper, disposable wipes, and
a bell or other way to call you within the cli-
ent’s reach. Ask the client to clean his hands
with a wipe when finished if he is able. Tell
him you will return when called. Leave the
room and close the door.

When called by the client, return and wash
your hands. Put on clean gloves.

Raise the bed to a safe level, and lower the
head of the bed. Make sure the client is still
covered. Lower the side rail (if present) on
the near/working side.

Remove the bedpan carefully and cover it
with a towel.

Give perineal care if help is needed (see
procedure earlier in the chapter). Wipe from
front to back. Dry the perineal area with a
towel. Remove bed protector and place it in
the plastic bag. Help the client put on un-

19.

20.

21.

22.

23.
24,

25.
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dergarment. Cover the client and remove the
cotton blanket.

Place the toilet paper and disposable wipes
in the plastic bag and discard the bag. Place
the cotton blanket and towel in a hamper.

If you raised an adjustable bed, return it to its
lowest position. Leave side rails in ordered
position.

Take the bedpan to the bathroom. Note color,
odor, and consistency of contents. Empty

the contents carefully into the toilet unless

a specimen is needed or urine is being mea-
sured for intake/output monitoring (Chapter
14). If you notice anything unusual about the
stool or urine (for example, the presence of
blood), do not discard it. You will need to no-
tify your supervisor.

Turn the faucet on with a paper towel. Rinse
the bedpan with cold water first and empty it
into the toilet. Flush the toilet. Then clean the
bedpan with hot, soapy water and store.

Remove and discard your gloves.
Wash your hands.

Document the time of the elimination, the
contents, and any observations.

Assisting a male client with a urinal

Equipment: urinal, disposable bed protector, dispos-
able wipes, plastic bag, 2 pairs of gloves

1.
2.

Wash your hands.

Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

Provide privacy for the client by closing doors
and shades and keeping client covered.

If the bed is adjustable, adjust the bed to a

safe level, usually waist high. If the bed has

rails, raise the far rail for safety. If the bed is
movable, lock the bed wheels.

13
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5. Put on-gloves.

6. Warm the outside of the urinal with warm
water in the bathroom.

7. Place the bed protector under the client’s but-
tocks and hips, as in earlier procedure,

8. Hand the urinal to the client. If the client is
not able to do this himself, place the urinal
between his legs and position the penis in-
side the urinal (Fig. 13-42). Replace covers.

Fig. 13-42. Position the penis inside the urinal if the cfi-
ent cannot do it himself,

9. Remove and discard your gloves. Wash your
hands.

10. Raise the head of the bed. I the bed has
rails, leave them both up. Return the bed to
its lowest position. Place disposable wipes
and a bell or other way to call you within
the client's reach. Ask the client to clean his
hands with a wipe when finished if he is able.
Tell him you will return when called. Leave
the room and close the door.

1. When called by the client, return and wash
your hands. Put on clean gloves.

12. Raise the bed to a safe level. Lower the side
rail (if present) on the near/working side. Re-
move bed protector and-place-it in-the-plastic
bag. Put the disposable wipes in the plastic
bag and discard the bag.

13. Remove the urinal or have him hand it to
you. Take the urinal to the bathroom. Note
color, odor, and qualities (for example,
cloudiness) of contents before flushing.
Empty contents into toilet unless a specimen
is needed or urine is being measured for in-
take/output monitoring (Chapter 14).

14. Turn the faucet on with a paper towel. Rinse
the urinal with cold water and empty it into
the toilet. Flush the toilet. Store the urinal.

15. Remove and discard your gloves.
16. Wash your hands.

17. Return the bed to its lowest position. Leave
side rails in ordered position.

18. Document the time, the amount of urine (if
monitoring intake and output), and any other
observations.

Some clients are able to get out of bed but may
still need help walking to the bathroom and
using the toilet. Others who are abje to get out of
bed but cannot walk to the bathroom may use a
portable commode (also called a bedside commode
[BSC]). A portable commode is 3 chair with a
toilet seat and a removable container underneath
(Fig. 13-43). The removable container must be
cleaned after each use. Toilets can be fitted with
raised seats to make it easier for clients to get up
and down.

Fig. 13-43. The top photo shows g regular portable com-
mode. The bottom photo shows g bariatric portable

commode (used for people who are overweight or obese).
(PHOTOS COURTESY OF NOvA MEDICAL PRODUCTS, WW\V.NOVA]OXCOM)



Handrails can also be installed next to the toilet
(Fig. 13-44). The HHA should report if these

assistive devices are needed but are not present.
The HHA should offer to help clients get to the
bathroom or commode regularly. This can avoid

accidents and embarrassment.

. 5 -1
% -
Fig. 13-44. Handrails can be installed next to toilets to

promote safety. The HHA should report if these assistive
devices are needed.

Helping a client use a portable commode or

toilet

Equipment: portable commode with basin, toilet
paper, disposable wipes, towel, supplies for perineal
care, plastic bag, 3 pairs of gloves

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client by closing doors
and shades and using a bath blanket.

4. Lock the commode wheels. If the bed is
movable, adjust the bed to its lowest posi-
tion. Lock the bed wheels. Make sure client
is wearing nonskid shoes and that the laces
are tied. Help the client out of bed and to the
portable commode or bathroom.

5. Puton gloves.

6. If needed, help the client remove clothing
and sit comfortably on the toilet seat. Put
toilet paper and wipes within reach. Ask the
client to clean his hands with a wipe when
finished if he is able.
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7. Remove and discard your gloves. Wash your
hands.

8. Provide privacy. Give the client a bell or an-
other way to call you. Leave the room and
close the door, but do not lock it. Do not go
too far away in case you are needed soon.

9. When called by the client, return and wash
your hands. Put on clean gloves. Provide
perineal care if help is needed. Remember
to wipe from front to back. Dry the perineal
area with a towel. Help the client put on un-
dergarment. Put disposable wipes in a plastic
bag and discard the bag. Place the towel in a
hamper.

10. Remove and discard your gloves. Wash your
hands.

11. Help the client back to bed.
12. Put on clean gloves.

13. When using a portable commode, remove
waste container. Note color, odor, and con-
sistency of contents. Empty it into the toilet
unless a specimen is needed or the client’s
urine is being measured for intake/output
monitoring (Chapter 14).

14. Turn the faucet on with a paper towel. Rinse
the container with cold water first and empty
it into the toilet. Flush the toilet. Then clean
the container with hot, soapy water and put it
back in its place.

15. Remove gloves and discard.
16. Wash your hands.

17. Document the procedure and any
observations.

7. Describe how to dispose of body
wastes

Urine and feces are considered infectious
wastes. Home health aides must always wear
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gloves when handling bedpans, urinals, or ba-
sins that contain wastes, including dirty bath
water. HHAs should be careful not to spill or
splash wastes, and wastes should be discarded
in the toilet. Containers used for elimination
should cleaned and stored immediately after
use. Then the HHA should remove and discard
her gloves and wash her hands. A clean pair of
gloves should be donned if she is not finished
with client care.

Washcloths used to wash perineal areas must be
washed in hot water. Washing them separately

is safest. The HHA should always wear gloves
when handling these washcloths. Disposable
wipes may or may not be flushable; the instruc-
tions on the package should include this infor-
mation. If they are not flushable, they should be
disposed in a waste container lined with a plastic
bag. To prevent odors, the HHA should remove
and replace the plastic bag frequently.

Chapter Review

1. List five reasons that a client may need help
with personal care.

2. Give two examples of how to promote dig-
nity and independence while giving personal
care.

3. What are five observations about a client that
an HHA can make during personal care?

4. Why is it unnecessary for older clients to
have a complete bath or shower every day?

5. Why should clients, as well as HHAs, test
~ the water temperature before bathing?

6. Why should an HHA wipe from front to
back when giving perineal care?

7. Explain why HHAs must be especially care-
ful while giving nail care to clients who have
diabetes.

8. Why should an HHA wear gloves while
shaving clients?

10,
|11
12,
13.

i 14.
15.

16.
- 17.

18

. 19,

If a client has an affected side due to a stroke
or an injury, how should the HHA refer to
that side?

When dressing a client with a weak side,
which arm is usually placed through the
sleeve first—the weaker or stronger arm?

What does oral care consist of?

How can HHAs help prevent aspiration dur-
ing oral care of unconscious clients?

Why should hot water not be used on
dentures?

What is a prosthesis?

Why is it important to care for prostheses
carefully?

In general, how should a hearing aid be
cleaned?

Why should alcohol not be used on artificial
eyes?

How should a standard bedpan be po-
sitioned? How should a fracture pan be
positioned?

Where should body wastes, such as urine
and feces, be discarded?
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1. Explain the importance of monitoring
vital signs

Home health aides monitor, document, and re-
port clients’ vital signs. Vital signs are impor-
tant. They show how well the vital organs of the
body, such as the heart and lungs, are working.
They consist of the following:

. Measuring the body temperature
. Counting the pulse rate
. Counting the rate of respirations

. Measuring the blood pressure

Watching for changes in vital signs is very im-
portant. Changes can indicate a client’s condition
is worsening. An HHA <hould always notify the
supetvisor in these situations:

. The client has a fever (temperature is above
average for the client or outside the normal
range)

. The client has a respiratory Of pulse rate that
is too rapid or to0 slow

. The client’s blood pressure changes

. The client’s pain is worse Ot is not relieved
by pain management

Ranges for Adult Vital Signs

Temp. Site Fahrenheit Celsius
Mouth (oral) 97.6°-99.6° 36.4°-37.6°
Rectum (rectal) 98.6°~100.6° 37.0°-38.1°
Armpit (axillary) ~ 96.6°-98.6° 35.9°-37.0°

96.6°~99.7°
97.2°-100.1°

35.9°-37.6°
36.2°-37.8°

Ear (tympanic)

Temporal Artery
(forehead)

Normal Pulse Rate: 60-1 00 beats per minute
Normal Respiratory Rate: 12-20 respirations per
minute

Blood Pressure

Normal Systolic  90-1 19 mm Hg and
Diastolic 60-79 mm Hg

Low Systolic  Below 90 mm Hg or

(hypotensive) Diastolic Below 60 mm Hg

Elevated Systolic  120-1 29 mm Hg and
Diastolic Less than 80 mm Hg

Stage 1 Systolic 130-139 mm Hgor

hypertension Diastolic 80-89 mm Hg

Systolic At or over 140 mm Hg or
Diastolic At or over 90 mm Hg

Stage 2
hypertension

Hypertensive Systolic  Over 180 mm Hg and/or
crisis Diastolic Over 120 mm Hg
Temperature

Body temperature is normally very close to
98.6°F (Fahrenheit) or 37°C (Celsius). Body tem-
perature reflects a balance between the heat
created by the body and the heat lost to the envi-
ronment. Many factors affect body temperature:
age, illness, stress, environment, exercise, and
the circadian rhythm can all cause changes in
body temperature. The circadian rhythm is the
24-hour day-night cycle. Average temperature
readings change throughout the day. People

tend to have lower temperatutes in the morning.
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Increases in body temperature may indicate an
infection or disease.

There are different siteg for measuring the
body’s temperature: the mouth (oral), the rectum
(rectal), the armpit (axillary), the ear (tympanic),
and the temporal artery (the artery just under
the skin of the forehead). The different sites re-
quire different thermometers, Common types of
thermometers include the following:

+  Digital

+  Electronic

*  Tympanic

+  Temporal artery
*  Mercury-free

A digital thermometer can be used to measure
an oral, rectal, or axillary temperature, This
thermometer displays the results digitally in 2
to 60 seconds (Fig. 14-1). The thermometer wil]
beep or flash when the temperature has regis-
tered. A digital thermometer is battery-operated
and requires battery replacement periodically.
This thermometer Mmay require a disposable
Plastic sheath to cover the probe to help prevent
infection. The sheath ig used once and is then
discarded.

Fig. 14-1. A digital thermometer,

An electronic thermometer cap pe used to
measure an oral, rectal, or axillary tempera-
ture (Fig. 14-2). This thermometer registers the
temperature digitally in 2 to 60 seconds. The
thermometer flashes of makes a sound when
the temperature is displayed. An electronic ther-
mometer is battery operated and Is stored in a
wall unit for recharging when it is not in use.

A probe cover ig applied before use and is only
used once before being discarded.

\-.
i

Fig. 14-2, An e/ectronic thermometer. (PHOTO courTESY oF WELCH
ALLYN, WWWWELCHALLYN.COM, 800-535-6663)

A tympanic thermometer is used to measure the
temperature reading in the egr (Fig. 14-3). This
thermometer registers the temperature in sec-
onds. However, this thermometer may require
Imore practice to be able to use it accurately,

7
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Fig. 14.3, A tympanic thermometer

A temporal artery thermometer determines the
temperature reading by measuring the heat
from the skin over the temporal artery, the ar-
tery under the skin of the forehead. This is done
by a gentle stroke or Scan across the forehead,
and the reading is registered in about three sec-
onds (Fig, 14-4). A temporal artery thermometer
is noninvasive, which means that it does not
need to be inserted into the body.

Fig. 14-4. A temporal artery thermometer. puoro courresy of

EXERGEN CORPORATION, WWW.EXERCEN.COM, 800—422-3006)



A mercury-free thermometer can be used to
measure an oral, rectal, or axillary temperature.
Thermometers are usually color-coded to distin-
guish between an oral thermometer and a rectal
thermometer. Oral thermometers are usually
green or blue. Rectal thermometers are usually
red (Fig. 14-5).

Fig. 14-5. A mercury-free oral thermometer and a mer-
cury-free rectal thermometer. Oral thermometers are usu-
ally green or blue; rectal thermometers are usually red.

{PHOTOS COURTESY OF RG MEDICAL DIAGNOSTICS OF WIXOM, MI, RGMD COM)

Numbers on the thermometer allow the tem-
perature to be read after it registers. Most ther-
momieters show the temperature in degrees
Fahrenheit (F). Each long line represents one
degree and each short line represents two-tenths
of a degree. Some thermometers show the tem-
perature in degrees Celsius (C), with the long
lines representing one degree and the short lines
representing one-tenth of a degree. Small arrows
or highlighted numbers show the normal tem-
perature: 98.6°F and 37°C (Fig. 14-6).

246897246238
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Fig. 14-6. This shows a normal temperature reading:
98.6°F and 37°C.
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Mercury Glass Thermometers

Using mercury glass or glass bulb thermometers to
measure oral, rectal, or axi|Iafy-j,1';er|'_'i'pe';_'r'_a_ig,ltes'is no
longer common because mercury is a dangerous,
toxic substance. Many states have "p'ias'sf_'_d laws ban-
ning the sale of mercury thermometers.

Mercury glass thermometers may still be used in
the home, however, so it is beneficial to know a little
bit about them. Mercury glass thermometers have

a stem and a bulb. The stem has a column for the
mercury to go up and down; the bulb stores the
mercury. The bulb is available in either a long, slim
shape or a blunt, rounded shape. Mercury is silver in
color. If a thermometer's bulb is any color other than
silver, it is not a mercury thermometer.

It is very important that a thermometer that has the
long, slim bulb never be used to take a rectal or axil-
lary temperature. This is because the slender bulb
could break in the client’s rectum or armpit, causing
injuries and exposing the client to mercury. Ther-
mometers with long, slim bulbs should only be used
to take oral temperatures.

Thermometers with blunt, rounded bulbs can be
used to take rectal and axillary temperatures. The
blunt bulbs can also be used for oral temperatures.
However, a thermometer with a blunt bulb that has
been used to take a rectal ‘temperature should never
be used to take an oral temperature.

To clean a mercury glass thermometer, the HHA can
wipe it with alcohol wipes from clean to dirty (stem
to bulb). Hot water should never be used on a mer-
cury thermometer, because hot water can heat the
mercury and break the thermometer.

If a mercury glass thermometer must be used, the
HHA should use it carefully. If the thermometer
breaks, the HHA must never touch the mercury or
broken glass. There are specific procedures that
must be followed to dispose of mercury safely. The
HHA should know her agency's policies and proce-
dures regarding the safe disposal of mercury. |f a cli-
ent still uses a mercury glass thermometer, the HHA
should check with the supervisor about replacing it.

There is a range of normal temperatures. Some
people’s temperatures normally run low. Oth-
ers in good health will run slightly higher tem-
peratures. Normal temperature readings also
vary according to the method used to take the
temperature, A rectal temperature is considered
to be the most accurate. However, measuring a
rectal temperature on an uncooperative person,
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such as a client with dementia, can be danger-
ous. An axillary temperature is considered the
least accurate,

A home health aide should not measure an oral
temperature on a person who:

+ Isunconscious

*  Has recently had facial or ora] surgery
* Isyounger than 5 years old

* Is confused or disoriented

* Is heavily sedated

»  Islikely to have a seizure

* Is coughing

* Is using oxygen

*  Has facial paralysis

*  Has a nasogastric tube (a feeding tube that is
inserted through the nose and goes into the
stomach)

* Has sores, redness, swelling, or pain in the
mouth

* Has an injury to the face or neck

Measuring and recording an oral temperature

Equipment: clean digital, electronic, or mercury-free
thermometer, gloves, disposable sheath /cover for
thermometer, tissues, pen and paper

Do not take an oral temperature if the client has
smoked, eaten food or drunk fluids, chewed
gum, or exercised in the last 10 to 20 minutes.

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.
4. Puton gloves.

>. Digital thermometer: Put on the disposable
sheath. Turn on the thermometer and wait
until the ready sign appears.

Electronic thermometer: Remove the probe
from the base unit. Put on the probe cover.

Mercury-free thermometer: Hold the ther-
mometer by the stem. Before inserting it in
the client’s mouth, shake the thermometer
down to below the lowest number (at least
below 96°F or 35°C). To shake the thermom-
eter down, hold it at the end opposite the
bulb with the thumb and two fingers. With a
snapping motion of the wrist, shake the ther-
mometer (Fig. 14-7). Stand away from furni-
ture and walls while doing so.

Fig. 14-7. Shake thermometer down to below the lowest
number before inserting it into a client’s mouth.

6. Digital thermometer: Insert the end of the
thermometer into the client's mouth, under
the tongue and to one side.

Electronic thermometer: Insert the end of the
thermometer into the client’s mouth, under
the tongue and to one side.

Mercury-free thermometer: Put on a dispos-
able sheath if available. Insert the bulb end
of the thermometer into the client’s mouth,
under the tongue and to one side.

7. For all thermometers: Tell the client to hold
the thermometer in her mouth with her lips
closed (Fig. 14-8). Assist as necessary. The
client should breathe through her nose. Ask
the client not to bite down or talk.



Fig. 14-8. While the thermometer is in the client’s mouth,
she should keep her lips closed.

Digital thermometer: Hold in place until the
thermometer blinks or beeps.

Electronic thermometer: Hold in place until
you hear a tone or see a flashing or steady
light.

Mercury-free thermometer: Hold in place for
at least three minutes.

8. Digital thermometer: Remove the thermom-
eter. Read the temperature on the display
screen. Remember the temperature reading.

Electronic thermometer: Read the tempera-
ture on the display screen. Remember the
temperature reading. Remove the probe.

Mercury-free thermometer: Remove the ther-
mometer. Wipe it with a tissue from stem to
bulb or remove the sheath. Discard the tissue
or sheath. Hold the thermometer at eye level.
Rotate until the line appears, rolling the ther-
mometer between your thumb and forefinger.
Read the temperature. Remember the tem-
perature reading.

9. Digital thermometer: Using a tissue, remove
and discard the sheath. Replace the ther-
mometer in the case.

Electronic thermometer: Press the eject but-
ton to discard the cover. Return the probe to
the holder.

241

Mercury-free thermometer: Clean the ther-
mometer according to policy. Rinse with
clean water and dry. Return it to the case.

10. Remove and discard your gloves.
11. Wash your hands.

12. Immediately record the temperature, date,
time, and method used (oral).

Rectal temperatures may be necessary for cli-
ents who are unconscious, have missing teeth
or dentures that do not fit properly, or have dif-
ficulty breathing through the nose. Rectal ther-
mometers should be lubricated and inserted 1/2
to 1 inch for adults. The home health aide must
always explain what she will do before starting
this procedure. The HHA needs the client’s
cooperation to take a rectal temperature. She
should ask the client to hold still and reassure
him that the procedure will only take a few min-
utes. It is important to hold onto the thermom-
eter at all times while the thermometer is in the
rectum.

Measuring and recording a rectal temperature

Equipment: clean digital, electronic, or mercury-free
rectal thermometer, lubricant, gloves, tissue, dispos-
able sheath /cover, pen and paper

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible. Remind the
client that the procedure will take only a few
minutes.

3. Provide privacy for the client.

4. Ifthe bed is adjustable, adjust the bed to a
safe working level, usually waist high. If the
bed is movable, lock the bed wheels.

5. Assist the client to a left-lying (Sims’) posi-
tion (Fig. 14-9). An infant can be placed on

4]
=
%]
)
—
©
8]
<
s
I
v
T
(]
—
o]
)



]
=
wn
v
—
[3+]
O
<
=
(4]
1}
i
o
—
(o]
(&)

242

his back or stomach for measuring rectal
temperature.

Fig. 14-9. The client must be in the lefi-lying (Sims’)
position.

6. Fold back the linens to expose only the rectal
area.

7. Puton gloves.

8. Digital thermometer: Put on the disposable
sheath. Turn on the thermometer and wait
until the ready sign appears.

Electronic thermometer: Remove the probe
from the base unit. Put on the probe cover.

Mercury-free thermometer: Hold the ther-
mometer by the stem. Shake the thermom-
eter down to below the lowest number. Put
on the disposable sheath.

9. Apply a small amount of lubricant to tip of
the bulb or probe cover.

10. Separate the buttocks. Gently insert ther-
mometer into rectum 1/2 to 1 inch. Stop if
you meet resistance. Do not force the ther-

mometer into the rectum (Fig. 14-10).

Fig. 14-10. Gently insert a lubricated rectal thermometer

1/2to 1 inch into the rectum. Do not force it into the
rectum.

N

11. Replace the sheet over the buttocks while
holding on to the thermometer at all times.

12. Digital thermometer: Hold in place until the
thermometer blinks or beeps.

Electronic thermometer: Hold in place until
you hear a tone or see a flashing or steady
light.

Mercury-free thermometer: Hold in place for
at least three minutes.

13. Gently remove the thermometer. Wipe it with
a tissue from stem to bulb or remove the
sheath. Discard the tissue or sheath.

14. Read the thermometer at eye level as you
would for an oral temperature. Remember
the temperature reading.

15. Digital thermometer: Clean the thermometer
according to policy and replace it in the case.

Electronic thermometer: Press the eject but-
ton to discard the cover. Return the probe to
the holder.

Mercury-free thermometer: Clean the ther-
mometer according to policy. Rinse with
clean water and dry. Return it to the case.

16. Remove and discard your gloves.
17. Wash your hands.

18. Assist the client to a safe and comfortable
position. If you raised an adjustable bed, re-
turn it to its lowest position.

19. Immediately record the temperature, date,
time, and method used (rectal).

Tympanic thermometers can be used to take a
fast temperature reading. The HHA should tell
the client that she will be taking his temperature
by placing a thermometer in the ear canal. She
should reassure the client that the procedure is
painless. The short tip of the thermometer will
only go into the ear 1/4 to 1/2 inch.



Measuring and recording a tympanic

temperature

Equipment: tympanic thermometer, gloves, dispos-
able probe sheath /cover (if used), pen and paper

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.
4. Puton gloves.

5. Put a disposable sheath over the earpiece of
the thermometer.

6. Position the client’s head so that the ear is
in front of you. Straighten the ear canal by
gently pulling up and back on the outside
edge of the ear for an adult (Fig. 14-11). Pull
straight back for infants and children. Insert
the covered probe into the ear canal and

press the button.

Fig. 14-11. Straighten the ear canal by gently pulling up
and back on the outside edge of the ear.

7. Hold the thermometer in place until the ther-
mometer blinks or beeps.

8. Read temperature. Remember the tempera-
ture reading.

9. Discard the sheath. Return the thermometer
to storage or to the battery charger if ther-
mometer is rechargeable.

10. Remove and discard your gloves.

11. Wash your hands.
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12. Immediately record the temperature, date,
time, and method used (tympanic).

Axillary temperatures are not as accurate as tem-

peratures measured at other sites. However, they
can be safer if a client is confused, disoriented,
uncooperative, or has dementia. The axillary
area must be clean and dry before measuring
the temperature.

Measuring and recording an axillary

temperature

Equipment: clean digital, electronic, or mercury-free
thermometer, gloves, tissues, disposable sheath/
cover, pen and paper

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. |f the bed is adjustable, adjust the bed to a
safe working level, usually waist high. If the
bed is movable, lock the bed wheels.

5. Put on gloves.

6. Remove the client’s arm from the sleeve of
the gown or top to allow skin contact with
the end of the thermometer. Wipe the axil-
lary area with tissues before placing the
thermometer.

=

Digital thermometer: Put on the disposable
sheath. Turn on the thermometer and wait
until the ready sign appears.

Electronic thermometer: Remove the probe
from the base unit. Put on the probe cover.

Mercury-free thermometer: Hold the ther-
mometer by the stem. Shake the thermom-
eter down to below the lowest number. Put
on the disposable sheath.
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Position the thermometer (bulb end for mer-

cury-free) in the center of the armpit. Fold the

client's arm over his chest,

Digital thermometer: Hold in place until the
thermometer blinks or beeps.

11.

Digital thermometer-: Using a tissue, remove
and discard the sheath. Replace the ther-
mometer in the case.

Electronic thermometer: Press the eject but-
ton to discard the cover. Return the probe to

the holder.
Electronic thermometer: Hold in place until

you hear a tone or see a flashing or steady Mercury-free thermometer: Clean the ther-
light. mometer according to policy. Rinse with

clean water and dry. Return it to the case.
Mercury-free thermometer: Hold in place,

with the arm close against the side, for 8 to
10 minutes (Fig. 14-12).

r e 13. Remove and discard your gloves.

Tﬁ’ ‘ 14. Wash your hands.

12. If you raised an adjustable bed, return it to its
lowest position.

15. Immediately record the temperature, date,
time, and method used (axillary).

Pulse

- The pulse is the number of heartbeats per min-
ute. The beat that is felt at certain pulse points
in the body represents the wave of blood moving
through an artery as a result of the heart pump-
ing. The most common site for monitoring the
pulse rate is on the inside of the wrist, where
the radial artery runs just beneath the skin.

' This is called the radial pulse. The procedure
for counting this pulse rate is located later in
this chapter. The brachial pulse is the pulse
inside the elbow, about 1 to 1 1 /2 inches above
the elbow. The radial and brachial pulses are
involved in measuring blood pressure, which is

- explained later in this chapter. Common pulse

- —sites-are shown in Figure 14-13.

Fig. 14-12. After inserting the thermometer, fold the cli-
ent’s arm over his chest and hold it in place for 8 to 10
minutes.

10. Digital thermometer: Remove the thermom-
eter. Read the temperature on the display
screen. Remember the temperature reading.

Electronic thermometer: Read the tempera-
ture on the display screen. Remember the
temperature reading. Remove the probe.

For adults, the normal pulse rate is 60 to 100
beats per minute. Small children have more
rapid pulses, in the range of 100 to 120 beats per
minute. A newborn baby’s pulse may be as high
as 120 to 140 beats per minute. Many things can
affect pulse rate, including exercise, fear, anger,
anxiety, heat, infection, illness, medications, and
pain. A high or low rate does not necessarily
indicate disease. However, sometimes the pulse

Mercury-free thermometer: Remove the ther-
mometer. Wipe it with a tissue from stem to
bulb or remove the sheath. Discard the tis-
sue or sheath. Read the thermometer at eye
level as you would for an oral temperature.
Remember the temperature reading.
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rate can signal that illness exists. For example, a The apical pulse is on the left side of the chest,
rapid pulse may result from fever, infection, or . just below the nipple. For adult clients, the api-
heart failure. A slow or weak pulse may indicate : cal pulse may be checked when the person has
infection. heart disease or takes medication that affects the

heart. It may also be taken on clients who have a

Temporal pulse ) .
weak radial pulse or an irregular pulse.

]

a__?_\_,_-Carotld pulse

(/ )\ Apical pulse Counting and recording apical pulse
RS

BraCh'a| pulse Equipment: stethoscope, watch with second hand,
alcohol wipes, pen and paper

! | \ Radial pulse
. j - 1. Wash your hands.

2. Explain the procedure to the client, speaking
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clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

1 --IJ

\ :__'__I?/Popliteal PUsE 3. Provide privacy for the client.

Posterior tibial pulse

4. Before using the stethoscope, wipe the dia-

Pedal pulse phragm and earpieces with alcohol wipes.
" —— (Dorsalis pedis pulse)

. Fitth i f I
Fig. 14-13. Common pulse sites. 5. Fit the earpieces of the stethoscope snugly

in your ears. Place the flat metal diaphragm
on the left side of the chest, just below the

The apical (AY-pi-kul) pulse is heard by listen-
nipple. Listen for the heartbeat.

ing directly over the heart with a stethoscope. A

stethoscope is an instrument designed to listen 6. Use the second hand of your watch. Count

to sounds within the body, such as the heart the heartbeats for one full minute (Fig. 14-

beating or air moving through the lungs (Fig. 15). Each “lub-dub” you hear is counted as
14-14). This is often the easiest method for mea- one beat. A normal heartbeat is rhythmical.
suring the pulse in infants and small children Leave the stethoscope in place while count-
because their pulse points are harder to find. ing respirations.

Fig. 14-15. Count the heartbeats for one full minute to
measure the apical pulse.

Fig. 14-14. The diaphragm (the larger side) of the

stethoscope is used to hear a pulse and to measure blood
pressure. 7. Wash your hands.
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8. Immediately record the pulse rate, date, time,

and method used (apical). Note any irregu-
larities in the rhythm.

9. Clean the earpieces and diaphragm of the
stethoscope with alcohol wipes. Store the
stethoscope.

10. Wash your hands.

In addition to other vital sign measurements,
some HHAs may be asked to obtain a pulse ox-
imeter reading. A pulse oximeter is a device that
uses a light to determine the amount of oxygen
in the blood. A pulse oximeter also measures a
person’s pulse rate (Fig. 14-16).

Fig. 14-16. A pulse oximeter sensor is usually clipped on
a person’s finger to measure the amount of oxygen in the
blood, as well as pulse rate.

A pulse oximeter may be used when clients have
had surgery, are on oxygen, are in intensive care,
or have cardiac or respiratory problems. When
asked to obtain this reading, the HHA should
report the oxygen percentage to her supervisor,
who will determine if the level is adequate for
the client.

Respirations

Respiration is the process of inhaling air into
the lungs, or inspiration, and exhaling air out
of the lungs, or expiration. Each respiration
consists of an inspiration and an expiration. The
chest rises during inspiration and falls during
expiration.

The normal respiration rate for adults ranges
from 12 to 20 breaths per minute. Infants and

children have a faster respiratory rate. Infants

normally breathe at a rate of 30 to 40 respira-
tions per minute,

Different types of respirations include the

. following:

+ Apnea: the absence of breathing
+ Dyspnea: difficulty breathing
+ Eupnea: normal respirations

«  Orthopnea: shortness of breath when lying
down that is relieved by sitting up

+ Tachypnea: rapid respirations
+ Bradypnea: slow respirations

+ Cheyne-Stokes: alternating periods of slow,
irregular respirations and rapid, shallow res-
pirations, along with periods of apnea

The respiratory rate is usually counted directly
after counting the pulse rate because people
tend to breathe more quickly if they know they
are being observed. The home health aide
should keep his fingers on the client’s wrist or
on the stethoscope over the heart. He should
not make it obvious that he is observing the
client’s breathing and should not mention that

~ he is counting respirations. If it is difficult to

remember the pulse rate after counting the re-
spiratory rate, the HHA can use a pencil and
paper to jot down the pulse rate before counting
respirations. Once the respiratory rate has been
obtained, both the pulse and respiration rates
should be documented on the visit notes.

Counting and recording radial pulse and >

counting and recording respirations

Equipment: watch with a second hand, pen and
paper

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.



4. Place the fingertips of your index finger
and middle finger on the thumb side of the
client’s wrist to locate the radial pulse (Fig.
14-17). Do not use your thumb.

Fig. 14-17. Count the radial pulse by placing the finger-
tips of your index finger and middle finger on the thumb
side of the client’s wrist.

5. Count the beats for one full minute.

6. Keeping your fingertips on the client’s wrist,
count respirations for one full minute (Fig.
14-18). Observe for the pattern and character
of the client’s breathing. Normal breathing
is smooth and quiet. If you see signs of dif-
ficult breathing, shallow breathing, or noisy
breathing, such as wheezing, report it to your

supervisor.

\ 7,

Fig. 14-18. Count the respiratory rate directly after count-

ing the radial pulse. Do not make it obvious that you are
watching her breathing.

7. Wash your hands.

8. Immediately record the pulse rate, date,
time, and method used (radial). Notify your
supervisor if the pulse is less than 60 beats
per minute, over 100 beats per minute, or if
the rhythm is irregular. Record the respiratory

rate and the pattern or character of breathing.
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Blood Pressure

Blood pressure is an important indicator of a per-
son’s health. The measurement shows how well
the heart is working. Blood pressure is measured
in millimeters of mercury (mm Hg) and is re-
corded as a fraction—for example, 120/80. There
are two parts of blood pressure: the systolic (sis-
TOL-ik) measurement and the diastolic (DYE-a-
stol-ik) measurement.

In the systolic phase, which is the top number
of the blood pressure reading, the heart is at
work, contracting and pushing the blood from
the left ventricle of the heart. The reading shows
the pressure on the walls of the arteries as blood
is pumped through the body. The normal range
for systolic blood pressure is below 120 mm Hg.

The second measurement reflects the diastolic
phase, which is the bottom number of the read-
ing. This phase is when the heart relaxes. The
diastolic measurement is always lower than the
systolic measurement. It shows the pressure in
the arteries when the heart is at rest. The normal
range for adults is below 80 mm Hg.

When blood pressure is consistently high, it may
be categorized as elevated, stage 1 hypertensive,
stage 2 hypertensive, or hypertensive crisis.
People with high blood pressure (hypertension)
(high-per-TEN-shun) have elevated systolic and/or
diastolic blood pressures. The ranges for the dif-
ferent categories of hypertension are listed in the
orange box on page 237.

When blood pressure is low (below 90 mm Hg
or below 60 mm Hg), it is called hypotension
(high-poh-TEN-shun). A loss of blood or slowed
blood flow can cause hypotension, which can be
life-threatening if it is not corrected.

Blood pressure is affected by many factors, in-
cluding aging, exercise, stress, pain, medications,
illness, obesity, alcohol intake, tobacco products,
and the volume of blood in circulation.

Blood pressure is measured with either a
manual or electronic sphygmomanometer
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(sfig-moh-ma-NOM-e-ter). An aneroid sphygmo-
manometer is a type of manual sphygmoma-
nometer (Fig. 14-19). This sphygmomanometer
consists of a cuff, a bulb, and a pressure gauge.
Inside the cuff is an inflatable balloon that ex-
pands when air is pumped into the cuff, Two
pieces of tubing are connected to the cuff. One
leads to a rubber bulb that pumps air into the
cuff. A pressure control button allows a person
to control the release of air from the cuff after
it is inflated. The other piece of tubing is con-
nected to a pressure gauge with numbers that
shows the blood pressure. Manual sphygmoma-
nometers require the usc of a stethoscope Lo de-
termine the blood pressure reading.

Fig. 14-19. A type of anervid sphygmomanometer.

With an electronic sphygmomanometer, the
systolic and diastolic pressure readings are dis-
played digitally. In addition to blood pressure,
an electronic sphygmomanometer may also
measure other vital signs, such as pulse, respira-
tory rate, and temperature, as well as checking
blood oxygen levels (Fig. 14-20). The cuff usually
inflates and deflates automatically, and the use
of a stethoscope is not required with electronic
sphygmomanometers.

When measuring blood pressure, the first sound

heard is the systolic pressure (top number).
When the sound changes to a soft muffled
thump or disappears, this is the diastolic pres-
sure (bottom number).

Blood pressure should not be measured on an
arm that has an 1V, a dialysis shunt, or any
medical equipment. A side that has a cast, re-
cent trauma, paralysis from a stroke, burn(s), or
breast surgery (mastectomy) should be avoided.

Fig. 14-20. This type of electronic sphygmomanometer
measures blood pressure, as well as other vital signs.

It is important to use a cuff that is the correct

- size when measuring blood pressure. Available

cuff sizes for adults include small adult, adult,
large adult, and thigh. There are also sizes avail-
able for infants and children.

Measuring and recording blood pressure [ pr

frianually

Equipment: sphygmomanometer, stethoscope, alco-
hol wipes, pen and paper

Do not check blood pressure if the client has
smoked, eaten food, drunk alcohol or fluids
containing caffeine, or exercised in the last 30
minutes.

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-

- — —face-contact-whenever possible:

3. Provide privacy for the client.

4. Before using the stethoscope, wipe the dia-
phragm and earpieces with alcohol wipes.

5. Ask the client to roll up his sleeve so that his
upper arm is exposed. Do not measure blood
pressure over clothing.

6. Position the client’s arm with his palm up.
The arm should be level with the heart.



7. With the valve open, squeeze the cuff to make
sure it is completely deflated.

8. Place the blood pressure cuff shugly on the
client's upper arm. The center of the cuff with
sensor/arrow is placed over the brachial ar-
tery (1-12 inches above the elbow, toward
the inside of the elbow) (Fig. 14-21).

«l
4

Fig. 14-21. Place the center of the cuff over the brachial
artery.

9 Ask the client to remain still and quiet during
the measurement.

10. Locate the brachial pulse with your fingertips.

11. Place the earpieces of the stethoscope in your
ears.

12. Place the diaphragm of the stethoscope over
the brachial artery.

13. Close the valve (clockwise) until it stops. Do
not overtighten it (Fig. 14-22).

]
WA

-\_ L & Y | ‘..'f
Fig. 14-22. Close the valve by turning it clockwise until it
stops. Do not overtighten it.

14. Inflate the cuff to between 160 mm Hg and
180 mm Hg. If a beat is heard immediately
upon cuff deflation, completely deflate the

15.

16.

17.

18.

19.

20.
21.

22.

23.
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cuff. Reinflate the cuff to no more than
200 mm Hg.

Open the valve slightly with your thumb and
index finger. Deflate the cuff slowly.

Watch the gauge and listen for the sound of
the pulse.

Remember the reading at which the first
pulse sound is heard. This is the systolic
pressure.

Continue listening for a change or muffling
of pulse sound. The point of a change or the
point at which the sound disappears is the
diastolic pressure. Remember this reading.

Open the valve to deflate the cuff completely.
Remove the cuff.

Wash your hands.

Immediately record both the systolic and
diastolic pressures. Record the numbers like
a fraction, with the systolic reading on top
and the diastolic reading on the bottom (for
example: 110/70). Note which arm was used.
Use RA for right arm and LA for left arm. (You
may need to note the client’s position when
blood pressure is measured, i.e., lying down,
sitting, or standing.)

Wipe the diaphragm and earpieces of the
stethoscope with alcohol wipes. Store
equipment.

Wash your hands.

Measuring and recording blood pressure [[®

electronically

Equipment: electronic blood pressure machine, pen

and paper
1. Wash your hands.
2. Explain the procedure to the client, speaking

clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.
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3. Provide privacy for the client.

4. Ask the client to roll up his sleeve so that his
upper arm is exposed. Do not measure blood
pressure over clothing.

5. Position the client’s arm with his palm up.
The arm should be level with the heart.

6. Make sure the cuffis completely deflated.
Place the blood pressure cuff snugly on the
client’s upper arm. The center of the cuff
with sensor/arrow is placed over the brachial
artery (1-12 inches above the elbow, toward
the inside of the elbow).

7. Ask the client to remain still and quiet during
the measurement.

8. Turn on the blood pressure machine and
press the start button.

9. When the measurement is complete, the
reading will be displayed on the screen and
the machine may beep. The cuff should
deflate.

10. Remove the cuff.
11. Wash your hands.

12. Immediately record both the systolic and
diastolic pressures that are displayed on the
screen. Note which arm was used.

13. Store equipment.

14. Wash your hands.

Pain

“Although pain is not considered a vita] sign,
1t is very important to monitor and manage.
Pain is uncomfortable and it can greatly affect
a client’s quality of life and ability to perform
self-care. It can quickly drain energy and hope.
Pain is a subjective experience (something re-
ported by a person) and vital signs are objective
measurements (information collected by using
the senses). Pain is also a personal experience,
which means it is different for each person.

Because home health aides spend the most time
with clients, they play a significant role in pain
monitoring, management, and prevention. Care
plans are made and adjusted based on HHAs’
reports,

Pain is not a normal part of aging. Sustained
pain may lead to withdrawal, depression, and
isolation. HHAs must treat clients’ complaints of
pain seriously (Fig. 14-23). They should listen to
what clients are saying about the way they feel.
They should take action to help them. If a client
complains of pain, the HHA should ask the fol.
lowing questions and then Immediately report
the information to the supervisor:

Fig. 14-23. The home health aide should believe clients
when they say they are in pain and take quick action to
help them. Being in pain is unpleasant. The HHA should
be empathetic and responsive.

*  Where is the pain?
*  When did the pain start?

*  How long does the pain last? How often
does it occur?

+  How severe is the pain? To help assess this,
the HHA can ask the client to rate the pain
on a scale of 0 to 10, with 0 being no pain
and 10 being the worst pain the client can
Imagine.

*  Canyou describe the pain? For example,
is it a dull, aching, sharp, piercing, or stab-
bing pain? The HHA should use the client’s
words when reporting to the supervisor.

*  What makes the pain better? What makes
the pain worse?



. Do you remember what you were doing
when the pain started?

Clients may have concerns about their pain.
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Increased restlessness

Agitation or tension

Change in behavior

These concerns may make them hesitant to =

I V]

report their pain. Barriers to managing pain in- Byl )

clude the following: Sighing S

. Fear of addiction to pain medication Groaning %

[

. Feeling that pain is a normal part of aging Breathing heavily é
. Worrying about constipation and fatigue Rocking

from pain medication Pacing

. Feeling that caregivers are too busy to deal
with their pain

. Feeling that too much pain medication will
cause death

HHAs should be patient and caring when help-

Repetitive movements

Difficulty moving or walking

Guidelines: Measures to Reduce Pain

ing clients in pain. If clients are worried about G Report complaints of pain or unrelieved pain
the effects of pain medication or have questions promptly to your supervisor. Be prepared to
about it, the HHA should tell the supervisor. report the client’s other vital signs when call-
Some people do not feel comfortable saying that ing your supervisor.
they are in pain. A'persons culture affects hov'v G Gently position the body in proper alignment.
she responds to pain. In some cultures, there is Use pi Ao
) L i i se pillows for support. Assist in frequent
a belief that it is best not to react to pain, while - : L
) changes of position if the client desires it.
in other cultures, people are encouraged to ex-
press pain freely. Body language or other mes- G Give back rubs.
sages that a client may be in pain are important G Ask if the client would like to take a warm
for the HHA to observe. bath or shower.
- i - G Assist the client to the bathroom or com-
Observing and Reporting: Pain & mode or offer the bedpan or urinal.
Increased pulse, respirations, blood pressure G Encourage slow, deep breathing.
Sweating G Provide a calm and quiet environment. Use
soft music to distract the client.
Nausea
o G If a client is taking pain medication, remind
Vomiting ) s - i
him when it is time to take it (Chapter 15).
Tightening the jaw i , ;
G Be patient, caring, gentle, empathetic, and

Squeezing eyes shut
Holding or guarding a body part
Clenching fists

responsive to clients who are in pain.

Weight and Height

Measuring a client’s weight and height are part
of a home health aide’s regular care. Height is
checked less frequently than weight. Weight

Frowning

Grinding teeth
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changes can be signs of illness. They can also
affect the medication doses a client needs. For
these reasons, the HHA must report any weight
loss or gain, no matter how small.

Weight will be measured using pounds or kilo-
grams. A pound is a unit of weight equal to 16
ounces. Kilograms are units of metric measure-
ment. A kilogram is a unit of mass equal to 1000
grams; one kilogram equals 2.2 pounds.

Clients who are unable to get out of bed can be
weighed using a chair scale. If this equipment is
needed, the agency will provide it. Clients who
are ambulatory can be weighed on a bathroom
scale or a standing scale. The HHA should keep
the following in mind when weighing a client:

«  Always explain what she will do before
beginning any procedure. She will need
the client’s cooperation to measure weight
properly.

*  Provide for privacy, as some people are sen-
sitive about their weight.

«  Always weigh at the same time of day, with
client wearing the same amount of clothing.
Have the client void, or empty her bladder,
before she is weighed.

«  Scales for home use may differ in accuracy
and consistency. To see how accurate a
home scale is, she can test it by weighing an
object with a known weight. Because scales
can differ, using the same scale each time
to weigh the client will help identify weight
gain or loss that must be reported.

Measuting and recording weight of an >

ambulatory client

Equipment: bathroom scale or standing scale, pen
and paper

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

[§X]

Provide privacy for the client.

~

If using a bathroom scale, set the scale on
a hard surface (not on carpet) in a place the
client can get to easily.

5. Make sure the client is wearing nonskid
shoes that are fastened before walking to the
scale.

Start with the scale balanced at zero before
weighing the client (Fig. 14-24).

#DETECTO

Fig. 14-24. The scale must be balanced at zero before be-
ginning to obtain a client's weight. On the top is a digital

scale and on the battom is a standing scale. (pnoro courress
OF DETECTO, WWW.DETECTO.Com, S00:641-2008)

7. Help the client step onto the center of the
scale as needed, facing the scale. Be sure she
is not holding, touching, or leaning against
anything. This interferes with weight mea-
surement. However, do not force the client
to let go if she is holding on to something. If
you are unable to obtain a weight, notify your
supervisor.

8. Determine the client’s weight.

Using a bathroom scale: Read the weight
on the display screen or when the dial has
stopped moving.

Using a standing scale: Balance the scale by
making the balance bar level. Move the small
and large weight indicators until the bar bal-
ances. Read the two numbers shown (on the
small and large weight indicators) when the
bar is balanced. Add these two numbers to-
gether. This is the client’s weight (Fig. 14-25).



Small Weight
Indicator

Large Weight Balance
Indicator Bar

Fig. 14-25. Move the small and large weight indicators
until the bar balances. The weight shown in the illustra-
tion is 169 pounds.

9. Help the client to safely step off the scale
before recording weight. Help her back into a
comfortable position.

10. Wash your hands.

11. Immediately record the client’s weight in
pounds (Ib) or kilograms (kg), depending on
policy. Report any changes in client’s weight
to your supervisor.

12. Store the scale if it was moved.

13. Wash your hands.

Measuring and recording height of a client

Some clients will be unable to get out of bed. If

5o, height can be measured using a tape mea-
sure (Fig. 14-26).

34n 1 26 33060 4R AT 5-11/16"

1| 158" 2:9/16"

Hmll“”1“””I!““m”lmHfm.“”lm“.
Ill]t\lll‘lil\lilll‘i‘i“‘i!l~1]|\1|1ltll‘l|ll

— 3] on < LN (V]

3-3/4" |4-7)16" 5-3/8"

Fig. 14-26. An illustration of a tape measure with
markings.

Equipment: tape measure, pencil, pen and paper
1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.
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3. Provide privacy for the client.

4. Position the client lying straight in bed, flat
on his back with his arms and legs at his
sides. Be sure the bed sheet is smooth un-
derneath the client.

5. Make a small pencil mark on the sheet at the
top of the head.

6. Make another mark at the client’s heel.

7. With the tape measure, measure the distance
between the marks.

8. Wash your hands.
9. Immediately record the height.
10. Store equipment.
11. Wash your hands.

For clients who can get out of bed, you will mea-
sure height while they stand against a wall.

Equipment: tape measure, pencil, pen and paper
1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Have the client stand with his back to the
wall, with his arms at his sides and without
shoes. A hard floor is better than carpet.

5. Make a pencil mark on the wall at the top of
the client’s head.

6. To determine the client’s height, ask the cli-
ent to step away. Use the tape measure to
measure the distance between the pencil
mark and the floor.

7. Wash your hands.
8. Immediately record the height.
9. Store equipment.

10. Wash your hands.
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For clients who can get out of bed, you can also
measure height using a standing scale.

Equipment: standing scale, pen and paper
1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Make sure the client is wearing nonskid
shoes that are fastened before walking to the
scale.

3. Help the client to step onto the scale, facing
away from the scale.

6. Ask the client to stand straight if possible.
Help as needed.

7. Pull up the measuring rod from back of the
scale and gently lower the rod until it rests
flat on the client’s head (Fig. 14-27).

s
=

Fig. 14-27. To determine height on a standing scale,
gently lower the measuring rod until it rests flat on the
client's head.

8. Determine the client’s height.

9. Assist the client in stepping off the scale

before recording height. Make sure that the
measuring rod does not hit the client on the
head while helping the client off of the scale.

10. Wash your hands.

11. Immediately record the height.

2. List three types of specimens that may
be collected from a client

- Home health aides may be asked to collect a

specimen from a client. A Specimen is a sample
that is used for analysis in order to try to make a
diagnosis. Different types of specimens are used

- for different tests.

. There are factors to consider when collecting

specimens. Body wastes and elimination needs
are very private matters for most people. Having
another person handle body wastes may make
clients embarrassed and uncomfortable. The
HHA should be sensitive to this, and be empa-
thetic. She should think about how difficult this
may be for the client. When collecting speci-
mens, it is important that the HHA behave pro-

 fessionally. If she feels that this is an unpleasant

task, she should not make it known. She should
not make faces or frown or use words that let the
client know she is uncomfortable. Remaining
professional while collecting specimens can help
put clients at ease. A supervisor may have more
ideas on how to make clients more comfortable.

Different states have different rules about what

home health aides are allowed to do. Each HHA

- should understand her state’s guidelines before

performing any procedures.

Sputum Specimens

Sputum (SPYOO-tum) is thick mucus coughed
up from the lungs. It is not the same as saliva,
which comes from the mouth. People with colds



or respiratory illnesses may cough up large
amounts of sputum. Sputum gpecimens may
help diagnose respiratory problems or illness, or
evaluate the effects of medication.

Farly morning is the best time to collect spu-
tum. The client should cough up the sputum
and spit it directly into the specimen container.
Because sputum may be infectious, the HHA
should not let the client cough on him. Standing
behind the client during the collection process
may prevent sputum from coming into contact
with the HHA. Proper personal protective equip-
ment (PPE) must be worn when collecting spu-
tum. The required PPE are gloves and a special
mask. It is important that the HHA’s hands and
the specimen container are clean before begin-
ning this procedure.

The seal must be intact on specimen containers
before they are used. This helps avoid specimen

contamination. All specimens must be labeled
with the client’s first and last name, date of
birth, address, and the date and time the speci-
men was collected.

Equipment: specimen container and lid, completed
label (labeled with client’s name, date of birth, ad-
dress, date, and time), specimen bag, tissues, gloves,
NO95 or other required mask as indicated in the care
plan

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.
4. Put on the mask and gloves.

5. Stand behind the client if the client can hold
the specimen container by himself. Ask the
client to cough deeply, sO that sputum comes
up from the lungs. To prevent the spread of
infectious material, give the client tissues
to cover his mouth while coughing. Ask the
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client to spit the sputum into the specimen
container.

6. When you have obtained a good sample
(about two tablespoons of sputum), cover
the container tightly. Wipe any sputum off
the outside of the container with tissues.
Discard the tissues. Apply the label, place the
container in a clean specimen bag (or plastic
bag), and seal the bag.

7 Remove and discard your gloves and mask.
8. Wash your hands.

9. Document the procedure.

Stool Specimens

Stool (feces) specimens are collected so that the
stool can be tested for blood, pathogens, and
other things, such as worms oOf amoebas. If the
client uses a bedpan or portable commode for
elimination, that is where the HHA will collect

 the stool specimen. 1f the client uses the toilet,

a special container (often called a hat) will be
used. A hat fits into the toilet bowl to collect and
(measure stool and urine (Fig. 14-28). Hats must

be cleaned after each use.

Fig. 14-28. A “hat” is a container that is placed under
the toilet seat to collect a specimen.

The home health aide should ask the client to
let her know when he is ready to have a bowel
movement, and she should be ready to collect
the specimen. The HHA should explain that
urine or toilet paper should not be included in
the sample because they can ruin the sample
and create the need for a new specimen.
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Collecting a stool specimen

Equipment: specimen container and lid, completed
label (labeled with client’s name, date of birth,
address, date, and time), specimen bag, 2 tongue
blades, 2 pairs of gloves, bedpan (if client cannot
use a portable commode or toilet), hat for toilet
(if client uses commode or toilet), plastic bag,

toilet paper, disposable wipes, supplies for perineal
care

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to.
face contact whenever possible.

3. Provide privacy for the client.
4. Put on gloves.

5. When the client is ready to move his bowels,
ask him not to urinate at the same time and
not to put toilet paper in with the sample.
Provide a plastic bag to discard toilet paper
separately.

6. Fit the hat to the toilet of commode, or pro-
vide the client with the bedpan,

7. Make sure the bed is in its lowest position.
Place toilet paper, disposable wipes, and a
bell or other way to call you within the client's
reach. Ask the client to clean his hands with 2
wipe when finished if he is able.

8. Remove and discard your gloves. Wash your
hands. Leave the room and close the door.

9. When called by the client, return and wash
your hands. Put on cleun gloves. Give peri-
rieal care if help is needed. e

10. Using the two tongue blades, take about
two tablespoons of stool and put it in the
container. Without touching the inside of the
container, cover it tightly. Apply the label,
place the container in a clean specimen bag,
and seal the bag.

1. Wrap the tongue blades in tojlet paper and
put them in plastic bag with the used toilet
paper. Discard bag in the proper container,

12. Empty the bedpan or container into the toilet,
Turn the faucet on with a paper towel. Rinse
the bedpan or container with cold water first
and empty it into the toilet, Flush the toilet.
Then clean the bedpan or container with hot,
SOapy water and store. Store the equipment,

13. Store the specimen properly.
14. Remove and discard your gloves.
15. Wash your hands.

16. Document the procedure. Note amount and
characteristics of stoo.

Urine Specimens

Urine specimens may be categorized as routine,
clean catch (midstream), or 24-hour. A routine
urine specimen is collected anytime the client
voids, or urinates. The client will void into 3 bed-
pan, urinal, commode, or hat. Some clients wil]
be able to collect their Own urine specimens.
Others will need help. The HHA should be sure
to explain exactly how the specimen must be co)-
lected (Fig. 14-29).

Fig. 14-29. Specimens muyst always be labeled with the

. client’s name, date of birth, address, and the date and

time. A specimen may need to be placed into g clean
specimen bag once it is collected.
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12. Apply the label, place the container in a clean

Collectin

specimen bag, and seal the bag.

Equipment: specimen container and lid, completed ) o
13. Discard extra urine in the toilet. Turn the

label (labeled with client’s name, date of birth, o
address, date, and time), specimen bag, 2 pairs faucet on with a paper towel. Rinse the =
of gloves, bedpan or urinal (if client cannot use a bedpan, urinal, or hat with cold water and v
. . . ] 3]
portable commode or toilet), hat for toilet (if client empty it into the toilet. Flush the toilet. Store o
uses porfab!e c;omm.ode or toilet), plastic bag, toilet equipment. %
paper, disposable wipes, paper towels, supplies for _ iE
perineal care ~ 14. Remove and discard your gloves. s
: v
1. Wash your hands. ~ 15. Wash your hands.
2. Explain the procedure to the client, speaking 16. Document the procedure. Note amount and

clearly, slowly, and directly. Maintain face-to- characteristics of urine.

face contact whenever possible.

3. Provide privacy for the client. The clean-catch specimen, or midstream speci-

men (CCMS), does not include the first and last

4, Put on gloves.
urine voided in the sample. The perineal area

Fit hat to toilet or commode, or provide the
client with the bedpan. Ask the client to void
into the hat, urinal, or bedpan. Ask the client

is cleaned and then the client urinates a small
amount into the toilet to clear the urethra. The
client then begins urinating again into a clean

hot to put toilet paper in with the sample.

or sterile container, stopping before urination is
Provide a plastic bag to discard toilet paper

complete. The container is removed, and the cli-
ent finishes urinating into the toilet. This speci-
men is collected to detect bacteria in the urine.

separately.

6. Make sure the bed is in its lowest position.

7. Remove and discard your gloves. Wash your ! i :
hands. L th y g | the d Y of birth, address, date, and time), specimen bag,
ands. Leave the room and close the door. cleansing wipes, gloves, bedpan or urinal (if client
8. When called, return and wash your hands. cannot use a portable commode or toilet), plastic
Put on clean gloves. Give perineal care if bag, ;oilet PaReS dilsposable wipes, paper towels,
supplies for perineal care
help is needed. pplies for p
1. Wash your hands.
9. Take the bedpan, urinal, or hat to the y
bathroom. 2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
10. Pour urine into the specimen container until ¥ 4 Y )
o face contact whenever possible.
the container is at least half full.
Provide privacy for the client.
11. Cover the urine container with its lid. Do not P Y

Place toilet paper, disposable wipes, and a
bell or other way to call you within the cli-
ent’s reach. Ask the client to clean his hands
with a wipe when finished if he is able.

touch the inside of the container. Wipe off
the outside with a paper towel and discard
the paper towel.

ine a ciean-cabch imidstraam) urine

1

Equipment: specimen kit with container and lid,
completed label (labeled with client’s name, date

4. Put on gloves.

5. Open the specimen kit. Do not touch the in-
side of the container or the inside of the lid.
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6. If client cannot clean his perineal area, you
will do it. Use the cleansing wipes to do this.
Be sure to use a clean area of the wipe or a
clean wipe for each stroke. See bed bath pro-
cedure in Chapter 13 for a reminder on how
to give perineal care.

7. Ask the client to urinate a small amount into
the bedpan, urinal, or toilet, and to stop be-
fore urination is complete.

8. Place the container under the urine stream
and have the client start urinating again
until the container is at least half full. Ask
the client to stop urinating and rermove the
container. Have the client finish urinating in
bedpan, urinal, or toilet.

9. After urination, provide a plastic bag so that
the client can discard the toilet paper. Give
perineal care if help is needed. Ask the client
to clean his hands with a wipe if he is able.

10. Cover the urine container with its lid. Do not
touch the inside of container. Wipe off the
outside with a paper towel and discard the
paper towel.

11. Apply the label, place the container in a clean
specimen bag, and seal the bag.

12. If using a bedpan or urinal, discard extra
urine in the toilet. Turn the faucet on with a
paper towel. Rinse the bedpan or urinal with
cold water and empty it into the toilet. Flush
the toilet. Store equipment.

13. Remove and discard your gloves.

~14.-Wash your-hands.-

15. Document the procedure. Note amount and
characteristics of urine.

A 24-hour urine specimen collects all the
urine voided by a client in a 24-hour period. It is

used to test for certain chemicals and hormones.

Usually the collection begins at 7 a.m. and

continues until 7 a.m. the next day. When begin-
ning a 24-hour urine specimen collection, the
client must void and discard the first urine so
that the collection begins with an empty bladder.
All urine must be collected and stored propetly.
If any is accidentally thrown away or Improperly
stored, the collection will need to be started over.
Since the HHA will probably not be present dur-
ing all 24 hours of the test, it is important for
her to explain the collection fully to the client
and family members.

Collecting a 24-hour urine specimen

Equipment: 24-hour specimen container with lid,
completed label (labeled with client's name, date
of birth, address, date, and time), bedpan or urinal
(for clients confined to bed), hat for toilet (if client
can use portable commode or toilet), bucket of ice
(if the urine must be kept cold; a clearly marked
container may also be able to be put in the refrig-
erator), funnel (if the container opening is small),
gloves, toilet paper, disposable wipes, supplies for
perineal care

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. When beginning the collection, have the cli-
ent completely empty his bladder. Discard the
urine and note the exact time of this voiding.
The collection will run until the same time
the next day.

5. Wash your hands and put on gloves each
time the client voids.

6. Ask the client not to put toilet paper in with
the sample each time the client voids. Pour
urine from the bedpan, urinal, or hat into the
container, using the funnel as needed. Con-
tainer may be stored at room temperature,
on ice, or in the refrigerator. Follow the su-
pervisor’s instructions.



7. After each voiding, help as necessary with
perineal care. Ask the client to clean his
hands with a wipe after each voiding if he is
able.

8. Be sure the client or family member under-
stands that all urine is to be saved, even
when you are gone. Demonstrate how to
pour the urine into the container. Remind
them to store the container properly (room
temperature, in the bucket of ice, or in the
refrigerator if ordered).

9. Clean equipment after each voiding.
10. Remove and discard your gloves.
11. Wash your hands.

12. Document the time of the last void before
the 24-hour collection period began, and
the last void of the 24-hour collection
period.

Urine Straining

Urine straining is the process of pouring all urine
through a fine filter to catch any particles that are
present. Urine is strained to discover the presence of
kidney stones that can develop in the urinary tract.
These stones can be as small as grains of sand or as
large as golf balls. If any stones are found, they are
saved and then sent to a laboratory for examination.
A routine urine specimen is collected first in order to
strain urine. In the bathroom, the home health aide
will pour it through a strainer or a 4x4-inch piece of
gauze into a specimen container. Any stones that are
present are wrapped in the filter and placed in the
specimen container and then into a clean specimen
bag to go to the laboratory.

3. Describe the importance of fluid
balance and explain intake and output
(18&0)

To maintain health, the body must take in a cer-
tain amount of fluid each day. Fluid comes in
the form of liquids that a person drinks and is
also found in semiliquid foods like gelatin, soup,
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ice cream, pudding, and yogurt. The fluid a per-
son consumes is called intake, or input.

A general recommendation for daily fluid intake
is 64 ounces (or eight 8-ounce glasses) for a
healthy person. However, that is not necessarily
a firm guideline for health. Some people may
need more than 64 ounces, while others may
need less. The amount needed depends on fac-
tors such as activity, heat, and overall health. If
a person’s intake is not in a healthy range, he
can become dehydrated. Dehydration is a seri-
ous medical condition that requires immediate
attention. More information on dehydration is in
Chapter 22.

All fluid taken in each day cannot remain in the
body. It must be eliminated as output. Output
includes urine, feces (including diarrhea), and
vomitus, as well as perspiration, moisture in the
air that a person exhales, and wound drainage.
If a person’s intake exceeds his output, fluid
builds up in body tissues. This fluid retention
can cause medical problems and discomfort.

Fluid balance is maintaining equal input and
output, or taking in and eliminating equal
amounts of fluid. Most people do this naturally
but some clients must have their intake and
output, or 1&0, monitored and documented due
to illness or special diets. To monitor this, the
HHA will need to measure and document all
fluids and foods the client takes in by mouth,
as well as all urine and vomitus produced. This
information is recorded on an Intake and Output
(1&0) sheet if provided by the agency, but it can
also be done on regular paper (Fig. 14-30).

To measure these amounts, the HHA should
use separate measuring containers for input and
output; these containers should not be mixed
up. Measuring cups can be used. If a client fre-
quently drinks out of one type of cup, the HHA
can measure the amount that cup holds. Mask-
ing tape placed on the outside of the cup can be
used to mark different quantities. This makes it
easier to keep track of input.
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INTAKE-OUTPUT RECORD to milliliters, the number of ounces must be
= multiplied by 30. Graduates are containers that
asident/Patlent Name Room No
measure fluid in milliliters and may also mea-
=4 DRI URINE | EMESIS or DRAINAGE sure in ounces (Fig. 14-31). Some common con-
~ . . »
2 versions are listed in the orange box.
5
]
= 5
= s
T d oz. mL
T ] i .
(]
g 8 30 —— 90p
S ‘s‘: 28 — o
) 26 —
B 200
22 —
20 ———600
18 |
16————— 500
8-Hour Total 14 i= T ]
12—
10 ———300
38 |
gi=T==200
4 00
=

Fig. 14-31. A graduate is a measuring container for mea-
suring fluid volume.

3:00 P.M. to 11:00 P.M.

Conversions

&-Hour flotal One ounce equals 30 milliliters. To convert ounces

to milliliters, the number of ounces must be multi-

plied by 30.
. 10z=30mL
; 2 0z =60 mL
: 30z=90mL
3 40z =120 mL
n 50z =150 mL
6 oz = 180 mL
70z=210 mL
8-Hour Total  80z=240mL
e | Vecup-2oz-60ml
Fiionbrga e - Vacup=40z=120 mL
Fig. 14-30. A sample intake and output (1&0) record, 1 cup =8 o0z =240 mL

(.‘.‘EFRINTEE WITH PERMIESION OF BRICGS HEALTHCARE®, BRIGCSHEALTHCARE.COM,
800-247-2343)

Before beginning, the HHA should explain to

Fluids are usually measured in milliliters (mL).  the client that she needs to keep track of his
Milliliters are units of measurement in the met- intake. The HHA should ask the client to let
ric system. One milliliter is 1/1000 of a liter. her know when he drinks something (if it is not
Ounces (oz) are converted to milliliters. One something she served to him) and how much it

ounce equals 30 milliliters, so to convert ounces was.
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3. Pour the contents of the bedpan or urinal

Measuring and recording intake and

into the graduate. Do not spill or splash any

output -
of the urine.

the amount is between measurement lines,

Equipment: 1&O sheet, graduate (measuring con- »
tainer), pen and paper 4. Place the graduate on a flat surface. Measure =
the amount of urine at eye level. Keep the v

. . 3]

Measure intake first. container level (Fig. 14-32). Note the amount £
1. Wash your hands. : on paper, converting to mL if necessary. (If &
iL

s

S

2. Explain the procedure to the client, speaking

you may need to round up to the nearest 25
clearly, slowly, and directly. Maintain face-to-

mL. Follow policy.)
face contact whenever possible.

3. Provide privacy for the client.

4. Using the graduate, measure the amount of
fluid a client is served. Note the amount on
paper, not in the visit notes. (If the amountis
between measurement lines, you may need
to round up to the nearest 25 mL. Follow

poficy. Fig. 14-32. Keep the container on a flat surface while

5 When client has finished a meal or snack, measuring output.

measure any leftover fluids. Note this
5 After measuring urine, empty the graduate

amount on paper.
into the toilet without splashing.

6. Subtract the leftover amount from the
6. Turn the faucet on with a paper towel. Rinse

amount served. If you have measured in
the graduate with cold water and pour rinse

ounces, convert to milliliters (mL) by multi-
plying by 30. water into the toilet.
7 Rinse the bedpan/urinal with cold water and

7 Document the amount of fluid consumed (in
pour rinse water into the toilet. Flush the toi-

mL) in the visit notes and/or in the input col-
umn of 1&0 record, as well as the time and

the type of fluid consumed. Report anything 8. Remove and discard your gloves.
unusual, such as the client refuses to drink,

let. Clean and store equipment.

drinks very little, is nauseated, etc. 9. Wash your hands before recording output.

10. Immediately document the time and amount

of urine in the output column on the sheet.
Measuring output is the other half of monitoring For example: 1545 hours, 200 mL urine.
fluid balance.

8. Wash your hands.

‘ To measure vomitus, pour from the basin
Equipment: 1&O sheet, graduate, paper towel,

gloves, pen and paper into the measuring container, then discard

: it in the toilet. If client vomits on the bed or
1. Wash your hands. - floor, estimate the amount. Document em-
2. Put on gloves before handling a bedpan or s= .(E.M-e-srs, or voml'tmg) and amount in

the visit notes and/or in output column of

urinal.
the 1&0 sheet.
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Emesis, or vomiting, must be documented. [t
may De a sign of illness or of a reaction to medi-
cation. Some clients, such as people with cancer
who are undergoing chemotherapy, may vomit
frequently as a result of treatment. Vomiting is
unpleasant. The HHA should handle it calmly
and provide comfort to the client.

Guidelines: Vomiting

G Treat vomitus as you treat urine and other
potentially infectious wastes. Follow Standard
Precautions. Always wear gloves when han-
dling it. Flush vomitus down the toilet. Clean
spills thoroughly with a disinfecting solution
of bleach and water.

G Provide comfort to a client who has vomited.
Stay calm and offer a basin if you think he
may vomit again. Remove soiled sheets or
clothing promptly. Provide a wet washcloth to
wipe face, mouth, or hands. Offer a drink of
water or oral care to clean the mouth.

G Provide plenty of fluids to the client who
has vomited. Water, diluted juices, or
sports drinks may help prevent dehydra-
tion. Discontinue solid foods when vomiting
occurs. Check with your supervisor for what
you can serve. Clear liquids or a bland diet
may be recommended.

G Because you may not know when 3 client is
going to vomit, you may not have time to
explain what you will do and assemble sup-
plies ahead of time. Talk to the client sooth-
ingly as you help him clean up. Tell him what
you are doing to help him.

Observing, reporting, and documenting

emesis

Equipment: emesis basin, 2 pairs of gloves, pen and
paper or 1&0 sheet, supplies Sororal care

1. Put on gloves.

Y 7Y ST SN

2. Make sure the head is up or turned to one
side. Place an emesis basin under the chin.
Remove it when vomiting has stopped.

3. Remove soiled linens or clothes. Set aside
for laundering. Replace with fresh linens or
clothes.

4. Ifthe client’s 1&0 is being monitored, mea-
sure and note the amount of vomitus.

5. Flush vomit down the toilet unless vomit is
red, has blood in it, or looks like wet coffee
grounds. If these signs are observed, call your
supervisor before disposing of the vomit.
After discarding the vomit, wash, dry, and
store the basin.

6. Remove and discard your gloves.
7. Wash your hands.

8. Put on clean gloves.

9. Provide comfort to client: wipe the face and
mouth, position comfortably, and offer a
drink of water or oral care (Fig. 14-33). Oral
care helps get rid of the taste of vomit in the
mouth.

=SSNy /1 4
Fig. 14-33. Be calm and comforting when helping a client

who has vomited.

10. Launder soiled linens and clothes promptly in
hot water.

1. Remove and discard your gloves.

12. Wash your hands again.



13. Document time, amount, color, and consis-
tency of vomitus.

14. Report to your supervisor immediately and
get instructions for diet.

4. Describe the guidelines for catheter
care

Some clients may have a urinary catheter. A
catheter (KATH-¢t-er) is a thin tube inserted
into the body that is used to drain or inject flu-
ids. A urinary catheter is used to drain urine
from the bladder. A straight catheter is a type
of urinary catheter that is inserted to drain urine
from the bladder and is removed after urine is
drained. Tt does not remain inside the person.
An indwelling catheter (also called a Foley
catheter) remains inside the bladder for a period
of time (Fig. 14-34). The urine drains into a bag.

===

RS

Fig. 14-34. An illustration of a) an indwelling catheter
(female) and b) an indwelling catheter (male).

Another type of catheter that is used for males is
an external catheter, or condom catheter (also
called a Texas catheter). It has an attachment on
the end that fits onto the penis and is fastened
with special tape. Urine drains through the cath-
cter into the tubing, then into the drainage bag.
A smaller bag, called a leg bag, attaches to the
leg and collects the urine. The condom catheter
is changed daily or as needed. In some states,
home health aides are allowed to change a con-
dom catheter. However, in other states, NUIses
must perform this procedure.
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Nurses or doctors insert urinary catheters.
Home health aides do not insert, irrigate, or
remove catheters. HHAs may be asked to give
daily catheter care, clean the area around the
urethral opening, and empty the drainage bag.
The bag is emptied into a measuring container
(a graduate).

Due to serious complications, such as infections,
that can result from poor catheter care, it is very
important that home health aides follow proper
guidelines for urinary catheters.

Guidelines: Catheters

G Thoroughly wash your hands before giving
catheter care.

G Keep the genital area clean to prevent infec-
tion. Because the catheter goes all the way
into the bladder, bacteria can enter the blad-
der more easily. Daily care of the genital area
(perineal care) is especially important.

G Make sure the drainage bag always hangs
lower than the hips or bladder. Urine must
never flow from the bag or tubing back into
the bladder. This can cause infection.

G Keep the drainage bag off the floor. Make
sure the catheter tubing does not touch the
floor.

G To help keep urine draining properly, keep
the tubing as straight as possible. Make sure
there are no kinks in the tubing and that the
client is not sitting or lying on the tubing.

Observing and Reporting: Catheter Care

o, Blood in the urine or urine that looks unusual

in any way
o, Catheter bag does not fill after several hours
ok Catheter bag fills suddenly

o Catheter is not in place
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Urine leaks from the catheter
Client reports pain or pressure

Odor is present

Providing catheter care >

Equipment: bath blanket, disposable bed protector,
bath basin with warm water, soap, 2—4 washcloths
or disposable wipes, towel, gloves

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Ifthe bed is adjustable, adjust the bed to a
safe level, usually waist high. If the bed is
movable, lock the bed wheels.

5. Lower the head of the bed. Position the client
lying flat on her back.

6. Remove or fold back the top bedding, keeping
the client covered with the bath blanket.

7. Test the water temperature against the inside
of your wrist. Water temperature should be no
higher than 105°F. Have the client check the
temperature to see if it is comfortable. Adjust
if necessary.

8. Put on gloves.

9. Ask the client to flex her knees and raise her
buttocks off the bed by pushing against the
mattress with her feet. Place a clean bed pro-
tector under her perineal area, including her
buttocks. —

10. Expose only the area necessary to clean the
catheter. Avoid overexposing the client.

11. Place a towel under the catheter tubing before
washing.

12. Wet a washcloth in the basin. Apply soap to a
washcloth. Clean the area around the meatus.
Use a clean area of the washcloth for each
stroke.

13. Hold the catheter near the meatus. Avoid tug-
ging the catheter throughout the procedure.

14. Clean at least four inches of the catheter near-
est the meatus. Move in only one direction,
away from the meatus (Fig. 14-35). Use a
clean area of the washcloth for each stroke,

Meatus

Urethral opening

Vaginal opening -

Perineum

Anus

S P
Fig. 14-35. Hold the catheter near the meatus to avoid
tugging the catheter. Moving in only one direction, away
from the meatus, helps prevent infection. Use a clean
area of the washcloth for each stroke.

15. Dip a clean washcloth in the water. Rinse the
area around the meatus, using a clean area of
the washcloth for each stroke. With a clean,
dry towel, dry the area around the meatus.

16. Dip a clean washcloth in the water Rinse at
least four inches of the catheter nearest the
meatus. Move in only one direction, away
from the meatus. Use a clean area of the
washcloth for each stroke.

17. With a clean, dry towel, dry at least four
inches of the catheter nearest the meatus.
Move in only one direction, away from the
meatus. Do not tug the catheter.

18. Remove the bed protector from under the
client and discard. Remove the towel from
under the catheter tubing and place it in the
proper container.
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19. Place linen and used washcloths in the 8. Go into the bathroom. Place the graduate
proper containers. Empty the basin into the : on a flat surface and measure at eye level.
toilet and flush the toilet. Clean and store the Note the amount and characteristics of urine.
basin. : Empty urine into the toilet and flush the

20. Remove and discard your gloves. toilet.

21. Wash your hands.

22. Replace the top covers and remove the bath
blanket and place it in the proper container.
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23. If you raised an adjustable bed, return it to its
lowest position.

24. Help the client dress. Arrange the covers.
Check that the catheter tubing is free from
kinks and twists and that it is securely taped
to the leg.

25. Wash your hands again.

26. Document procedure and any observations.

Fig. 14-36. Keep the spout and clamp from touching the

graduate while draining urine.
Emptying the catheter drainage bag

Equipment: graduate (measuring container), alco- 9. Clean and store the graduate. Discard paper

hol wipes, paper towels, gloves towels.

1. Wash your hands. - 10. Remove and discard your gloves.

2. Explain the procedure to the client, speaking 11. Wash your hands.

clearly, slowly, and directly. Maintain face-to- 12. Document procedure and amount of urine.
face contact whenever possible.

3. Provide privacy for the client. :
4 i Sl Changing a condom catheter

4. Put on gloves.

Equipment: condom catheter and collection bag,
 catheter tape, plastic bag, bath blanket, disposable
drainage bag. Place the graduate on the  bed protector, gloves, supplies for perineal care
paper towel.

5. Place a paper towel on the floor under the

1. Wash your hands.
6. Open the clamp on the drainage bag so

that urine flows out of the bag and into the
graduate (Fig. 14-36). Do not let the spout or
clamp touch the graduate.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

7. When urine has drained out of the bag, close 3. Provide privacy for the client.
the clamp. Using alcohol wipes, clean the 4. Ifthe bed is adjustable, adjust the bed to a
drain spout. Replace the drain spout in its safe level, usually waist high. If the bed is

holder on the bag. ' movable, lock the bed wheels.
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lying flat on his back.

6. Remove or fold back the top bedding, keep-
ing the client covered with the bath blanket.

7. Put on gloves.

8. Place a clean bed protector under his peri-
neal area, including his buttocks.

9. Adjust the bath blanket to only expose the
genital area.

10. Gently remove the condom catheter. Place
condom and tape in the plastic bag.

11. Assist as necessary with perineal care.

12. Move pubic hair away from the penis so it
does not get rolled into the condom.

13. Hold penis firmly. Place the condom at the
tip of the penis and roll toward the base of
the penis. Leave space (at least one inch)
between the drainage tip and glans of penis
to prevent irritation. If client is not circum-
cised, be sure that the foreskin is in normal
position.

14. Secure the condom to the penis with the spe-
cial tape provided (Fig. 14-37). Apply the tape
in a spiral manner. Never wrap tape all the
way around the penis because it can impair
circulation.

Condom —

Fig. 14-37. Gently secure the condom to the penis with
provided tape, applying it in a spiral.

Lower the-head of the-bed Position the-client— '

15. Connect the catheter tip to the drainage tub-
ing. Do not touch the tip to any object but
the drainage tubing. Make sure the tubing is
not twisted or kinked.

16. Check to see if collection bag is secured to
the leg. Make sure the drain is closed.

17. Remove and discard the bed protector. Dis-
card used supplies in the plastic bag. Place
soiled clothing and linens in proper contain-
ers. Clean and store supplies.

18. Remove and discard your gloves.
19. Wash your hands.

20. Replace the top covers. Remove the bath
blanket and place it in the proper container.
Make sure the client is comfortable. If you
raised an adjustable bed, return it to its low-
est position.

21. Wash your hands again.

22. Document procedure and any observations.

5. Explain the benefits of warm and cold
applications

Applying heat or cold to injured areas can have
several positive effects. Heat relieves pain and

muscular tension. It reduces swelling, elevates
the temperature in the tissues, and increases

- blood flow. Increased blood flow brings more

oxygen and nutrients to the tissues for healing,

- Cold applications can help stop bleeding. They
'~ help prevent swelling, reduce pain, and bring
- down high fevers. Applying ice bags or cold

compresses immediately after an injury can stop
bleeding and prevent swelling.

Home health aides must be very careful when
using these applications. They should know how
long the application should be performed and

- should use the correct temperature as given in

the care plan. When warm and cold applications



are applied for too long, the opposite effect of
what is intended results. Clients receiving warm
or cold applications should be checked often,
especially those who have conditions that may
make them unaware of possible injury.

Warm and cold applications may be dry or
moist. Moisture strengthens the effect of heat
and cold. This means that moist applications are
more likely to cause injury. Paralysis, numbness,
disorientation, confusion, dementia, and other
conditions may cause a person to be unable to
feel, notice, or understand damage that is oc-
curring from a warm or cold application. For
example, a client recovering from a stroke who
has paralysis on one side may not be able to feel
if a warm pack is burning his skin. A client with
Alzheimer’s disease may not understand that he
is being burned and/or be able to communicate
pain clearly.

Moist applications include the following:
. Compresses (warm or cold)

. Soaks (warm or cold)

« Tub baths (warm)

. Sponge baths (warm or cold)

«  Sitz baths (warm)

. Ice packs (cold)

Dry applications include the following:
. Electric heating pads (warm)

. Disposable warm packs (warm)

. Ice bags (cold)

. Disposable cold packs (cold)

Home health aides may be allowed to prepare
and apply warm water bottles, heating pads,
warm compresses or soaks, ice packs, and cold
compresses. If other methods are allowed, a su-
pervisor will train the HHA. The HHA should
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only perform procedures that are assigned to
him and that he is trained to do.

Observing and Reporting: Warm and Cold
Applications

- These signs indicate that the application may be

causing tissue damage and should be reported:

5_ ok Excessive redness

9% Pain
9k Blisters
9k Numbness

An electric heating pad may be ordered in the
care plan. When using an electric heating pad,
the HHA should follow these guidelines:

Guidelines: Electric Heating Pads

G Check the skin frequently for redness or
pain. Electric heating pads do not cool down.
Having it just a little too hot can be very dan-
gerous for the client.

G Make sure any electric heating pad you use
is in good shape. Do not use it if the cord is
frayed or if wires are exposed.

G Do not use a pin to fasten the pad. The pin
could contact a wire inside the pad and cause
a shock.

G Do not allow the client to lie on top of an
electric heating pad.

G Do not allow the client to use an electric
heating pad near a source of water.

A washcloth or a commercial warm compress
may be used as a warm compress. There are
different types of commercial compresses avail-
able (Fig. 14-38). If these are provided, the home
health aide should follow the package directions
and the care plan’s instructions.
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Fig. 14-38. Disposable warm compresses are used only

once and then discarded. puoro

MERICAL-SURGICAL, MMSIMCRESSON.COM, B04-264.7702)

COURTESY OF ARIEL HARTMAN, MCKESSON

Applying warm compresses

Equipment: washcloth or compress, plastic wrap,
towel, basin

1.
2.

Wash your hands.

Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible,

Provide privacy for the client.

Fill basin one-half to two-thirds full with
warm water. Test water temperature against
the inside of your wrist to ensure it is safe.
Water temperature should be no higher than
105°F. Have the client check the temperature
to see if it is comfortable. Adjust if necessary.

Soak the washcloth in the water and wring it
out. Immediately apply it to the area. Note
the time. Quickly cover the washcloth with
plastic wrap and the towel to keep it warm
(Fig. 14-39).

Check the area every five minutes. Remove
the compress if the area is red or numb or if
the client complains of pain or discomfort.
Change the compress if cooling occurs. Re-
move the compress after 20 minutes.

Fig. 14-39. Cover compresses to keep them warm,

/. Discard plastic wrap. Empty the basin in the
toilet. Rinse the basin and pour rinse water in
the toilet. Flush the toilet. Clean and store the
basin and other supplies. Put laundry in the
hamper.

8. Wash your hands.

9. Document the time, length, site of procedure,
and any observations.

B Administering warm soaks

Equipment: basin or bathtub (depending on the
area to be soaked), bath blanket, towel, disposable
absorbent pad

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Fill the basin or tub half full of warm water.
Test the water temperature against the in-
side of your wrist to ensure it is safe. Water
temperature should be no higher than 105°F.
Have the client check the temperature to see
if it is comfortable. Adjust if necessary.

5. Place the basin on a disposable absorbent
pad (protective barrier), in a comfortable po-
sition for the client.



269

6. Immerse the body partin the basin or help 2. Explain the procedure to the client, speaking
the client into the tub. Pad the edge of the : clearly, slowly, and directly. Maintain face-to-
basin with a towel (Fig. 14-40). Use a bath face contact whenever possible.

blanket to cover the rest of the client, if 3 Provide privacy for the client.

needed, for extra warmth.
4. Fill the bottle half full with warm water (no

higher than 105°F, or 98°F for infants and
small children or older adults).
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5. Press out excess air and seal the bottle.

6. Dry the bottle and check for leaks. Cover with
a cloth cover or towel.

7. Apply the bottle to the area ordered. Check

Fig. 14-40. Pad the edge of the basin with a towel to _ ] .
skin every five minutes for redness or pain. If

make the client more comfortable.
——— redness or pain are present, add cold water to

7. Check the water temperature every five min- the bottle to reduce the temperature.
utes. Add hot water as needed to maintain 8. Remove the bottle after 20 minutes or as or-
the temperature. Never add water hotter than
105°F to avoid burns. To prevent burns, ask
the client not to add hot water. Observe the

dered in the care plan.

9. Empty the hot water bottle. Wash and store

area for redness. Discontinue the soak if the supplies.
client complains of pain of discomfort. 10. Wash your hands.

8. Soak for 15-20 minutes or as ordered in the 11. Document the time, length, and site of proce-
care plan. ' dure. Document the client’s response and any

9. Remove basin or help the client out of the of your observations about the skin.

tub. Use the towel to dry the client.

10. Drain the tub or empty the basin in the toilet.
Rinse the basin and pour rinse water in the
toilet. Flush the toilet. Clean and store the
basin and other supplies. Put laundry in the

Another type of heat application is a sitz bath,
or a warm soak of the perineal area. Sitz baths
clean perineal wounds and reduce inflamma-
tion and pain. Sitz baths cause circulation to
hamper. be increased to the perineal area. Voiding may
11. Wash your hands.  be stimulated by a sitz bath. Clients with peri-

i _ neal swelling (such as hemorrhoids) or perineal
12. Document the time, length, and site of proce-

_ - wounds (such as those that occur during child-
dure. Report the client’s response and any of

birth) may be ordered to take sitz baths. Because
the sitz bath causes increased blood flow to the
pelvic area, blood flow to other parts of the body
is decreased. Clients may feel weak, faint, or
dizzy after taking a sitz bath. Home health aides

your observations about the skin.

Using a hot water bottle

Equipment: hot water bottle, cloth cover of towel must always wear gloves when helping with a

1. Wash your hands. sitz bath.
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A disposable sitz bath fits on. thetoilet seat and
is attached to a rubber bag containing warm
water (Fig. 14-41),

Flg 14-41. A a'isposab/e sitz bath. (PHOTO COURTESY OF NoOVA

MEDICAL PRODUCTS, WWW,NOVA]OKCOM)

Assisting with a sitz bath
Equipment: disposable sitz bath, towels, gloves
1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.
4. Put on gloves,

3. Fill the sitz bath two-thirds full with warm
water. Place the sitz bath on the toilet seat.
Check the water temperature. Normally water
temperature should be no higher than 105°F.

6. Help the client undress and sit on the sitz
bath. A valve on the tubing connected to the
bag allows the client or you to refill the water
in the sitz bath with warm-water,

7. You may be required to stay with the client
for safety reasons. If you leave the room,
check on the client every five minutes to
make sure she is not dizzy or weak. Stay with
a client who seems unsteady.

8. Help the client off of the sitz bath after 20
minutes. Provide towels and help with dress-
ing if needed.

- Fig. 14-42. Seq| the bag filled with ice and coper it with

9. Clean and store supplies. Discard disposable
supplies as indicated in the care plan. Put
laundry in hamper.

10. Remove and discard your gloves,
11. Wash your hands,

12. Document the procedure, including the
time and length of procedure, the client’s re-
Sponse, and the water temperature,

There are different types of commercial packs
available, which may be used instead of trad-

- tional ice packs. If these are provided, the HHA
- should follow the package directions and the

care plan’s instructions. Some cold packs are dis-
posable, while others are cleaned and reused.

Applying ice packs

Equipment: cold pack or sealable plastic bag and

~ crushed ice, towel to coper pack or bag

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Fill the plastic bag or ice pack one-half to

two-thirds full with crushed ice., Seal the bag,
Remove excess air. Cover bag or ice pack with
towel (Fig. 14-42).

a towel.

5. Apply the bag or pack to the area as ordered.
Note the time. Use another towel to cover
the bag if it is too cold.



6. Check the area after five minutes for blisters,
or pale, white, or gray skin. Stop treatment if
the client complains of numbness or pain.

7 Remove the bag or pack after 20 minutes or
as ordered in the care plan.

8 Return the ice bag or pack to the freezer. Put
laundry in the hamper.

9. Wash your hands.

10. Document the time, length, and site of proce-
dure. Report the client’s response and any of
your observations about the skin.

A washcloth dipped in cold water may be used
as a cold compress; disposable or reusable com-
presses are also available (Fig. 14-43). Home
health aides should follow instructions on the
package.

MSKESSON =
Cold Compress
INSTANT
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Fig. 14-43. Disposable cold compresses are used only
once and then discarded. (PHOTO COURTESY OF ARIEL HARTMAN, MCKESSON

EDICAL-SURGICAL, MMS.MCKESSON.COM, 804-264-7702)
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Applying cold compresses

Equipment: basin filled with water and ice, 2 wash-
cloths, disposable bed protector, towels

1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Place the bed protector under the area to be
treated. Rinse a washcloth in the basin and
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wring it out. Cover the area to be treated with

a towel. Apply the cold washcloth to the area
as directed (Fig. 14-44). Change washcloths
often to keep the area cold.

Fig. 14-44. Wring out the washcloth before applying it to
the area to be treated.

5 Check the area after five minutes for blisters,
or pale, white, or gray skin. Stop treatment if
the client complains of numbness or pain.

6. Remove compress after 20 minutes or as of-
dered in the care plan. Give the client towels
as needed to dry the area.

7. Empty, clean, and store the basin. Put laun-
dry in the hamper.

8. Wash your hands.

9. Document the time, length, and site of pro-
cedure. Report the client’s response and any
observations about the skin.

6. Explain how to apply nonsterile
dressings

Sterile dressings cover new, open, Ot drain-

ing wounds. A nurse changes these dressings.
Nonsterile dressings are applied to dry, closed
wounds that have less chance of infection. Home
health aides may change nonsterile dressings.

Changing a dry dressing using nonsterile

technique

Equipment: package of 4"x4” gauze dressings, adhe-
sive tape, scissors, 2 pairs of gloves, plastic bag

1. Wash your hands.
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2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. With scissors, cut pieces of tape long enough
to secure the dressing. Hang the tape on the
edge of a table within reach. Open the gauze
package without touching the gauze. Place
the opened package on a flat surface.

5. Put on gloves.

6. Remove soiled dressing by gently peeling the
tape toward the wound. Lift the dressing off
the wound. Do not drag it over the wound.
Observe the dressing for odor or drainage.
Notice the color and size of the wound. Dis-
card used dressing in the plastic bag.

7. Remove your gloves and discard them in the
plastic bag. Wash your hands.

8. Puton clean gloves. Touching only the outer
edges of new four-inch gauze, remove it from
the package. Apply it to the wound. Tape
gauze in place. Secure it firmly (Fig. 14-45).

-

Fig. 14-45. Tape gauze in place to secure the dressing. Do
not completely cover all aregs of the dressing with tape.

9. Discard supplies.
10. Remove and discard your gloves.
11. Wash your hands.

12. Document the procedure and your
observations.

- More information on dressings can be found in

the Appendix at the back of this textbook.

7. Describe the purpose of elastic
stockings and how to apply them

For some cases of poor circulation to legs and
feet, elastic stockings are ordered. These special
stockings help prevent swelling and blood clots.
They promote blood circulation. Elastic stock-
ings are also known as antiembolic Or compression

- stockings or TED hose. They are referred to as an-

tiembolic because they help prevent embolisms.
An embolism is an obstruction of 4 blood vessel,
usually by a blood clot. The embolism can travel
from where it was formed to another part of the
body, blocking blood flow. It can cause serious
damage and even death.

Elastic stockings may either be knee-high or
thigh-high. They need to be put on in the morn-
ing, before the client gets out of bed. Legs are at
their smallest size then. The stockings are usu-

- ally removed in the evening,

Putting elastic stockings on a client >
Equipment: elastic stockings
1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. The client should be in the supine position
(on her back) in bed. With the client lying
down, remove her socks, shoes, or slippers,
and expose one leg. Expose no more than
one leg at a time,

5. Take one stocking and turn it inside out at
least to the heel area (Fig. 14-46).



Fig. 14-46. Turning the stocking inside out allows the
stocking to roll on gently.
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Fig. 14-48. Make stocking smooth. Twists or wrinkles
cause the stocking to be too tight, which reduces
circulation.

6. Gently place the foot of the stocking over
toes, foot, and heel (Fig. 14-47). Make sure
the heel is in the right place (the heel of the
foot should be in the heel of the stocking).

Fig. 14-47. Place the foot of the stocking over the toes,
foot, and heel. Promote the client’s comfort and safety.
Avoid force and overextension of joints.

7. Gently pull the top of stocking over foot,
heel, and leg.

8. Make sure that there are no twists and

wrinkles in the stocking after it is on the leg.
It must fit smoothly (Fig. 14-48). Make sure
the heel of the stocking is over the heel of the
foot. If the stocking has an opening in the toe
area, make sure the opening is either over

or under the toe area, depending upon the
manufacturer’s instructions. Adjust if needed.

9. Repeat steps 5 through 8 for the other leg.
10. Wash your hands.

11. Document the procedure and your observa-
tions. How did the skin appear? Were there
any changes in color or temperature? Were
there any sores or swelling on the legs? If the
client complains of pain, numbness, or tin-
gling, remove the stockings and contact your
supervisor.

Elastic stockings should be removed at least
once a day, as directed in the care plan. After
removing them, bathe the skin underneath, dry
the skin, and reapply them. Observe the skin for
changes in color, temperature, and swelling or
sores. Report any changes to your supervisor.

8. Define ostomy and list care guidelines

An ostomy (OS-toh-mee) is the surgical creation
of an opening from an area inside the body to
the outside. The terms colostomy (koh-LOS-toh-
mee) and ileostomy (il-ee-OS-toh-mee) refer to the
surgical removal of a portion of the intestines.

In a client with one of these ostomies, the end of
the intestine is brought out of the body through
an artificial opening in the abdomen. This open-
ing is called a stoma (STOH-ma). Stool, or feces,
is eliminated through the ostomy rather than
through the anus. An ostomy may be neces-
sary due to bowel disease, such as diverticulitis,
Crohn’s disease, or colon cancer. It may be tem-
porary or permanent.
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The terms colostomy and ileostomy indicate what Many people manage the ostomy appliance by
section of the intestine was removed and the themselves. Employers should provide training
type of stool that will be eliminated. A colos- before home health aides provide this care and
= tomy is a surgically created opening into the will let them know what specific care is allowed.
“_5 large intestine to allow stool to be expelled. With
S a colostomy, stool will generally be semisolid. An Guidelines: Ostomy Care
:E; ileostomy is a surgically created opening into :
T the end of the small intestine to allow stool to be G Always wash hands carefully and wear gloves
§ expelled. Stool will be liquid and may be irritat- when providing ostomy care. Follow Standard
ing to the client’s skin. Precautions.

Clients who have had an ostomy wear a dispos- G Help clients with ostomies wash their hands
able pouching system that fits over the stoma properly.

to collect the feces (Fig. 14-49). The pouching
system is attached to the skin by adhesive, and a

belt may also be used to secure it.

G Make sure that the client receives regular,
careful skin care. Observe and report any
changes in the skin to help prevent skin

. breakdown.

/
- I -~

24 ) G Empty and clean the ostomy pouch whenever
stool is eliminated.
G Skin barriers protect the skin around the
stoma from irritation by the waste products
and/or the adhesive material that is used to
/ 4 secure the pouch to the body. Barriers may
come in the form of a powder, gel, cream,

ring, paste, wafer, or square.

G Clients who have an ileostomy may experi-
ence food blockage. A food blockage is a
& ﬁ \ large amount of undigested food, usually
\ / v high-fiber food, that collects in the small
——— intestine and blocks the passage of stool.
i Food blockages can occur if the client eats
large amounts of foods that are high in fiber
= and/or if the client does not chew the food
=l - i well. Follow the diet instructions in the care
= plan. Chapter 22 contains more information
about helping a client eat.
. j G Encourage fluids and proper diets. Clients
_ N with ileostomies need to drink plenty of
Fig. 14-49. The top and middle photos show an os- fluids because they lose extra liquid in their
tomy drainage pouch and a skin barrier for a drainable stools. They may also be on high-potassium
(reusable) system. The bottom photo shows a closed diets due to rapid elimination.
(disposable) system that is only used once before being
discarded. (noros cousresy of HovusTer incorpoRaTED, LiggRTVILLE, iLLINOIS, . Many clients with ostomies feel they have

WWW.HOLLISTER,.COM)

lost control of a basic bodily function. They




may be embarrassed or angry about the osto-
my. Be sensitive and supportive when work-
ing with these clients. Always provide privacy
for ostomy care. Behave professionally and
do not act uncomfortable with any aspect of
ostomy care.

Ostomy pouches are made to be odor resis-
tant. If odors are present, it may be due to a
leak or improper cleaning. Report odors to
your supervisor.

Observe how the client is reacting to the
ostomy and his general attitude. Report any
emotional or physical problems with adjust-
ing to the ostomy to your supervisor.

Most agencies will not allow HHAs to care
for a new ileostomy or colostomy or an ileos-
tomy or colostomy that shows any problem,
such as skin irritation. Follow your agency’s
policies. If you have any questions, discuss
them with your supervisor.

Observing and Reporting: Ostomies

Changes in color, amount, frequency, or odor
of stool

Any skin changes at stoma site, such as
sores, excessive redness, or swelling

Leaking stool

Absence of stool

Watery stool with green, stringy material
Abdominal cramps

Vomiting

Caring for an ostomy

Equipment: disposable bed protector, bath blanket,
clean ostomy pouching system, belt (if needed),
disposable wipes (made for ostomy care), basin

of warm water, washcloth, 2 towels, plastic bag,
gloves

1. Wash your hands.
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2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy for the client.

4. Ifthe bed is adjustable, adjust the bed to a
safe level, usually waist high. If the bed is
movable, lock the bed wheels.

5. Put on gloves.

6. Place the bed protector under the client.
Cover the client with the bath blanket. Pull
down the top sheet and blankets. Expose only
the ostomy site. Offer the client a towel to
keep clothing dry.

7. Undo the ostomy belt if used. Remove the
ostomy pouch carefully. Place it in the plastic
bag. Note the color, odor, consistency, and
amount of stool in the pouch.

8. Wipe the area around the stoma with dis-
posable wipes for ostomy care. Discard the
wipes in the plastic bag.

9. Using a washcloth and warm water, wash the
area in one direction, away from the stoma
(Fig. 14-50). Rinse. Pat dry with another
towel.

Fig. 14-50. Wash area gently, moving in one direction,
away from the stoma.

10. Place the clean ostomy drainage pouch on
the client, following your supervisor’s instruc-
tions. Hold in place and seal securely. Make
sure the bottom of the pouch is clamped.

11. Remove the disposable bed protector and
discard. Place soiled linens in proper contain-
ers. Discard the plastic bag properly.
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12. Remove and discard your gloves.
13. Wash your hands.
14. Return bed to lowest position if adjusted.

15. Document procedure and any observations.
Note any changes to the stoma and sur-
rounding area. A normal stoma is red and
moist, and looks like the lining of the mouth.
Call your supetrvisor if stoma appears very red
or blue or if swelling or bleeding is present.
Report any sign of skin breakdown around
the stoma.

The Appendix at the back of this book contains
more advanced information on colostomies for
HHAs who are allowed to provide this care.

Gastrostomies, tracheostomies, and urostomies
are other types of ostomies. A gastrostomy is

a surgically created opening into the stomach
from the abdomen wall. A tracheostomy is a
surgically created opening through the neck into
the trachea. A urostomy is a surgically created
opening to divert urinary flow away from the
bladder. More information on gastrostomies is in
Chapter 22. More information on tracheostomies
is in the Appendix at the back of the book.

9. Describe how to assist with an elastic
bandage

Elastic bandages, also called nonsterile bandages,
self-adhering bandages, ACE bandages, or ACE
wraps, are stretchy bandages that are used to
hold dressings in place, secure splints, and sup-
port and protect body parts (Fig. 14-51). In addi-
tion, these bandages may decrease swelling that
occurs from an injury.

HHAs may be required to assist with the use of
an elastic bandage. Duties may include bringing
the bandage to the client, positioning the client
to apply the bandage, washing and storing the
bandage, and documenting observations. Some
states may allow HHAs to apply and remove

~ elastic bandages. If allowed to assist with these
- bandages, the HHA can follow these guidelines:

Fig. 14-51. This is one type of elastic bandage.

Guidelines: Elastic Bandages

Keep the area to be wrapped clean and dry.

G Apply elastic bandages snugly enough to
control bleeding and prevent movement of
dressings. However, make sure that the body
part is not wrapped too tightly, which can
decrease circulation.

G Wrap the bandage evenly, in a figure eight
pattern, so that no part of the wrapped area
is pinched.

G Do not tie the bandage because this cuts off
circulation to the body part; the end is held in
place with special clips, tape, or Velcro.

G Remove the bandage as often as indicated in
the care plan.

G Check the bandage often because it can
become loose, which causes it to lose effec-
tiveness, or it can become bunched up,
which causes pressure and possible
discomfort.

G Check on the client 10-15 minutes after the
bandage is first applied to see if there are any
signs of poor circulation. Signs and symp-
toms of poor circulation include the
following:

e Swelling

o Pale, gray, cyanotic (bluish), or white skin



o Shiny, tight skin

e Cold skin

e Sores

» Numbness

o Tingling

¢ Pain or discomfort

Loosen the bandage if you note any signs
of poor circulation and call your supervisor
immediately.

Chapter Review

1.
2.

10.

11.

12.
13.
14.

List four vital signs that must be monitored.

What are the sites for measuring the body’s
temperature?

Which temperature site is considered to be
the most accurate?

What is the most common site for monitor-
ing the pulse?

Where is the apical pulse located?

Why should respirations be counted imme-
diately after measuring the pulse rate?

List and define the two phases of measuring
blood pressure.

List seven measures to reduce pain.

Why must HHAs report any weight loss or
gain that a client has?

List the types of specimens HHAs may be
asked to collect.

When is the best time of day to collect a spu-
tum specimen?

What is a clean-catch urine specimen?
Define fluid balance.

How many milliliters (mL) are equal to one
ounce (0z)?

15.

16.

17.

18.

19.

20.

21.
22.
23,

24.
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A home health aide serves Mrs. Wyant a
glass of milk. The HHA knows the glass
holds 180 milliliters (mL). Mrs. Wyant fin-
ishes most, but not all, of the milk. The
HHA measures the leftover milk, and it is %
cup. How many milliliters of milk are left?

Ms. Cahill drinks tea in the morning. Her
mug holds 10 ounces, and 3 ounces are left
in the mug. What was her input in millili-
ters (mL)?

Why must an HHA document emesis
(vomitus)?

Why should the catheter drainage bag always
be kept lower than the hips or the bladder?

Why should catheter tubing be kept as
straight as possible?

What are the benefits of warm applications?
What are the benefits of cold applications?

When are nonsterile dressings usually used?
When should elastic stockings be applied?

How often should an ostomy pouch be
emptied?
List six signs of poor circulation that an

HHA should look for when an elastic ban-
dage is applied.
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15

Medications and
Home Care

1. List four guidelines for safe and proper
use of medications

People who need home care often need medica-
tions. Clients who have problems such as coro-
nary artery disease, high blood pressure, and
diabetes may take many drugs, all with different
purposes and effects. Home health aides do not
usually handle or give medications. However,
HHAs need to understand the kinds of medi-
cine clients may be taking. They also need to
know what to do if a client experiences side ef-
fects or refuses to take medication.

Guidelines: Safe and Proper Use of Medications

G Never handle or give medications unless you
are specifically trained and assigned to do so.
Do not touch the inside of a medicine bottle
or the pills or medicines themselves. Do not
put any medication into a client’s mouth.
Handling or giving medication can have seri-
ous consequences. Only people who have

—had-special-training-are-allowed to give— - -~ —

medications.

G Observe clients taking their medication.
Although you cannot handle or give medi-
cation, you can remind clients to take their
medications. You can also bring medication
containers to clients, and provide water or
food as needed to take with the medication.
Always observe, report, and document as
appropriate.

Technology in

G Know the difference between prescription and
nonprescription (over-the-counter, or OTC)
medication. Antibiotics (such as penicillin),
heart medication (such as nitroglycerin), and
potent pain medication (such as codeine) are
examples of prescription drugs. Aspirin or
cold medications, such as decongestants, are
over-the-counter drugs (Fig. 15-1).

. T TR g

Fig. 15-1. Be aware of all medications a client is taking.
Know the difference between prescription and over-the-
counter medications.

G Be aware of all medications a client is tak-
ing. There are many possible side effects
and interactions among medications. Watch
for symptoms such as itching, trembling or
shaking, anxiety, stomachache, diarrhea, con-
fusion, vomiting, rash, hives, or headache.
Any of these symptoms could indicate a side
effect or interaction. Report any of these
symptoms to your supervisor.



2. Identify the “rights” of medications

Knowing the five basic “rights” of medications
will help prevent mistakes.

1. The Right Client: Always check the label on
the medication container to make sure the
client’s name is on it.

2. The Right Medication: Check the expiration
date and the name of the medication be-
fore giving the container to the client. Make
sure the medication name on the container
matches the name listed in the care plan.

3. The Right Time: Make sure the instructions
on the medication label about what time or
how often to take the medication match the
instructions in the care plan.

4. 'The Right Route: Check the label for instruc-
tions on how the medication is to be taken.
Make sure the instructions on the label
match those in the care plan.

5. The Right Amount: Make sure the instruc-
tions on the container label for how much
medication to take match the instructions in
the care plan.

An HHA should call her supervisor if the medi-
cation label and the care plan do not agree on
any of the five rights. She should also call her
supervisor if there is not enough information
on the label or in the care plan, or if there is an-
other problem with the medication (for example,
the client’s name is not on the container).

Some rights have been added to this list in
recent years in an effort to reduce medication
errors. They include things like the right docu-
mentation, right reason, right response, right to
refuse, and right equipment. Not all agencies use
this longer list, so HHAs should follow agency

policy.
Dosages

Prescription medication comes from the pharmacy
with the instructions printed on the label (Fig. 15-2).
The information listed on the label includes the
name of the medication, dosage instructions, how
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the medication should be taken, the quantity of
medication included, the amount of refills allowed,
the medication’s expiration date, and any specific
warnings. The patient’s name and the pharmacy's
name and contact information are also included.

When assisting a client to self-administer medica-
tion, the HHA should read the directions on the bot-
tle before handing the bottle to the client. Dosage
means how much medication should be taken each
time (the right amount). A capsule, tablet, or pill will
be ordered with both the strength of one pill and
how many are to be taken each time. For example,
the bottle may read Zolpidem 10 mg tablets, take one
tablet by mouth at bedtime as needed.

The label will state how the medication should be
taken (the right time and route). For example, the
zolpidem should be taken by mouth at bedtime.
Sometimes the prescription states to Take as needed.
This means the client is not required to take the
drug; the drug should be taken when the client has
symptoms. The zolpidem is to be taken as needed
for sleep. However, medications that are ordered as
needed will have a maximum daily dose/limit stated
on the label.

Liquid oral medications may be ordered in tea-

spoons, tablespoons, or milliliters. The HHA should
provide the client an oral syringe or medication dos-
ing cup—not a spoon used at the table (and ideally
not a measuring spoon used for cooking either)—to
measure the dose. Medications which are to be put
into the eyes or ears will be labeled with the number
of drops per dose. A nasal spray label will state how
many sprays are in one dose. Medications for inhal-
ers may be pre-measured into dose-sized packages.

The HHA should learn the abbreviations that are ap-
proved by his agency, and he should always call his
supervisor if he has a concern or question.

1
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Fig. 15-2. Medications come with instructions from the
pharmacist. Instructions include the dosage and when
and how to take the medication.
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3. Explain how to assist a client with - Remind the client when it is time for
self-administered medications medication.

Some elderly people have a hard time remem- »  Check for the right person, medication,

bering to take all their medications. In addition,

there may be instructions to remember. Ex- « Read the medication label for the client.
amples of instructions include taking pills with

time, expiration date, route, and amount.

+ Identify the container and bring the bottle or

food or on an empty stomach, or drinking plent ) L .
Pty & ety container of medication to the client.

of fluids. HHAs must pay close attention to the

medication schedule. The nurse usually sets »  Bring the client equipment needed to pre-
this schedule. HHAs should become familiar pare and self-administer medication.

with all doctors’ instructions on how and when
to take medications and should use forms as or-
dered (Fig. 15-3). If the specified time for a dose
passes, an HHA should remind the client to take
the medicine. If a client does not take a medica-
tion that has been ordered, it should be reported «  Open and close containers.
to the supervisor.

« Provide food or water to take with the medi-
cation as directed.

+  Shake liquid medications if ordered by the
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care plan.

« Position the client for taking the medication.

MEDICATION PROFILE
S ———————— P : «  Observe the client taking the medication.

Fluamacy Nare — Phone W ___ FAX ¥,
Heighl Waigh! Type of venous access (il mpphcatin|
Allergies: 0l Nong known Ol Yes (il yas, lisl and asplain 6,9, rash, hives, swelling)

«  Document that the client took the medica-

Modicalions adminislered by: 0 Sell 1 CarogivorFamly QAN OlOther_____ -
Mediplanner filed: 1Yas QI No Il yes, by wiiam, __ How olien b H > :
Hospes il ordrs medeatons: Oes DN G O : tion, the time, and any other medications or
MEDICATIONS (includes all prescription, Q.T.C. and home remedies)
*medications wr

et : i food taken at the same time.

+  Report any possible reactions to the supervi-
_ sor. Call the supervisor if there are any prob-
- N — ! lems or questions.

« Clean and store or properly dispose of spe-
cial medication equipment after use.

[ [ veoumiat ealing
| Hepann UI‘ﬂ'_.'_J_IIL L 1 3

| Slueily wattnr il { i | . .

it i « Return the medication to storage.
Dovice{s):  ngbulizer {type)

(Vpse: UYes UNo

Home health aides are NOT allowed to do any of

Fooviow Fevme camé | s Ous Dms Data Pite Paw 7 N

Lishelisdmed ol [0y gy | oy on | oy on | ov aw | ov an | av ok the fol]_own’lg:

Z Eailicant et nfiects Qv Om | Ov aW | av an | O aW | Qv an | a¥ dan

Firmleoa g uv 9N [ oy on | ay oN | av aN | av oN | ay aw :

T g | v o | Sran [ oy aw [ ovan[avan awan||  +  Break apart or crush capsules or tablets.

3 voni il o 0 L L e L I A e I :

7 i s s —ore 0| a || ov-aw oo T avan|| ¢ o Mix medication with food or drink.

e o™= | oy aw | ov an | ov an | av e | ov on | ay as

L vl i . i J| : = Pour or mix medication from one bottle

IEENE TN IR, BRIGGSHealthcare MEDICATION PROFILE 0 R .

Pat 1 - GinealFocord__ art 2. Care Coordiaton into another, even if both contain the same

Fig. 15-3. Many home health agencies use medication | medicine.
forms to help the client or aide document the client's o ] ) )
self-medication. (REPRINTED WITH PERMISSION OF BRIGGS HEALTHCARE®, ° TOU.Ch medlcatlon dlreCﬂy Wlth thelr handS.

BRIGGSHEALTHCARE.COM, 800-247-2343)

«  Assist with self-administration of medication

client with self-medication in these ways: ' the label.



« Assist with medication whose label has been
removed or changed.

. Assist with medicine if the medication name
does not match the name in the care plan.

« Use appearance alone to identify a
medication.

« Assist the client in taking more or less of a
medication than is ordered.

« Remove or change a medication label.

. Assist the client with medicine at a time
when it is not ordered.

+  Provide the wrong liquid for swallowing
medications.

« Put medication into the client’s mouth.

« Draw up a solution for injections.

«  Give the client an injection.

. Dispose of used injection needles/syringes.

. Insert suppositories or other medication into
the rectum.

. Insert or apply vaginal medication.

. Do special cleaning of the client’s eyelids or
eyelashes to prepare for eye medications.

« Put drops into the eye, ear, or nose.
«  Apply prescription medications to the skin.

Some clients have reactions to certain medi-
cations, and some medications may interact

with others, causing problems. To avoid these
problems, all medication that is taken must be
documented. The HHA should report drugs, pre-
scription or nonprescription, that the client takes
that are not part of the care plan. Even a pill as
common as aspirin should be noted. Reporting
and documenting any reactions the client may
have to medications is important.

Avoiding certain foods or substances can be im-
portant when taking certain medications. For
example, drugs that have sedative or calming ef-
fects should never be mixed with alcohol. If the
client does not follow these restrictions, the HHA
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must notify her supervisor immediately. The doc-
tor and pharmacist will inform the client and the
family of any possible side effects from the medi-
cation. Common side effects include dizziness,
drowsiness, headache, nausea and vomiting, and
confusion. More serious side effects occur when
there is an allergic reaction to the medication.
Allergic reactions with symptoms like hives,
fever, rash, or difficulty breathing can be life-
threatening. They may require emergency help.

4, |dentify observations about medications
that should be reported right away

If a client shows signs of a reaction to a medica-
tion, or complains of side effects, the HHA must
report it right away. Her supervisor can assess
whether or not the symptom is caused by the
medication. The HHA's responsibility is to report
her observations.

Observing and Reporting: Medications

9 Dizziness or fainting
% Nausea, vomiting, or diarrhea
9 Rash, hives, or itching

9% Difficulty breathing or swelling of the throat
or eyes

9k Drowsiness

9 Headache or blurred vision
9% Abdominal pain

% Any other unusual sign

In addition, report any of the following problems
immediately:

o Client refuses to take the medication as
directed.

9% Client takes the wrong dose (amount) of med-
ication.

% Client takes the medication at the wrong time.
9% Client takes the wrong medication.

% A medication container is missing or empty.
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Medications and Technology in Home Care
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5. Describe what to do in an emergency
involving medications

If a client has a severe allergic reaction to a
medication, takes the wrong dose, or takes
medications together that cause complications,
emergency medical treatment is necessary. An
overdose, whether it is accidental or intentional,
must be treated as poisoning. The HHA must
call the local poison control center immediately
and should follow their instructions (aapcc.org).
Poison control will send paramedics if needed.

For severe drug reactions or interactions, the
HHA should call 911 for emergency help. She
should slay with the client and not give any
liquids, food, or other medications unless in-
structed to do so by emergency personnel.
The supervisor should be notified as soon as
possible.

6. Identify methods of medication storage

When assisting with the proper storage of
medications, the HHA should follow these
guidelines:

Guidelines: Proper Storage of Medications

G Keep the client’s medications in one place,
separate from medicine used by other mem-
bers of the household.

G Ifthere are young children or a disoriented
elderly person in the home, recommend to
the family that medications be locked away.

G All medications should be kept in childproof
containers if children are in the home. To
avoid an accidental overdose, keep medica-
tions out of reach of children.

G If medicine requires refrigeration, store the
bottle toward the back on an upper shelf, out
of a child’s reach (Fig. 15-4).

G Store all medications away from heat and
light.

G The client or a family member should dis-
card medications that have expired, are
not labeled, or are discolored. Medications
should not be discarded in the trash: children
or animals may have access to them. Ask
your supervisor for specific disposal instruc-
tions if the client or family will not dispose of
expired medications. Do not dispose of them
yourself.

Fig. 15-4. Store medication properly. Keep medications
out of the reach of children.

7. Identify signs of drug misuse and
abuse and know how to report these

Drug misuse and abuse may be accidental or de-
liberate. It includes the following:

+  Refusing to take medications

« Taking the wrong dose or taking it at the
wrong time

+ Mixing medication with alcohol
«  Taking drugs that have not been prescribed
« Taking illegal drugs

«  Sharing drugs with others

- Misuse and abuse of drugs is extremely danger-

ous. It can even be fatal.

If a client refuses to take certain medications, an
HHA can explain that recovery often depends
on taking the right medication. If the client still

 refuses, the HHA should notify his supervisor.

The HHA should not push the client to take
the medication, but he can try to find out what
is making the client reluctant to take it. Get-
ting the client to express concerns may help the



HHA give information to the care team. A doc
tor or nurse can then either persuade the client
to take the medication or adjust the treatment.

People may avoid taking prescribed medication
because they cannot afford it or because they
have difficulty obtaining it. Sometimes the cli-
ent is confused about which drugs to take, at
what hour, and in what quantities. Home health
aides can help. If the client wants to know why
he needs to be taking certain medications, an
HHA can ask the nurse or doctor to provide an
explanation. People who have conditions that
affect mental function, such as dementia, will
greatly benefit from friendly reminders. Other
reasons people do not take medication are that
they dislike the side effects and they have dif-
ficulty swallowing pills. These problems can be
overcome once the supervisor is aware of them.
HHAs should be alert to the signs of misuse or
abuse and report them immediately.

Observing and Reporting: Drug Misuse and
Abuse

9 Depression

% Anorexia

9 Change in sleep patterns

% Withdrawn behavior or moodiness
9r Secrecy

9r Verbal abusiveness

% Poor relationships with family members

The drugs that pose the highest risk for causing
drug dependency are pain medications, tranquil-
izers, muscle relaxers, and sleeping pills. Chap-
ter 18 contains more information about opioid
painkillers and dependency.

8. Demonstrate an understanding of
oxygen equipment

Oxygen therapy is the administration of
oxygen to increase the supply of oxygen to the
lungs. This increases the availability of oxygen to
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the body tissues. Oxygen therapy is used to treat
breathing difficulties and is prescribed by a doc-
tor. Home health aides should never stop, adjust,
or administer oxygen for a client.

Oxygen will be delivered to the home in cylin-
ders or tanks or produced by an oxygen concen-

~ trator. Compressed oxygen and liquid oxygen are

stored in tanks of varying sizes (Fig. 15-5). An
oxygen concentrator produces and distributes
oxygen, but does not store oxygen. The agency
that supplies the oxygen will service the equip-
ment and provide training on its use.

Fig. 15-5. This is one type of oxygen tank.

Some clients receive oxygen through a nasal
cannula (KAN-ye-la). A nasal cannula is a piece
of plastic tubing that fits around the face and is
secured by a strap that goes over the ears and
around the back of the head. The face piece has
two short prongs made of tubing. These prongs
fit inside the nose, and oxygen is delivered
through them (Fig. 15-6). A respiratory therapist
fits the cannula. The length of the prongs (usu-
ally no more than half an inch) is adjusted for
the client’s comfort. The client can talk and eat
while wearing the cannula.

Fig. 15-6. A nasal cannula.
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An oxygen concentrator is a box-like device
that changes air in the room into air with more
oxygen. Oxygen concentrators are quiet ma-
chines. They can be larger units or portable
ones that can move or travel with the client (Fig.
15-7). They have at least one filter that typically
needs to be cleaned once per week. Oxygen con-
centrators run on electricity. They are plugged
into wall outlets and are turned on and off by a
switch. It may take a few minutes for the oxygen
concentrator to reach full power after it is turned
on. Clients who use oxygen concentrators will
often have a backup oxygen tank available in
case of a power outage.

Fig. 15-7. These are a type of oxygen concentrator.

(PHOTOS COURTESY OF PHILIPS, WWW.USA.PHILIPS.COM, 1-800-744-5477)

Clients who do not need concentrated oxygen all
the time may use a face mask when they need
oxygen. The face mask fits over the nose and
mouth. It is secured by a strap that goes over
the ears and around the back of the head. Plastic
tubing connects the mask to the oxygen source.
The mask should be checked to see that it fits
snugly on the client’s face, but it should not
pinch the face. It is difficult for a client to talk
when wearing an oxygen face mask. The mask
must be removed for the client to eat or drink
anything.

Oxygen is a very dangerous fire hazard because
it makes other things burn (supports combus-
tion). Combustion (kom-BUS-chuhn) means the
process of burning. Working around oxygen re-
quires special safety precautions.

Guidelines: Working Safely around Oxygen

G Post No Smoking and Oxygen in Use signs.
Never allow smoking in the room or area
where oxygen is used or stored.

G Remove all fire hazards from the area. Fire
hazards include electrical equipment, such as
electric razors and hair dryers. Other fire haz-
ards are cigarettes, matches, space heaters,
and flammable liquids. Flammable means
easily ignited and capable of burning quickly.
Examples of flammable liquids are alcohol
and nail polish remover. Read the labels on
liquids if you are unsure. If they say flamma-
ble, remove them from the area. Notify your
supervisor if a fire hazard is present and the
client does not want it removed.

G Do not burn candles, light matches, or use
lighters around oxygen. Any type of open
flame near oxygen is a dangerous fire
hazard.

G Do not use oxygen near wood-burning or gas
stoves, gas space heaters, or fireplaces.

G Do not use an extension cord with an oxygen
concentrator.

G Do not place electrical cords or oxygen tub-
ing under rugs or furniture.

G Avoid using fabrics such as nylon and wool
that can cause static electricity discharges.

. Oxygen can be irritating to the nose and
mouth. The strap of the nasal cannula or face
mask can also cause irritation around the
ears. Check the nasal area and behind the
ears for signs of irritation. Report and docu-
ment any irritation you observe.

G Do not use any petroleum-based products,
such as Vaseline or Chapstick, on the client
or on any part of the cannula or mask. Oil-
based lubricants can be a fire hazard.

G Learn how to turn oxygen off in case of fire.
Never adjust the oxygen setting or dose.



In addition, follow these guidelines for oxygen
tanks, liquid oxygen, and oxygen concentrators:

For clients using oxygen tanks:

Count and record pulse and respirations
before and after the client uses the oxygen
tank to see if there are any changes.

The flow meter shows how much oxygen
is flowing out to the client at any time. It
should be set at the amount stated in the
care plan. If it is not, report this to your
supervisor. Do not adjust the oxygen level.

Make sure the humidifying bottle has dis-
tilled water in it and is attached correctly.
Wash the humidifying bottle according to
the care plan or equipment supplier’s
instructions.

Change the nasal cannula when ordered. It
will need to be changed when it is hard or
cracked, at least once every two weeks. It
should also be changed after the client has
had a cold or the flu. Wash the plastic tubing
once or twice per week with soap and water
and rinse it well.

Make sure the oxygen tank is secured and
will not tip over.

For clients using liquid oxygen:

Turn off supply valves when the reservoir is
not in use.

Do not tip the reservoir on its side.

Make sure the reservoir is not in a closet,
cupboard, or other closed-in space.

Do not cover the reservoir with bed linens or
clothing.

When lifting the reservoir, lift with two hands.

Do not roll the reservoir or walk it on its
edge.

Do not touch frosted parts of the equipment,
because the cold can cause frostbite. Do not
touch liquid oxygen; it can also cause frost-
bite. Report if the reservoir is leaking.
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For clients using oxygen concentrators:

Count and record pulse and respirations
before and after client uses the oxygen con-
centrator to see if there are any changes.

The oxygen concentrator dial must be set at
the same rate as indicated in the care plan. If
it is not, report this to your supervisor. Do not
adjust the oxygen level.

Check the humidifying bottle each time the
device is used to see that it has distilled water
in it and that it is screwed on tightly. Distilled
water, not tap water, must be used because
minerals in tap water may clog the tubing.

Make sure the concentrator is in a well-venti-
lated area, at least six inches from a wall.

Because the air filter cleans the air going
into the machine, brush it off daily to remove
dust.

Humidifier

A humidifier is a device that puts moisture into

the air. Clients who use oxygen equipment or who
have breathing problems may use humidifiers. Mak-
ing the air moist or humid can make clients more
comfortable.

There are different types of humidifiers; some hu-
midifiers put warm moisture into the air and some
put cool moisture into the air.

For cleaning and care of a humidifier, the HHA
should follow the manufacturer's instructions. Be-
cause pathogens grow in moist areas, the water tank
of the humidifier should be washed often. Other
HHA responsibilities may include adding water to
the humidifier when needed, and possibly adding
special tablets to prevent mineral buildup.

9. Explain care guidelines for intravenous
(V) therapy

Intravenous (in-tra-VEE-nus) therapy, often
called IV therapy, is the delivery of medication,
nutrition, or fluids through a vein. When a
doctor prescribes IV therapy, a nurse inserts a
needle or tube into a vein. This allows direct ac-
cess to the bloodstream. Medication, nutrition,

o
S
o
O
U
S
o]
T
=
>
oo
2
o]
<
=
ot
'_
Re]
<
©
%]
c
o]
E=]
m
s
Be]
©
=



IS

Medications and Technology in Home Care

286

or fluids either drip from a bag suspended on a
pole or are pumped by a portable pump through
a tube and into the vein (Fig. 15-8). Some clients
with chronic conditions may have a permanent
opening for IV lines, called a port. This opening

has been surgically created to allow easy access
for IV fluids.

I ===
s |
s

Fig. 15-8. A client receiving intravenous medication.

Home health aides never insert or remove IV
lines. They are not responsible for care of the IV
site. Their only responsibility for IV care is to re-
port and document any observations of changes
or problems with the IV line.

Observing and Reporting: |Vs

Report any of the following to your supervisor:
%= The tube/needle falls out or is removed
% The tubing disconnects

% The dressing around the IV site is loose or
not intact

%k Blood is in the tubing or around the site of P

the IV
% The site is swollen or discolored

9 The bag is broken, or the level of fluid does
nhot seem to decrease

%% The IV fluid is not dripping or is leaking
%k The IV fluid is nearly gone

& The pump beeps, indicating a problem

%k The pump is dropped

The client complains of pain or has difficulty
breathing

The home health aide should document his ob-
servations, any instructions received from his
supervisor, and the care he provided. The HHA
should not do any of the following when caring
for a client who has an IV:

+  Measure blood pressure on an arm with an
IV line

+  Get the IV site wet

+  Pull or catch the tubing on anything, such
as clothing (special gowns with sleeves that
snap and unsnap are available to lessen the
risk of pulling out IV lines)

+ Leave the tubing kinked

-+ Lower the IV bag below the IV site

«  Touch the clamp

+  Disconnect the IV from the pump or turn
off the alarm

Assisting in changing clothes for a client who

has an IV

Equipment: clean clothes
1. Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide privacy if the client desires it.

4. Wash your hands.

5. Ifthe bed is adjustable, adjust the bed to its
lowest position. If the bed is movable, lock
the bed wheels.

6. Assist the client to a sitting position, mak-
ing sure her feet are flat on the floor. Adjust
the bed height if needed (if possible). Let the
client sit for a few minutes to adjust to the
change in position.



7. Ask the client to remove the arm without the
IV from clothing. Assist as necessary.

8. Help the client gather the clothing on the
arm with the V. Carefully lift the clothing
over the IV site and move it up the tubing to-
ward the 1V bag (Fig. 15-9).

o

Fig. 15-9. Make sure clothing does not catch on tubing.

9. Lift the IV bag off its pole, keeping it higher
than the 1V site. Carefully slide the clothing
over the bag. Place the bag back on the pole.

10. Set the used clothing aside to be placed with
the soiled laundry.

11. Gather the sleeve of the clean clothing.

12. Lift the IV bag off its pole and, keeping it
higher than the IV site, carefully slide the
clothing over the bag (Fig. 15-10). Place the
IV bag back on the pole.

Fig. 15-10. Always keep the IV bég higher than the

1V site.

13. Carefully move the clean clothing down the
IV tubing, over the IV site, and onto the cli-

ent's arm.
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14. Have the client put her other arm in the
clothing. Assist as necessary.

15. Observe the |V for on

e minute to make sure

that it is dripping properly (Fig. 15-11). If
it is not dripping at all or if the drops are

coming too slowly or

too rapidly, notify the

supervisor. Make sure none of the tubing is

dislodged and the IV
Make sure the tubing

,\

site dressing is in place.
is not kinked.

properly.

16. Assist the client with changing the rest of her

il
'l\
-
Fig. 15-11. Observe the IV to make sure it is dripping

clothing as necessary.

17. Leave the bed in its lowest position. Place

soiled clothes in the

18. Wash your hands.

laundry hamper.

19. Document procedure and any observations.

Many people use complementary of alternative

health practices. Complementary medicine refers

to treatments that are used in addition 10 conven-
tional medical treatments prescribed by a doctor.

Alternative medicine involves practices and treat-
ments that are used instead of cr_anventi'o_n al meth-

ods. Clients may use any

of the following:
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* Chiropractic medicine concentrates on the spine
and musculoskeletal system. Chiropractors be.
lieve that a misaligned spine can interfere with
the body’s proper function. Chiropractors do not

other joints. They also teach exercises and pro-
vide nutrition and other health counseling.

Heat, cold, and muscle stimulation are used to
improve function. Chiropractors are frequently

consulted for back, neck, and joint pain, as well
as for headaches.

*  Massage therapy manipulates soft body tissues
with touch and Pressure and is used to reduce
stress, promote relaxation, aid circulation, and
give relief from pain.

* Acupuncture is a very old Chinese healing tech-
nique. Very fine needles are inserted into specific
points on the body in order to restore health,
relieve pain, or treat other conditions.

*  Homeopathy involves giving small doses of 5
substance to stimuylate the body’s ability to heal
itself.

* Herbs and other dietary supplements may be
taken for prevention 15 well as treatment of
diseases or conditions, | an HHA knows that a
client js taking herbs or supplements, she should
report this to the supervisor because some can
cause serious problems if taken with certain
medications.

If clients are using complementary or alternative
medicine, the HHA should not make judgments
about treatment or discuss her opinions. She should
not make recommendations about these methods
or offer suggestions. |fan HHA has concerns, she
can talk to her supervisor,

Chapter Review

1. What are four guidelines for promoting safe
and proper use of medications? Briefly de-
scribe why each guideline is important.

2. List five basic ‘rights” of medicationg and

explain what they mean,

3. What does dosage tell a person about

medication?

10.

11.

12.
13.

14,
15.
16.
17.

18.
19.

20.

- What should an HHA do if she notices any

problem with a client’s medication?

List 10 tasks an HHA may perform if
she is instructed to help a client with
self-medication.

List 18 tasks an HHA may NOT do with re-
gard to medications,

What are four signs of an allergic reaction to
a medication?

Name five side effects of medications,

List seven signs an HHA should report im-
mediately to her Supervisor that might indj.
Cate a reaction to medication.

How should an 4 HA treat an overdose?
Whom should she call?

What is the best place to keep medications if
there are young children in the home>

List five signs of drug abuse and misuse.,

What are two common reasong people avoid
taking prescribed medications?

What is a nasal cannula}
What is an OXygen concentrator?
Why is oxygen a dangerous fire hazard)

List two examples of fire hazards that must
be removed from the area when oxygen is in
use.

List two examples of flammable liquids.

What is a home health aide’s only respongi-
bility as far as v therapy is concerned;

What is complementary medicine? What is
alternative medicine?
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Rehabilitation and

Restorative Care

1. Discuss rehabilitation and restorative
care

When a client loses some ability to function due

to an illness or injury, rehabilitation may be or-

dered. Rehabilitation is care that is managed

by professionals to help restore a person to her

highest possible level of functioning. It involves

helping clients move from illness, disability, and

dependence, toward health, ability, and indepen-

dence. Rehabilitation involves all parts of the

person’s disability, including physical needs (e.g.,

eating, elimination) and psychosocial needs (e.g.,

independence, self-esteem). Goals of a rehabilita-

tive program include the following:

« To help a client regain function or recover
from illness

. To develop and promote a client’s
independence

. To allow a client to feel in control of his life

«  To help a client accept or adapt to the limita-
tions of a disability

Rehabilitation will be used for many clients,
particularly those who have suffered a stroke, ac-
cident, joint replacement, or trauma.

When the goals of rehabilitation have been met,
restorative care may be ordered. The goal of
restorative care is to keep the client at the level
achieved by rehabilitative services. Restorative
care works to maintain a client’s functioning,
to improve her quality of life, and to increase
independence.

- Both rehabilitation and restorative care use a ho-
-~ listic, person-centered approach. Because home
~ health aides spend many hours with clients, they

are a very important part of the team. They play

* a critical role in helping clients recover and re-
~ gain independence.

Rehabilitation is one of the great joys of working

~ as a caregiver. HHAs should enjoy seeing clients

progress toward independence or recovery and

-~ take pride in their contributions to clients’ im-
proving health.

2. Explain the home care rehabilitation
model

" Home health aides who work with clients who
" need rehabilitation or restorative care will be

- working as part of a team (Fig. 16-1). Some dif-
. ferent members of the team and their roles are
listed below.

~ Fig. 16-1. A team of specialists, including doctors, nurses,
physical therapists, and other kinds of therapists, helps as-

sist clients with rehabilitation.
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The physician and nurses will establish-goals
of care. These include promoting independence
in activities of daily living (ADLs) and restoring
health to optimal condition.

The physical therapist, occupational therapist,
and/or speech-language pathologist will work
with the client to help restore or adapt specific
abilities (Fig. 16-2). Mental health profession-
als such as therapists, psychologists, or other
counselors may see the client to help promote
attitudes of independence and acceptance. The
effects of the illness or injury cannot always be
reversed. Mental health professionals help peo-
ple adjust to trauma and loss.

possible for themselves. Encourage indepen
dence and self-care, regardless of how long it
takes or how poorly they are able to do it. The
more patient you are, the easier it will be for
them to regain abilities and confidence.

Be positive and supportive. A positive atti-
tude can set the tone for success. Family
members and clients will take cues from
you as to how they should behave. If you are

encouraging and positive, you will help create
a supportive atmosphere for rehabilitation
(Fig. 16-3).

17

Fig. 16-3. Being optimistic and encouraging can have a
positive effect on clients and their progress.

©  Focus on small tasks and small accomplish-

e = ments. For example, dressing themselves
Fig. 16-2. A physical therapist will help restore specific

may seem like an overwhelming task to some
abilities,

clients. Break the task down into smaller

steps. Today the goal might be putting on a
shirt without buttoning it. Next week the goal
could be buttoning the shirt if that seems

The home health aide will be in the home, car-
rying out instructions of the other care team
members. The HHA will assist in achieving the
client’s goals and will also observe and report
the client’s progress.

manageable. When the client is able to put
the shirt on without assistance, congratulate
him on reaching this goal. Take everything

) one step at a time.
3. Describe guidelines for assisting with

R — y % Recognize that setbacks occur. Progress
rehabilitation and restorative care & g

occurs at different rates. Sometimes a client
can do something one day that he cannot
do the next. Reassure clients that setbacks
are normal. Focus on the things that the cli-
ent can do and not on what he cannot do.
However, document any decline in a client’s
abilities.

When assisting with rehabilitation and restor-
ative care, these guidelines are critical to clients’
progress:

Guidelines: Rehabilitation and Restorative Care

©  Be patient. Progress may be slow, and it will G Be sensitive to the client’s needs. Some cli-
seem slower to you and your clients if you ents may need more encouragement than

are impatient. Clients must do as much as others. Some may feel embarrassed by



certain kinds of encouragement. Get to know
your clients and understand what motivates
them. This is part of providing person-cen-
tered care. Adapt your encouragement to fita
client's personality.

Encourage independence. A client’s inde-
pendence may help his ability to be active in
the process of rehabilitation. Independence
improves self-image and attitude. it also
helps speed recovery.

Provide privacy when clients are attempting
io do skills or activities of daily living. Doing
this promotes dignity and maintains clients’
legal rights.

Involve clients in their care. Clients who feel
‘nvolved and valued may be more motivated
to work hard in rehabilitation. Fears may be
eased by including family and friends in the
rehabilitation program. A team approach is

inspiring.

Any increase of decrease in abilities (for
example, «Yesterday Mr. Schiff used the bed-
side commode without assistance. Today he
asked for the bedpan.”)

Any change in attitude or motivation, positive
or negative

Any change in general health, such as chang:-
es in skin condition, appetite, energy level, or
general appearance

Signs of depression or mood changes

4. Describe how to assist with range of
motion exercises

Exercise is important for improving and main-
taining physical and mental health. Inactivity
and immobility can result in loss of self-esteer,
depression, pneumonia, urinary tract infection,
constipation, blood clots, and dulling of the
senses. People who are in bed for long periods of
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time are more likely to develop contractures (kon-

TRAK-churs) ot muscle atrophy. A contracture
is the permanent and often painful shortening
of a muscle, tendon, or ligament. Itis generally
caused by immobility. Contractures can result
in the loss of ability. When atrophy occurs, the
muscle wastes away, decreases in size, and be-
comes weak.

Range of motion (ROM) exercises put a par-
ticular joint through its full arc of motion.

The goals of range of motion exercises are to
decrease O prevent contractures or atrophy,
improve strength, and increase circulation. Ac-

~ tive range of motion (AROM) exercises are

performed by a client himself, without help. The
HHA’s role in AROM exercises is to encourage
the client. Active assisted range of motion
(AAROM) exercises are performed by the cli-
ent with some assistance and support from the

~ home health aide or other caregiver. Passive

range of motion (PROM) exercises are used
when clients are not able to move on their OWI.
PROM exercises are performed by caregivers,

- without the client’s help. When assisting with

PROM exercises, the HHA should support the
client’s joints while moving them through the
range of motion.

Range of motion exercises are specific for each

- body area. They include the following move-

ments (Fig. 16-4):

. Abduction: moving a body part away from
the midline of the body

. Adduction: moving a body part toward the
midline of the body

. Extension: straighteninga body part
. Flexion: bending a body part

. Dorsiflexion: bending backward

. Rotation: turning a joint

. Pronation: turning downward

. Supination: turning upward

. Opposition: touching the thumb to any
other finger
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Abduction

Fig. 16-4, The different range of motion b
movements.

Adduction

Flexion

ody

Range of motion exercises are not performed

or physical therapist, The HHA wil

-Wwithout a specific order from a doctor, nurse,

1 repeat each

exercise three to fiye times, once or twice g day,
working on both sideg of the body. When per-
forming ROM exercises, the HHA should begin
at the client’s shoulders and work down the

body. The upper extremities (arms)

should be

exercised before the lower extremities (legs). The

HHA should give support above an

d below the

~ joint. The joints should be moved gently, slowly,

and smoothly through the range of motion to
the point of resistance. The HHA should ask the
client to let her know if the client experiences

- Pain and should watch for nonverba] signs that
-~ the client is in pain. The HHA should also ask if

the exercises are causing pain during the Proce-

- dure. The HHA should stop the exercises if the

client complains of pain and report the pain to
the supervisor.

Assisting with passive range of motion

exercises

—

Wash your hands.

2. Explain the procedure to the client, speaking
clearly, slowly, and directly. Maintain face-to-
face contact whenever possible.

3. Provide Privacy if the client desires it

4. If the bed s adjustable, adjust the bed to 4
safe level, usually waist high. If the bed is
movable, lock the bed wheels.

3. Position the client lying supine—fat on her
back—on the bed, Use proper alignment. Ask
the client to let you know if she has any pain
during the procedure.

6. While stpporting the limbs, move ]| joints
gently, slowly, and smoothly through the
range of motion to the point of resistance.
Repeat each exercise at least three times. Ask
the client if an exercise js causing pain. Watch
for signs of pain and stop performing the
exercises if the client appears to be in pain or
‘reports pain, Répéftftro&aur supervisor,

7. Shoulder. Support the client’s arm at the
elbow and wrist while performing ROM for
the shoulder. Place one hand under the elbow
and the other hand under the wrist. Rajse the
straightened arm from the side position up-
ward toward the head to ear level and retyrn
the arm down to side of the body (extension/
flexion) (Fig. 16-5).
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Exercise the forearm by moving it so the
palm is facing downward (pronation) and
then the palm is facing upward (supination)
(Fig. 16-8).

Fig. 16-5. Raise the straightened arm upward toward the
head to ear level, and return it to the side of the body.

Fig. 16-8. Exercise the forearm so that the palm is facing
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Keep one hand under the elbow and one downward and then upward.

under the wrist. Move the straightened arm

away from the side of the body to the shoul- 9. Wrist. Hold the wrist with one hand and use
der level and return the arm to the side of the the fingers of your other hand to move the
body (abduction/adduction) (Fig. 16-6). joint through the motions. Bend the hand

down (flexion). Bend the hand backward
(dorsiflexion) (Fig. 16-9).

Fig. 16-6. Move the straightened arm away from the side

of the body to the shoulder level and return the arm to Fig. 16-9. While supporting the wrist, gently bend the

the side. hand down and then backward.

8. Elbow. Hold the client’s wrist with one hand Turn the hand in the direction of the thumb
and the elbow with the other hand. Bend the (radial flexion). Then turn the hand in the di-
elbow so that the hand touches the shoulder rection of the little finger (ulnar flexion)
on that same side (flexion). Straighten the (Fig. 16-10).

arm (extension) (Fig. 16-7).

—

Fig. 16-10. Turn the hand in the direction of the thumb,
then turn it in the direction of the little finger.

Fig. 16-7. Bend the elbow so that the hand touches the 10. Thumb. Move the thumb away from the
shoulder on the same side, and then straighten the arm. index finger (abduction). Move the thumb
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back next to the index finger (adduction) Spread the fingers and the thumb far apart

(Fig-16-11) from each other-(abduction) Bringthe fin
gers back next to each other (adduction)
(Fig. 16-15).

Fig. 16-11. Move the thumb away from the index finger
and then back to the index finger.

Touch each fingertip with the thumb (opposi- Fig. 16-15. Spread the fingers and thumb far apart from

tion) (Fig. 16-12). * each other and then bring them back next to each other.

12. Hip. Support the leg by placing one hand
under the knee and one under the ankle.
Straighten the leg and gently raise it upward.
Move the leg away from the other leg (abduc-
tion). Move the leg toward the other leg (ad-
duction) (Fig. 16-16).

Fig. 16-12. Touch each fingertip with the thumb.

Bend thumb into the palm (flexion) and out
to the side (extension) (Fig. 16-13).

Fig. 16-13. Bend the thumb into the palm and then out
to the side.

11. Fingers. Make the fingers into a fist (flexion).
Gently straighten out the fist (extension)
(Fig. 16-14).

Fig. 16-16. Straighten the leg and gently raise it. Move

Fig. 16-14. Make the fingers into a fist and then gently . the leg away from the other leg and then back toward
straighten out the fist. the other leg.
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Gently turn the leg inward (internal rotation), 14 Ankle. Support the foot and under the ankle
then turn the leg outward (external rotation) close to the bed while performing ROM for
(Fig. 16-17). the ankle. Push/pull the foot up toward the

head (dorsiflexion). push/pull the foot down,
with the toes pointed down (plantar flexion)
(Fig. 16-19).

Fig. 16-19. Push the foot up toward the head and then

push it back down.

Turn the inside of the foot inward toward the
body (supination). Bend the sole of the foot
<o that it faces away from the body
(pronation) (Fig. 16-20).

Fig. 16-17. Gently turm the leg inward and then outward.

13. Knee. Support the leg under the knee and
under the ankle while performing ROM for
the knee. Bend the knee to the point of resis-
tance (flexion). Return the leg to the client’s
normal position (extension) (Fig. 16-18).

N F S
Fig. 16-20. Turn the inside of the foot inward, toward the
body, and then bend it to face away from the body.

15. Toes. Curl and straighten the toes (flexion
and extension) (Fig. 16-21).

Fig. 16-18. Gently bend the knee to the point of resis-

sance and return the leg to its normal position. Fig. 16-21. Curl and straighten the toes.
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- When-they-are-able to get out of be
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Gently spread the toes apart (abduction)
(Fig. 16-22).

Fig. 16-22, Gently spread the toes apart.

16. Return the client to 3 comfortable resting po-
sition and cover as appropriate. If you raised
an adjustable bed, be sure to return it to jts
lowest position.

17. Wash your hands,

18. Document the procedure. Note any decrease
in range of motion or any pain experienced
by the client. Notify the supervisor or the
physical therapist if you find increased stiff-
ness or physical resistance. Resistance may
be a sign that a contracture is developing.

5. Explain guidelines for maintaining
Proper body alignment

Clients who are confined to bed need to main-
tain proper body alignment. Thig promotes re-
covery and prevents injury to muscles and joints.
Chapter 12 includes specific instructions for
positioning clients. Thege guidelines help clients
maintain proper alignment and make progress

Gl |

Guidelines: Alignment and Positioning
e =

G Observe principles of body alignment.
Remember that Proper alignment is based
on straight lines. The spine should lie in 3
straight line. Pillows or rolled or folded blan-
kets can support the small of the back and

raise the knees or head in the supine posi-
tion. They can support the head and one leg
in the lateral position (Fig. 16-23).

ar?

Fig. 16-23. Pillows or rolled or folded blankets help pro-
vide extra support.

G Keep body parts in natural positions, In a

natural hand position, the fingers are slightly
curled. Use a rolled washcloth, gauze ban-
dage, or a rubber ball inside the palm to
support the fingers in this position. Use bed
cradles to keep covers from resting on the
feet if the client is in the supine position,

& Prevent external rotation of hips. When legs and
hips turn outward during long periods of bed
rest, hip contractures can resylt. A rolled blanket
or towel that is tucked alongside the hip and
thigh can prevent the leg from turning outward.

G Change positions frequently to prevent
muscle stiffness and pressure injuries. This
should be done at least every two hours.
Which position the client uses will depend on
the client’s condition and preference. Check
the client’s skin every time you reposition her.

G Give backrubs as ordered for comfort and
relaxation.
6. List guidelines for providing basic skin

care and preventing Pressure injuries

Immobility reduces the amount of blood that

~ circulates to the skin, Clients who have restricted
- mobility are at an increased risk for skin deterio-
~ ration and pressure injuries. Breaks in the skin

Can cause serious, even life-threatening, complica-
tions. It is much better to prevent skin problems
and keep the skin healthy than it is to treat skin
problems after they happen. In addition to the



observing and reporting information located in
Chapter 9, these guidelines are Important for
home health aides, as well as family caregivers, to
follow.

—_—
Guidelines: Basic Skin Care
-_—

Report changes you observe in a client’s skin.

& Provide regular care for skin to keep it clean and
dry. Check the skin daily, even when complete
baths are not given or taken every day.

Reposition immobile clients often (at least every
two hours).

Provide frequent and thorough skin care as
often as needed for clients who are incontinent,
Change clothing and linens often as well,

“ Do not scratch or irritate the skin in any way.
Keep rough, scratchy fabrics away from the cli-
ent’s skin. Report to your supervisor if a client
wears shoes that cause blisters of sores.

Avoid harsh soaps or laundry detergents, Report
to your supervisor if your client has these prod-
ucts in the home.

& Massage the skin frequently, using light, circular
strokes to increase circulation. Do not massage
bony areas. Do not massage a white, red, or
purple area or put any pressure on it. Massage
the healthy skin and tissye around the area.

©  Elderly clients may have very fragile, thin skin.
This makes the skin more susceptible to injury.
Be gentle during transfers. Avoid pulling or tear-
ing fragile skin.

Clients who are overweight may have poor cir-
culation and extra folds of skin. The skin under
the folds may be difficult to clean and to keep
dry. Pay careful attention to these areas and give
regular skin care, Report signs of skin irritation.

Serve clients well-balanced meals. Proper nutri-
tion is important for keeping skin healthy.
Nutrition affects the color and texture of the
skin. Very thin clients may be malnourished,
which puts them at risk for skin injuries and
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poor wound healing, Be gentle when moving
and positioning them, Chapter 22 contains
information about nutrition.

Keep plastic or rubber materials from coming
into contact with the client’s skin. These materi-
als prevent air from circulating, which causes
the skin to sweat.

The care plan may include instructions on giv-
ing special skin care for dry, closed wounds

or other conditions. The skin may have to be
washed with a special soap, or a brush may
have to be used on the skin. Follow the care
plan and ask your supervisor if you have any
questions.

For clients who are immobile or who cannot change
positions easily:

Keep the bottom bedsheet tight and free from
wrinkles and the bed free from crumbs. Keep
clothing or gowns free of wrinkles, too.

Do not pull the client across sheets during
transfers or repositioning. This causes shearing,
which can lead to skin breakdown, as explained
in Chapter 12.

Place an absorbent bed pad under the back and
buttocks to absorb moisture or perspiration that
may build up. This also protects the skin from
irritating bed linens. Absorbent pads are also
available for wheelchairs.

& Relieve pressure under bony prominences. Use
pillows and other positioning devices to keep
elbows and heels from resting on the surface of
the bed (Fig. 16-24).

e N

Fig. 16-24. This foam boot suspends the heel to help re-
duce pressure. (¢ MEDLINE INDUSTRIES, INC 2020)
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G A bed or chair can be made softer with-fleta——

tion cushions or special foam overlays.

G Use a bed cradle to keep top sheets from
rubbing the client’s skin. A bed cradle is
made of metal or from a cardboard box
(Chapter 12).

¢ Clients seated in chairs of wheelchairs need
to be repositioned often, too. Reposition cli-
ents at least every hour if they are in a wheel-
chair or chair and cannot change positions
easily.

7. Describe the guidelines for caring for
clients who have fractures or casts

Fractures are broken bones caused by accidents
or by osteoporosis. Osteoporosis causes brittle
bones that crack or break easily. Osteoporosis
occurs more frequently in elderly people, par-
ticularly women. It may be due to any one or a
combination of the following: a lack of calcium
in the diet, the loss of estrogen, 3 lack of regu-
lar exercise, reduced mobility, or age. Signs and
symptoms of a fracture are pain, swelling, bruis-
ing, changes in skin color at the site, and limited
movement.

When bones are fractured, the sections of bro-
ken bone must be placed back into alignment sO
the body can heal. The body can grow new bone
tissue and fuse the sections of fractured bone
together. The bone must be unable to move to
allow this healing to occur. This is often, al-
though not always, accomplished by the use of
a cast.

Casts are generally made of fiberglass. A fiber—
glass castis lightweight and dries quickly after it
is made. A cast must be completely dry before a
person can bear weight on it.

—————————

Guidelines: Caring for a Client Who Has a Cast

————————————————

G Elevate the extremity that is in a cast (Fig.
16-25). This helps stop swelling. Use pillows

G

to assist with elevation. if the client is in bed,
clevate the arm or leg slightly above the level
of the heart.

-

'

e

Pz
Fig. 16-25. To stop swelling, elevate the extremity that is

in a cast.

Observe the affected extremity for swelling,
skin discoloration, cast tightness or pressure,
sores, skin that feels hot or cold, pain, burn-
ing, numbness of tingling, drainage, bleeding,
or odor. Compare to the extremity that does
not have a cast. Report any of these signs or
symptoms to a supervisor, along with any
signs of infection, such as fever or chills.

Protect the client’s skin from the rough edges
of the cast. The stocking that lines the inside
of the cast can be pulled up and over the
edges and secured with tape. Inform your
supervisor if cast edges are irritating the cli-
ent'’s skin.

Keep the cast dry at all times. Although fiber-
glass is waterproof, the padding inside the
cast is not. Some fiberglass casts may have a
waterproof lining, but unless instructed other-
wise, keep the cast dry. Keep the cast clean.

Do not insert or allow the client to insert
anything inside the cast, even when the skinm— —
itches. Pointed or blunt objects may injure the

skin, which is already dry and fragile. Skin can
become infected under the cast.

Assist the client with cane, walker, or crutches
as needed (Chapter 12).

Use bed cradles as needed to reduce pressure
from bed linens.



