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Part 1: Medical Ethics in Healthcare and Nursing

1.1 Definition of Medical Ethics

Medical ethics refers to the application of moral principles in medical practice, 

guiding healthcare professionals in making ethical decisions that promote 

patient welfare, respect for autonomy, and justice. It helps resolve conflicts 

between personal values, patient needs, and professional duties.



1. Autonomy

O Respect for the patient's right to make informed decisions about their healthcare.

O Patients must provide informed consent before any medical intervention.

O Nurses must educate patients on their conditions and treatment options.

2. Beneficence

O The duty to act in the patient’s best interest.

O Healthcare professionals must promote well-being and take proactive steps to 

improve patient health.

O Example: Providing pain relief for a suffering patient.

3. Non-Maleficence

O "Do no harm" principle.

O Healthcare providers must avoid unnecessary harm or suffering.

O Example: Avoiding unnecessary medical interventions that could lead to 

complications.

4. Justice

O Fair distribution of healthcare resources.

O Equal access to medical care regardless of socioeconomic status, race, or gender.

O Example: Ensuring organ transplants are allocated based on need and fairness.

1.2 Key Ethical Principles in Healthcare



1.3 Additional Ethical Considerations in Nursing

 Confidentiality: Protecting patient information and maintaining privacy.

 Veracity (Truthfulness): Providing honest and accurate information.

 Fidelity: Maintaining loyalty and commitment to patient care.

 Ethical Dilemmas: Situations where ethical principles conflict, requiring careful 

judgment.

1.4 Ethical Challenges in Nursing

 End-of-life care and euthanasia decisions.

 Conflicts between patient autonomy and medical advice.

 Resource allocation in limited healthcare settings.

 Dealing with cultural and religious beliefs affecting medical care.



  م  مرض عضال، ويرفض العلاج الذي قد يطيل حياته ول70مريض يبلغ م  العمر : السيناريو
ن
كنه عامًا، يعان

ئلته تصر على يطلب المريض م  الممرضة عدم إبلاغ عائلته بقراره، لك  عا. سيقلل بشكل كبب  م  جودتها

.معرفة جميع خيارات العلاج المتاحة

:الأسئلة

ح كل مبدأ-1   هذا السيناريو؟ اشر
ن
.ما ه  المبادئ الأخلاقية المتضاربة ف

  التصرم بما يح-2
ن
ن استقلالية المريض وواجبها ف قق مصلحته كيف يمك  للممرضة تحقيق التوازن بي 

.؟(الإحسان)

  هذا الموقف، وكيف يمك  للممرضة التعامل مع طلب المريض بعدم إبلاغ ع-3
ن
.ائلته؟ما هو دور السرية ف

  ستتخذها لحل هذه المعضلة الأخلاقية؟-4
إذا كنت الممرضة، ما ه  الخطوات الت 



Part 2: Maslow’s Hierarchy of Needs and Its Application in Nursing



 Examples of Maslow’s hierarchy of needs are the physiological needs. The 

ABCs of nursing prioritization is the starting point for this. The ABCs are a 

mnemonic for making it simpler to remember what is most important when you 

are in these stressful situations sometimes. 

 A stand for airway

 B stands for breathing

 C stands for circulation

 Life-threatening circumstances may exist when these ABCs of nursing are 

involved. If the patient’s airway is not open, they cannot breathe. 

Relationship Between Maslow’s Hierarchy and Nursing Care



 If the patient’s breathing is shallow, labored or hindered, the lack of oxygen 

intake may instantly become extremely serious. 

 If the patient is profusely bleeding or circulation is otherwise blocked or 

impaired, the body tissues may not have the blood flow required to sustain 

vital organ function. 

 As a nurse, your first job is to remember that these ABCs are the highest 

priority to address in alphabetical order. Maslow’s hierarchy of needs and 

the nursing process are additional tools for guiding the decisions of 

prioritization. 



• Above the physiological needs is the need to feel safe. In a healthcare environment, it is common 

for individuals to feel uncomfortable or unsafe; to prevent these feelings, all procedures should be 

explained thoroughly to the patient and any concerns need to be fully addressed. 

• Next in the pyramid is the need for a sense of love and belonging. Patients should be encouraged 

to share their thoughts and feelings, and health care providers should listen to them carefully. In 

addition, a nurse could consider holding the person’s arm when interacting with them to show 

affection and empathy. 

• Moving higher in the pyramid is self-esteem, which is the sense of self-worth or self-respect. 

When a person loses the ability to take care of themselves, for example due to a neurological 

disorder such as Parkinson disease, they might lose their self-esteem. In this case, individuals 

should be encouraged to participate in their daily activities and personal care as much as tolerated 

as this can boost their self-esteem. 

• Finally, the highest-level need is self-actualization, which is realizing one’s capabilities and 

achieving their full potential. In case of a disease or an accident, an individual might lose their 

previous fine motor skills and may feel discouraged when participating in daily and social activities. 

Health care providers can encourage them daily and help in maintaining a positive attitude as well 

as in accepting a new identity.



Quizz



A nurse is caring for a patient suffering from severe malnutrition and 

dehydration. Which level of Maslow's hierarchy of needs should the 

nurse prioritize in this situation? 

A) Love and Belonging Needs

B) Esteem Needs

C) Physiological Needs

D) Self-Actualization





A patient is experiencing severe anxiety and fear regarding a 

scheduled medical procedure. What actions can the nurse take to 

address the patient's "safety" needs (according to Maslow's 

hierarchy) while respecting the principle of "autonomy"? (Choose the 

two best answers) 

A) Reassure them that the procedure is painless (without details).

B) Provide them with complete and clear information about the 

procedure and answer all their questions. 

C) Demand their cooperation to ensure their safety.

D) Ensure the hospital environment is safe and prevent falls. 

E) Involve them in decision-making as much as possible and obtain 

their informed consent. 
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ي الرعاية التمر ضية
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PATIENT Chart

Introduction

● A patient chart is a crucial document in healthcare that contains 

comprehensive information about a patient's medical history, current 

condition, treatment plan, and care progress. In nursing, patient 

charts are essential for ensuring continuity of care, effective 

communication, legal documentation, and adherence to professional 

standards. This lecture will provide a theoretical understanding of 

patient charts, their components, documentation principles, and the 

role of nurses in maintaining accurate records.



PATIENT Chart
1. Importance of Patient Charts in Nursing

1.1 Communication Tool

1.2 Legal and Ethical Documentation

1.3 Continuity of Care

1.4 Research and Quality 

Improvement

2. Components of a Patient Chart

2.1 Patient Identification Information

2.2 Medical History

2.3 Nursing Assessment

2.4 Physician Orders

2.5 Nursing Notes

2.6 Medication Administration Record 

(MAR)

2.7 Progress Notes

2.8 Laboratory and Diagnostic 

Reports

2.9 Care Plans

2.10 Discharge Summary



ا/تخيل أنك ممرض: التعليمات
ً
استخدام ب. ممرضة تقوم بإعداد سجل مريض جديد لمريض تم إدخاله حديث

ة حول    المحاضن
ن
  " مكونات سجل المريض"المعلومات الواردة ف

 تتوقع ، قم بإعداد قائمة بجميع الأقسام الت 

  سجل المريض 
ن
  قد تقو لكل.هذاوجودها ف

ا لنوع المعلومات الت 
ً
ا محدد

ً
 واحد
ً
م بتوثيقها قسم، اكتب مثالا

.فيه

:مثال توضيح  للنشاط

:معلومات تعريف المريض

أحمد على  محمود : الاسم الكامل

15/03/1980: تاري    خ الميلاد

123456: رقم هوية المستشفن 



Effective nursing documentation follows several key principles to ensure clarity, accuracy, 

and legal validity.

3.1 Accuracy

3.2 Timeliness

3.3 Legibility and Clarity

3.4 Confidentiality

3.5 Objectivity

3.6 Completeness

3.7 Corrections

3. Principles of Nursing Documentation



Quizz



"Which sections from the 

provided lecture on 

'Components of a Patient 

Chart'  are missing or not 

explicitly represented in the 

attached medical chart 

template?"
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ي التمر ا
.الاسئاع المختلصة للتئ ة  المستخدمة ت 

  الاعتبارات القاسئسية والأهلاقية المتعلقة بسجلات المرض.

 وسية ي  (EHR)دور السجلات المحية الإلكتر
ي التئ ة  التمر ض 

ت 



4. Types of Documentation in Nursing

4.1 Narrative Charting

4.2 SOAP Notes

•S – Subjective (patient’s complaints and 

statements).

•O – Objective (nurse’s observations and 

vital signs).

•A – Assessment (nurse’s clinical 

judgment of the situation).

•P – Plan (interventions and next steps).

.

4.3 DAR Notes (Focused Charting)

Uses the Data, Action, and Response 

format:

•D: Data collected (patient's complaints, 

vital signs).

•A: Nurse’s intervention or action taken.

•R: Patient’s response to the 

intervention.

4.4 PIE Notes

Focuses on Problem, Intervention, and 

Evaluation:

•P: Identified nursing problem.

•I: Nursing action taken.

•E: Effectiveness of the intervention



ن أنواع التوثيق المختلفة : الهدم م  النشاط م  (  SOAP،PIE،DAR)أن يكون الطالب قادرًا على التفريق بي 

.حيث البنية والمحتوى والاستخدام

  كل حال. اقرأ الحالات التمريضية التالية: تعليمات النشاط��
ن
د نوع التوثيق المستخدم ف

ّ
 PIEأو  SOAP)ة حد

تخدام نمط لماذا تعتقد أن هذا النوع هو المستخدم؟ أعد كتابة كل حالة باس: فسّر اختيارك لكل حالةDARأو 

(.غب  النمط الأصلى  )توثيق مختلف م  اختيارك 

  أسفل البط  منذ صباح اليوم: المريضة تقول:"1الحالة : الحالات ��
ن
، تم عند الفحص. أشعر بألم حاد ف

ا500باراسيتامولتم إعطاء  .C°38.2، ودرجة الحرارة 130/85تسجيل ضغط الدم 
ً
30بعد . ملغم فموي

.3/10دقيقة، أفادت المريضة أن الألم انخفض إلى 

تم إعطاؤه . عيةتم تقييم العلامات الحيوية وكانت طبي. المريض أبلغ ع  غثيان بعد تناول الإفطار":2الحالة "

دقيقة20الغثيان تحس  بعد . ملغم حسب أوامر الطبيب10ميتوكلوبراميد



PATIENT Chart

5. Legal and Ethical Considerationsc

•Always document truthfully; 

falsifying records is a serious 

offense.

•Avoid bias or subjective judgments 

in documentation.

•Follow facility policies and national 

nursing documentation guidelines.

6. Electronic Health Records (EHR) in 
Nursing
Modern healthcare facilities use 

Electronic Health Records (EHR) to 

enhance documentation.

6.1 Benefits of EHR

6.2 Challenges of EHR



Quizz



Case:

A 65-year-old male patient was admitted to the internal medicine unit 

due to high blood pressure and dizziness. During the nursing 

assessment, the patient reported severe headache and nausea. His 

blood pressure was 170/100 mmHg. He was given antihypertensive 

medication as per the physician’s order.

Instructions:

1- Choose one documentation format (SOAP, DAR, or PIE).

2- Write a proper nursing note according to the selected format.

3- Make sure to include both subjective and objective data, nursing 

interventions, and the patient’s response.





Answer the following questions briefly (2–4 sentences each):

a. What is the main purpose of a patient chart in nursing care?

b. List three components of a patient chart and explain the purpose 

of each.

c. Why is accurate and timely documentation important in nursing?

d. What are two legal considerations when documenting in patient 

charts?

e. Mention one advantage and one challenge of using Electronic 

Health Records (EHR).
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ي ممارسة التمر ا
ي ت 
.عهم الدور الأساسي للصح  البد  

 ي ذلك رمع البياسات الأساسيةغ و
غ بما ت  ي رعاية المرض 

ي ت 
تحديد تحديد الجرض من الصح  البد  

.المر االمشاكل المحيةغ ومراقبة التقدمغ والئقايةغ والكشف المبكرغ وبناء العلاقة ني   الممرض و 

غ مثل الخمئصية والكرامةغ والمئاعقة المستن ي
ام بالمبادئ الأساسية للصح  البد   ةغ ومكاعحة الالتر  ت 

غ والحساسية الثقاعيةغ والتئ ة  الدقة  ي .العدوىغ والنهج المنهج 

 ي
.وصف وتطبة  التقنيات الأربددع الأساسية للصح  البد  

تحديد تقنيات التقةيم الخاصة بكل سظام من أسظمة الجسم.

حا والتئاصل مع عر   الرعاية المحية .التعرا ع  أحمية تئ ة  النتايج وتصست 

ي حالات الط
ي للأطصال وكبار السن وت 

ي الاعتبارات الخاصة عند  رراء الصح  البد  
ئارئالنظر ت 



Physical examination is a fundamental aspect of nursing practice, playing a 

crucial role in patient assessment, diagnosis, and treatment planning. It is a 

systematic process where a nurse gathers objective data about a patient's 

health status through inspection, palpation, percussion, and auscultation. 

Understanding physical examination techniques allows nurses to detect 

abnormalities, monitor disease progression, and evaluate treatment 

effectiveness.

Introduction



A physical examination serves multiple functions in patient care:

1. Baseline Data Collection – Helps establish the patient’s normal physiological status.

2. Identification of Health Problems – Assists in diagnosing diseases and conditions.

3. Monitoring Progress – Tracks improvements or worsening of a condition.

4. Prevention and Early Detection – Identifies risk factors and early signs of disease.

5. Establishing a Nurse-Patient Relationship – Builds trust and improves communication.

Before performing a physical examination, nurses must adhere to key principles:

1. Privacy & Dignity – Use curtains or screens and explain procedures to the patient.

2. Informed Consent – Ensure the patient understands and agrees to the examination.

3. Infection Control – Perform hand hygiene and wear gloves when necessary.

4. Systematic Approach – Follow a structured method (head-to-toe or system-based).

5. Cultural Sensitivity – Respect patient beliefs and customs.

6. Documentation – Record findings accurately and objectively.

I. Purpose of Physical Examination in Nursing

II. Principles of Physical Examination



Physical examination involves four primary techniques:

1. Inspection

• Definition: Visual examination of the body for abnormalities.

• Method: Observe for skin color, symmetry, posture, gait, lesions, swelling, and movement.

• Example: Inspect for jaundice (yellow skin) or cyanosis (bluish discoloration).

2. Palpation

• Definition: Using hands to assess body structures and functions.

• Types:

O Light Palpation – Used to assess surface characteristics such as temperature and texture.

O Deep Palpation – Used to assess deeper structures such as organs and masses.

• Example: Palpate the abdomen to check for tenderness, lumps, or enlarged organs

III. Techniques of Physical Examination



3. Percussion

• Definition: Tapping the body to evaluate underlying structures.

• Types:

O Direct Percussion – Using fingertips to tap directly on the body.

O Indirect Percussion – Using a finger to strike another finger placed on the body.

• Sounds of Percussion:

O Resonant (Normal lung tissue)

O Dull (Solid organs like the liver)

O Tympanic (Air-filled structures like the stomach)

• Example: Percussing the chest to assess lung consolidation.



4. Auscultation

• Definition: Listening to sounds produced by organs using a stethoscope.

• Commonly Assessed Areas:

O Heart – Assess heart sounds (S1, S2, murmurs).

O Lungs – Listen for normal and abnormal breath sounds (e.g., wheezing, crackles).

O Abdomen – Detect bowel sounds.

• Example: Auscultate lung sounds for signs of pneumonia.



  سي: الهدم م  النشاط
ن
  ومبادئه ف

ن
.ناريو عملى  تطبيق المعرفة المكتسبة حول تقنيات الفحص البدن

  عيادة رعاية أولية/تخيل أنك ممرض: تعليمات النشاط��
ن
عامًا 45لديك مريض جديد يبلغ م  العمر . ة ف

ن    التنفس منذ أسبوعي 
ن
.يشكو م  سعال مستمر وضيق ف

  ستجري  ها لهذا المريض��
  الت 
ن
صف خطة الفحص البدن

  شكل تقرير موجز: متطلبات التسليم��
ن
.اكتب إجابتك ف



There are two primary approaches in nursing physical examination:

1. Head-to-Toe Approach

• A systematic examination from the head to the feet.

• Covers all body systems and is typically used in general assessments.

• Ensures that no area is overlooked.

• Example sequence:

1. General appearance

2. Skin, hair, nails

3. Head and neck

4. Thorax and lungs

5. Cardiovascular system

6. Abdomen

7. Musculoskeletal system

8. Neurological system

2. Focused or System-Specific Examination

• Targeted assessment based on patient complaints.

• Concentrates on specific body systems.

• Example: If a patient has chest pain, focus on cardiovascular and respiratory systems.

IV. Types of Physical Examination Approaches



Each body system has unique assessment techniques:

1. General Survey

• Assess overall health, level of consciousness, posture, and distress level.

2. Skin, Hair, and Nails

• Look for lesions, rashes, pallor, cyanosis, or jaundice.

• Assess hair distribution and nail condition.

3. Head, Eyes, Ears, Nose, and Throat (HEENT)

• Head: Inspect for symmetry and trauma.

• Eyes: Test visual acuity, pupil response (PERRLA).

• Ears: Check hearing, inspect for discharge.

• Nose: Assess nasal patency, look for nasal congestion.

• Throat: Inspect the oral cavity and pharynx for lesions or infection.

V. System-Specific Physical Examination in Nursing



4. Respiratory System

• Observe breathing patterns.

• Percuss lung fields for resonance or dullness.

• Auscultate for normal and abnormal lung sounds.

5. Cardiovascular System

• Assess heart rate, rhythm, and blood pressure.

• Palpate peripheral pulses.

• Auscultate heart sounds for murmurs or extra beats.

6. Gastrointestinal System

• Inspect abdomen for distension.

• Auscultate bowel sounds.

• Palpate for tenderness, masses, or organ enlargement.

7. Musculoskeletal System

• Assess range of motion and muscle strength.

• Look for swelling, deformities, or joint tenderness.

8. Neurological System

• Check mental status and cranial nerve function.

• Assess reflexes, motor strength, and coordination.



After conducting the physical examination, nurses must:

1. Accurately Document Findings – Use descriptive terms (e.g., "Skin warm, dry, intact").

2. Interpret Findings – Recognize normal versus abnormal results.

3. Communicate with Healthcare Team – Report significant findings promptly.

• Pediatric Examination: Modify techniques for children, involve parents.

• Geriatric Examination: Consider age-related changes in skin, joints, and cognition.

• Emergency Situations: Use a rapid assessment approach (ABC: Airway, Breathing, 

Circulation).

VI. Documentation and Interpretation of Findings

VII. Special Considerations



Quizz



Q: Which of the following is NOT listed as a primary purpose of 

physical examination in nursing? 

a) Establishing a nurse-patient relationship

b) Prescribing medication 

c) Monitoring progress 

d) Identification of health problems





Based on the lecture, list at least five different body systems you 

would assess in the typical sequence of a head-to-toe approach.

System 1:

System 2:

System 3:

System 4:

System 5:

  
ن
ون واجب الكب 

ون ارسل الإرابات من هلال المف الالكتر
PDFالخاصة بك ع  شكل مرع 



مرارعة وصف وتطبة  
ة التقنيات الأربددع الأساسي
ي 
للصح  البد  

مرارعة ش عة 
ي 
للصح  البد  
واسئاعه
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ي الرعاية التمر ضية
.عهم أحمية وضعيات المر ا ت 

التعرا ع  الئضعيات الشايعة للمرض  واستخداماتها.

تحديد الاعتبارات التمر ضية لكل وضعية من وضعيات المر ا.

تطبة  المسؤوليات التمر ضية العامة المتعلقة نئضعيات المر ا



Patient positioning is a critical aspect of nursing care that helps ensure comfort, 

safety, and effectiveness in medical procedures, treatments, and recovery.

✅ Why is Proper Positioning Important?

• Prevents complications (pressure ulcers, contractures, nerve damage).

• Improves circulation, breathing, and digestion.

• Enhances comfort and reduces pain.

• Facilitates medical examinations, procedures, and surgeries.

💡 General Nursing Considerations:

• Explain the procedure to gain patient cooperation.

• Use pillows, blankets, or supports to maintain proper alignment.

• Reposition patients every 2 hours to prevent pressure ulcers.

• Observe for signs of discomfort, dizziness, or difficulty breathing.

1. Introduction to Patient Positioning



2. Common Patient Positions in Nursing

A. Supine Position

✅ Description:

• The patient lies flat on their back with their head 

and neck in a neutral position.

• Arms can rest at the sides or on the abdomen.

✅ Uses & Indications:

• Post-surgical recovery

• Patients with spinal cord injuries

• During physical examination or diagnostic 

procedures (e.g., ECG)

• Best for immobile or unconscious patients

✅ Nursing Considerations:

• Ensure proper alignment to prevent back pain.

• Use a pillow under the head, knees, and heels for 

comfort.

• Monitor for aspiration in unconscious patients.



B. Prone Position ✅ Description:

• The patient lies flat on their stomach 

with their head turned to one side.

• Arms can be placed at the sides or 

overhead.

✅ Uses & Indications:

• Improves lung expansion in ARDS 

patients (Acute Respiratory Distress Syndrome).

• Relieves pressure ulcers on the back.

• Used in spinal surgeries.

✅ Nursing Considerations:

• Avoid in patients with breathing 

difficulties or spinal injuries.

• Use pillows under the pelvis and shins 

to reduce strain on the spine.

• Monitor for breathing difficulties and 

skin breakdown.



C. Fowler’s Position (Semi & High 

Fowler’s)

✅ Description:

• The patient is in a semi-upright position 

(Semi-Fowler’s: 30°-45°, High-Fowler’s: 60°-90°).

✅ Uses & Indications:

• Improves breathing in patients with dyspnea, 

pneumonia, or CHF.

• Used in NG tube insertion and feeding.

• Preferred position for post-abdominal surgery.

✅ Nursing Considerations:

• Ensure proper spinal alignment.

• Support arms and legs with pillows.

• Monitor for sliding or pressure ulcers at the 

sacrum.



D. Lateral Position (Side-lying 

Position)

✅ Description:

• The patient lies on their left or right side, 

supported with pillows.

✅ Uses & Indications:

• Reduces pressure ulcers in bed-bound 

patients.

• Helps drain oral secretions in 

unconscious patients.

• Used in pregnant women for fetal 

circulation (left lateral).

✅ Nursing Considerations:

• Place a pillow between knees to prevent 

hip strain.

• Support arms and back with pillows.

• Turn the patient every 2 hours to prevent 

pressure sores.



E. Sims’ Position (Semi-

prone)

✅ Description:

• A modified lateral position where the patient 

is halfway between prone and lateral.

• The top leg is flexed, and the bottom arm is 

placed behind.

✅ Uses & Indications:

• Ideal for rectal exams, enemas, and 

suppository administration.

• Helps in reducing pressure on bony 

prominences.

✅ Nursing Considerations:

• Ensure proper body alignment.

• Support the shoulders and knees with 

pillows.

• Avoid in patients with spinal injuries.



F. Trendelenburg Position G. Reverse Trendelenburg Position

✅ Description:

• The head is higher than the 

feet (15°-30° tilt).

✅ Uses & Indications:

• Used after brain or eye 

surgeries.

• Helps in patients with acid 

reflux (GERD).

✅ Nursing Considerations:

• Ensure the patient does not 

slide down.

• Use safety straps if needed.

✅ Description:

• The head is lower than the feet (15°-

30° tilt).

✅ Uses & Indications:

• Treats hypotension or shock.

• Improves venous return in 

circulation.

• Used in some abdominal surgeries.

✅ Nursing Considerations:

• Avoid in head injury patients (can 

increase intracranial pressure).

• Monitor for breathing difficulties.



H. Lithotomy Position ✅ Description:

• Patient lies on their back with legs elevated 

and supported in stirrups.

✅ Uses & Indications:

• Used in gynecological, pelvic, and rectal 

exams.

• Common in childbirth and surgical 

procedures.

✅ Nursing Considerations:

• Ensure dignity and privacy.

• Avoid prolonged positioning to prevent 

nerve damage.



  التنفس 
ن
  م  صعوبة ف

ن
ارات التمريضية ، وما ه  الاعتب(ضيق التنفس)ما ه  الوضعية الأنسب لمريض يعان

  هذه الوضعية؟
ن
  يجب مراعاتها عند وضع المريض ف

الأساسية الت 



3. Nursing Responsibilities in Patient Positioning

✅ Assess patient comfort and tolerance to the position.

✅ Ensure proper alignment to prevent strain and injury.

✅ Use positioning aids (pillows, blankets, supports).

✅ Reposition regularly to prevent pressure injuries.

✅ Monitor for complications (skin breakdown, nerve compression).



Quizz



Case:

A patient is lying flat on their back with their head and neck in a neutral 

position. This describes which common patient position? 

a) Prone position

b) b) Fowler's position

c) c) Supine position 

d) d) Lateral position





مرارعة المسؤوليات 
قة التمر ضية العامة المتعل
نئضعيات المر ا

مرارعة ش عة لأسئاع 
الئضعيات المختلصة 

للمر ا
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عهم تعر ف دررة حرارة الجسم ودورحا كمؤشر حةئي .

ي الرعاية التمر ضية
.  تحديد الجرض من قياس دررة الحرارة ت 

لحرارةمعرعة النطا  الطبيعي لدررة حرارة الجسم الأساسية والآلية الصسةئلئرية لتنظيم دررة ا  .

ي تؤ ر ع  دررة حرارة الجسم
.  التعرا ع  العئامل الداهلية والخاررية النر

 حرارةغ وأسئاع مثل الحمىغ ارتصاع الحرارةغ اسخصاض ال)التمةت   ني   الأسئاع المختلصة لدررات حرارة الجسم

(.  الحمى المختلصة



Definition:

Body temperature is the balance between heat produced by the 

body and heat lost to the environment. It is a key indicator of 

homeostasis and a vital sign that reflects metabolic status.

Purpose of Measuring Temperature:

•To assess baseline health.

•To detect fever (pyrexia), hypothermia, or temperature instability.

•To monitor disease progression or treatment effectiveness.

•To respond quickly to potential infections or environmental 

exposure.

INTRODUCTION TO TEMPERATURE IN NURSING



**Normal Core Body Temperature Range:

• 36.5°C to 37.5°C (97.7°F – 99.5°F)

• Controlled by the hypothalamus – the body's thermostat.

• Maintains temperature through mechanisms like vasodilation, vasoconstriction, 

shivering, and sweating.

A. Internal Factors:

• Age: Infants and elderly have less stable temperature control.

• Hormones: Menstrual cycle, ovulation (↑0.5°C).

• Metabolism: Fever increases metabolic rate.

• Infection & Inflammation: Common causes of pyrexia.

• Dehydration: Can elevate temperature.

B. External Factors:

• Environment: Heat/cold exposure.

• Time of Day: Lower in the morning, higher in the evening (diurnal variation).

• Exercise: Raises temperature.

• Food/Drink: Hot or cold drinks can affect oral readings.

1. PHYSIOLOGICAL BASIS OF TEMPERATURE REGULATION

2. FACTORS AFFECTING BODY TEMPERATURE



Term Description

A febrile Normal temperature

Febrile / Pyrexia ≥38°C

Hyperthermia Excessive body heat due to failed 

thermoregulation

Hypothermia <35°C

Intermittent Fever Fluctuates, returns to normal 

between spikes

Remittent Fever Fluctuates, but doesn’t return to 

normal

Sustained Fever Constantly elevated

Relapsing Fever Fever periods interspersed with 

normal temperature

3. TYPES OF BODY TEMPERATURE



4. METHODS AND SITES FOR MEASURING TEMPERATURE

Site Normal Range Notes

Oral 36.5–37.5°C Convenient, affected by 

food/drink

Rectal 37.0–38.0°C Most accurate core temp, 

invasive

Axillary 35.5–37.0°C Less accurate, used in 

newborns

Tympanic (Ear) 36.5–37.5°C Fast, measures core temp

Temporal Artery 36.5–37.5°C Non-invasive, forehead 

scan

A. Measurement Sites:



B. Equipment Used:

• Digital Thermometers

• Infrared (Tympanic/Forehead) Thermometers

• Glass Mercury Thermometers (rarely used due to toxicity)

• Disposable Chemical Dot Thermometers (e.g., in isolation units)



  م     ارتب   اك وانخف   اض درج   ة 75م   ريض يبل   غ م     العم   ر 
عامً   ا وص   ل إلى قس   م الط   وارئ وه   و يع   انن

.  مقاسة تحت الإبط C∘35.2حرارته إلى 

  منها المريض؟
  يعانن
ما ه  حالة درجة الحرارة الت 

  يجب اتخاذها لإدارة هذه الحالة؟ 
ما ه  الاعتبارات التمريضية الرئيسية الت 

  هذا المريض؟ 
ن
لماذا قد تكون قراءة درجة الحرارة تحت الإبط أقل دقة ف

  هذه الحالة؟
ن
وما هو الموقع الأكبر دقة لدرجة الحرارة الأساسية الذي يمك  استخدامه ف



5. NURSING RESPONSIBILITIES
•Select the correct site and method.

•Be aware of factors affecting accuracy.

•Use standard precautions.

•Accurately document:

O Reading

O Time

O Site

O Device

•Communicate abnormal findings immediately to the healthcare provider.

•Reassess temperature post-intervention (e.g., after giving antipyretics).



6. ABNORMAL TEMPERATURE MANAGEMENT
Fever (Pyrexia) Management:
• Monitor vital signs frequently.

• Provide cool compresses or tepid sponge baths.

• Administer antipyretics (e.g., Paracetamol, Ibuprofen).

• Encourage fluid intake to prevent dehydration.

• Remove excess blankets, ensure adequate ventilation.

Hypothermia Management:
• Gradual rewarming using blankets or warm IV fluids.

• Monitor for shivering, hypotension.

• Avoid rapid temperature changes.

Time Temp Site Device Notes

08:00 38.5°C Oral Digital Patient reports chills

12:00 37.8°C Axillary Digital After Paracetamol

7. DOCUMENTATION EXAMPLE



Quizz



Case:

A patient presents with a temperature of 38.2 ∘ C. This condition is 

known as:

a) Hypothermia

b) Afebrile

c) Pyrexia (Fever) 

d) Hyperthermia





مرارعة العئامل الداهلية 
ي تؤ ر ع 

والخاررية النر
دررة الحرارة

مرارعة ش عة لتعر ف
دررة الحرارة ودورحا 

حةئيكؤشر واحمةتها  
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تعر ف النبا وأحمةته كمؤشر للئظيصة القلبية.

ي الرعاية التمر ضية
.تحديد الجرض من تقةيم النبا ت 

ي اللا رادي  ئلئريا الأساسية للنبا وكيف يتأ ر بالجهاز العمن 
.وصف الصت  

 المعدلغ الإيقاعغ : الخماي  الأربعة لتقةيم النباتحديد .للبالجي   التعرا ع  معدل النبا الطبيعي

.السعةغ والتساوي/القئة

بات القل  التمةت   ني   معدلات النبا غت  الطبيعية مثل تشع القل  وبطء القل  وعدم استظام ا 

.وسق  النبا

ي يمكن أن تز د أو تقلل من معدل النبا
.تحديد العئامل النر

التعرا ع  مئاقع النبا الشايعة واستخداماتها الش ر ة



Definition:

The pulse is the rhythmic expansion of an artery as blood is forced through it by 

the contraction of the heart. It reflects the heart rate and the strength of cardiac 

output.

Why Nurses Assess the Pulse:

• To evaluate cardiac function

• To detect arrhythmias

• To monitor response to medications, fluid balance, blood loss, etc.

• To observe for life-threatening changes in perfusion

I. INTRODUCTION TO PULSE



• The heart contracts, sending a wave of blood through the arteries.

• This wave causes the arterial walls to expand – the pulse wave.

• The pulse is felt where an artery runs close to the surface over a bone. Controlled by:

• Autonomic Nervous System

O Sympathetic: Increases heart rate

O Parasympathetic: Decreases heart rate

Normal Pulse Rate (Adults):

• 60–100 beats per minute (bpm)

Characteristics of a Pulse:

1. Rate – Number of beats per minute

2. Rhythm – Regularity (regular or irregular)

3. Strength/Amplitude – Force (bounding, normal, weak, thready)

4. Equality – Compare both sides (e.g., radial pulses bilaterally)

II. PHYSIOLOGY OF THE PULSE

III. NORMAL VALUES AND CHARACTERISTICS



تحليل حالة تقييم النبض: النشاط

  سياق شيري: الهدم
ن
تطبيق المعرفة حول تقييم النبض وتفسب  نتائجه ف

  قس م الط  وارئ، ال ذي وص  ل وه  و يش كو م    دوخ ة خفيف  ة70ة تق وم بتقي  يم م ريض يبل  غ م    العم ر /أن ت مم  رض
ن
أثن  اء . عامً  ا ف

  الدقيقة Radial Pulse52) النبض الشعاع  . الفحص، قمت بتقييم النبض
ن
، القوة ض(نبضة ف

ً
عيفة ، إيقاع غب  منتظم قليلا

  الدقيقة Apical Pulse): 60النبض القم  . وخيطية
ن
.، إيقاع منتظم، قوة طبيعية( نبضة ف

ة والس  يناريو ض مقارن  ة م  ا ه  حال  ة مع  دل الن  بض الش  عاع  له  ذا الم  ري: أج  ب ع    الأس  ئلة التالي  ة بن  اءً ع  لى معلوم  ات المح  اضن

؟ وماذا تسم هذه الحالة؟  ن بالقيم الطبيعية للبالغي 

  هذه الحالة؟ وماذا يسم هذا الاختلام؟
ن
 النبض الشعاع  والنبض القم  ف

ن ماذا يشب  الفرق بي 

ا 
ً
ا بطيئ
ً
  يمك  أن تسبب نبض

ن على الأقل Bradycardiaما ه  بعض العوامل المحتملة الت  .لدى المريض؟ اذكر عاملي 

  ستقوم بها بعد الحصول على هذه النتائج غب  الطبيعية؟ /بصفتك ممرض
ة، ما ه  الإجراءات الأولية الت 

ة وواضحة، مع التأكد م  الإشارة إلى المفاهيم المح: متطلبات التسليم   شكل فقرات قصب 
ن
ةاكتب إجاباتك ف .ددة م  المحاضن



IV. ABNORMAL PULSE RATES
Condition Definition

Tachycardia >100 bpm

Bradycardia <60 bpm

Arrhythmia                  Irregular rhythm (e.g., atrial fibrillation)

Pulse Deficit Difference between apical and radial pulse (>2 bpm = abnormal)

Increase Pulse Decrease Pulse

Fever Sleep

Pain Fitness level

Anxiety Hypothermia

Exercise Medications (e.g., beta-blockers)

Hemorrhage Vagal stimulation

Hypoxia High intracranial pressure

V. FACTORS AFFECTING PULSE RATE



VI. COMMON PULSE SITES
Site Location Clinical Use

Radial Thumb side of wrist Most commonly used

Brachial Inside of upper arm BP and in infants

Carotid Side of neck Emergency (CPR), shock

Apical Over heart (5th ICS, MCL) Accurate in children, 

irregular rhythms

Femoral . Circulation to lower 

extremity

Popliteal Behind the knee Circulation to lower 

extremity

Dorsalis pedis Foot Circulation to foot

Posterior tibial Ankle Circulation to foot 





Quizz



Q:

The pulse site commonly used in emergencies like CPR or when 

assessing for shock is the:

a) Radial

b) Brachial

c) Carotid

d) Dorsalis pedis





مرارعة العئامل الداهلية 
ي تؤ ر ع 

والخاررية النر
النبا

مرارعة ش عة لتعر ف 
النبا ودورت واحمةته
كمؤشر حةئي
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Vital Signs – Respiration

ن عبد الرضاد .م ل مياء عبد الحسي 
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مراقبة الأوكسجي   والتهو ة.

الكشف عن العلامات المبكرة للضة  أو سق  الأوكسجي   أو المرض.

 غ مئسعات الشع  الهئايية)تقةيم ععالية التدهلات (.مثل العلاج بالأوكسجي  

تقةيم وظيصة الجهاز التنصسي والقل  والأوعية الدمو ة



Definition:

Respiration is the act of breathing—the process by which the body exchanges oxygen 

and carbon dioxide with the environment.

It includes:

• External respiration: Gas exchange in the lungs

• Internal respiration: Gas exchange in tissues

• Cellular respiration: Energy production within cells

Purpose of Respiratory Assessment:

• To monitor oxygenation and ventilation

• To detect early signs of distress, hypoxia, or disease

• To evaluate the effectiveness of interventions (e.g., oxygen therapy, bronchodilators)

• To assess the function of the respiratory and cardiovascular systems

INTRODUCTION TO RESPIRATION



1. NORMAL RESPIRATORY VALUES
Age Group Respiratory Rate (breaths/min)

Newborn 30–60

Infant (1–12 months) 30–50

Child (1–8 years) 20–30

Adult 12–20

Older Adult 12–24

Tachypnea = >20 bpm

Bradypnea = <12 bpm

Apnea = Cessation of breathing

Dyspnea = Difficulty breathing

Orthopnea = Difficulty breathing while lying flat



بعد . عيةمطلئب من الطلاب مشاحدة مقطع الصيديئ اعلات واللي يئضح أسماط التنصس غت  الطبي
:مشاحدة الصيديئحاتغ يج  ع  كل طال 

ة . ي المحاا 
ي تمت مناقشتها ت 

تحديد  لاث من أسماط التنصس غت  الطبيعية النر 1
كتابة وصف لكل سمط من حلت الأسماط. 2.
ي اهتاروحا.

ح سب  أو حالة ش ر ة شايعة مرتبطة بكل سمط من الأسماط النر شر 3.
ي رمعئحا

.يج  ع  الطلاب تقديم ملخ  مكتئب للمعلئمات النر

https://www.youtube.com/shorts/YWmZdMO0ikk?feature=share


2. PHYSIOLOGY OF RESPIRATION
• Controlled by the respiratory center in the brainstem (medulla oblongata and pons)

• Triggered by changes in:

O CO₂ levels (most significant)

O O₂ levels

O Blood pH

One breath = One inspiration + One expiration

Ventilation = Mechanical movement of air

Diffusion = Gas exchange between alveoli and capillaries

Perfusion = Circulation of oxygenated blood to tissues

When assessing, nurses must observe:

1. Rate – How many breaths per minute

2. Depth – Shallow, normal, deep

3. Rhythm – Regular or irregular

4. Effort – Easy, labored, use of accessory muscles

5. Sound – Quiet, wheezing, crackles, stridor

6. Pattern – Kussmaul’s, Cheyne-Stokes, Biot’s

3. CHARACTERISTICS OF RESPIRATION



4. TYPES OF ABNORMAL RESPIRATORY PATTERNS
Pattern Description Common Causes

Tachypnea Rapid, shallow breathing Fever, anxiety, 

pneumonia

Bradypnea Abnormally slow 

breathing

Narcotics, brain injury

Hyperventilation Increased rate/depth Anxiety, DKA

Hypoventilation Decreased rate/depth Drug overdose, chest 

injury

Cheyne-Stokes Alternating deep and 

shallow with apnea

End-of-life, brain 

damage

Kussmaul’s Deep, labored 

(compensatory)

Diabetic ketoacidosis

Apnea



Quizz



Q:

Which of the following is not a primary purpose of respiratory 

assessment? 

a) To monitor oxygenation and ventilation 

b) To detect early signs of distress or hypoxia 

c) To determine blood glucose levels.

d) To evaluate the effectiveness of interventions 





مرارعة كيصية كشف 
العلامات المبكرة لضة  او 

سق  التنصس

مرارعة ش عة لتعر ف 
التنصس ودورت واحمةته 

كمؤشر حةئي
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Vital Signs – Blood Pressure (BP)

ن عبد الرضاد .م ل مياء عبد الحسي 
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6. Abnormal Bp Conditions
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 ي والاسبساطي
.عهم ماحية ضجط الدم ومكئساته الري سية مثل الضجط الاسقباض 

معرعة القيم الطبيعية والعئامل.

ي يج
  تجنبها تعلم الإرراءات المحيحة لقياس ضجط الدم يدوً ا والتعرا ع  الأهطاء الشايعة النر

.للحمئل ع  قراءات دقيقة



INTRODUCTION TO BLOOD PRESSURE
Definition:

Blood pressure is the force exerted by circulating blood on the walls of arteries. It is a critical 

indicator of cardiovascular health, organ perfusion, and fluid balance.

1. Systolic Pressure (SBP): The pressure in arteries during ventricular contraction (heart 

pumping).

→ First Korotkoff sound heard.

2. Diastolic Pressure (DBP): The pressure during ventricular relaxation (heart at rest).

→ Last Korotkoff sound heard.

3. Pulse Pressure: Difference between systolic and diastolic pressure.

Normal: ~30–50 mmHg

→ High pulse pressure may indicate cardiovascular risk.

4. Mean Arterial Pressure (MAP): Indicates perfusion to vital organs.

MAP = [(2 × DBP) + SBP] ÷ 3

Normal: ≥65 mmHg

I. COMPONENTS OF BLOOD PRESSURE



2. NORMAL BLOOD PRESSURE VALUES
Category Systolic (mmHg) Diastolic (mmHg)

Normal <120 <80

Elevated 120–129 <80

Hypertension Stage 1 130–139 80–89

Hypertension Stage 2 ≥140 ≥90

Hypertensive Crisis ≥180 ≥120

Hypotension <90 <60

Controlled by:

• Cardiac Output (CO) = Stroke Volume × Heart Rate

• Peripheral Vascular Resistance (PVR)

• Blood Volume

• Viscosity of Blood

• Elasticity of Arterial Walls

Regulated by:

•

•Hormones (ADH, epinephrine)

3. PHYSIOLOGY OF BLOOD PRESSURE



4. FACTORS AFFECTING BLOOD PRESSURE

Increases BP Decreases BP

Stress Hemorrhage

Pain Dehydration

Smoking Shock

Obesity Medications (e.g., antihypertensives)

High sodium intake Vasodilation

Exercise Hypothermia



دراسة حالة حول قياس ضغط الدم: النشاط

  العيادة/تخيل أنك ممرض: التعليمات
ن
ضح بعض قدم لك المريض حالة تو . ممرضة تقوم بتقييم مريض ف

  اقرأ كل سيناريو وقم بتحليل الموقف بناءً على م. السيناريوهات المتعلقة بقياس ضغط الدم
ن
ا تعلمته ف

ة  محاضن

:السيناريوهات

  45مريض يبلغ م  العمر : 1سيناريو 
  إلى العيادة لإجراء فحص روتيتن

 
عند قياس ضغط الدم، . عامًا يأن

.  ملم زئبق145/92كانت القراءة الأولية . لاحظت أنه يتحدث باستمرار ع  قلقه بشأن نتيجة الاختبار

  يجب عليك اتخاذها لضمان قراءة دقيقة قدر الإمكان؟ ولماذا هذا الإجراء م: السؤال
هم؟ ما ه  الخطوة الت 

ا لذراعه: 2سيناريو 
ً
ة جد لقراءة كانت ا. ومع ذلك، قررت استخدامها. لاحظت أن الكفة المتوفرة تبدو صغب 

.  ملم زئبق160/100

ه على القراءة؟ : السؤال ما هو الخطأ المحتمل الذي ارتكبته، وما هو تأثب 



5. TYPES OF BLOOD PRESSURE MEASUREMENT
A. Direct (Invasive):

• Arterial catheter inserted (e.g., ICU settings).

• Continuous BP monitoring.

B. Indirect (Non-invasive):

• Auscultatory method: Using sphygmomanometer and stethoscope.

• Oscillometric method: Using digital BP monitor (automated).

EQUIPMENT FOR MEASUREMENT

1. Sphygmomanometer (mercury, aneroid, digital)

2. Cuff with bladder (proper size is critical)

3. Stethoscope

4. Alcohol swabs

5. Recording sheet or EHR



6. COMMON ERRORS IN BLOOD PRESSURE MEASUREMENT

Error Effect

Cuff too small Falsely high reading

Cuff too large Falsely low reading

Arm below heart level High reading

Arm above heart level Low reading

Talking or moving Inaccurate reading

Re-inflating too soon False high diastolic



7. ABNORMAL BP CONDITIONS
1. Hypertension:

• Often asymptomatic

• Causes: Genetics, lifestyle, renal disease

• Monitor for organ damage (heart, kidneys, eyes)

• Treatment: Lifestyle changes, antihypertensives

2. Hypotension:

• Dizziness, fainting, blurred vision

• Causes: Blood loss, dehydration, heart failure

• Monitor for signs of shock

3. Orthostatic (Postural) Hypotension:

• Drop in SBP ≥ 20 mmHg or DBP ≥ 10 mmHg within 3 mins of standing

• Check BP in lying, then sitting, then



8. NURSING RESPONSIBILITIES
• Ensure accurate technique and proper equipment

• Monitor trends, not single values

• Assess associated symptoms (e.g., dizziness, headache, blurred vision)

• Report abnormal findings immediately

• Educate patient on:

O Lifestyle changes

O Importance of medication adherence

O Monitoring at home

8. DOCUMENTATION EXAMPLE
Time BP (mmHg) Arm Used Position Notes

08:00 138/86 Right Sitting Pre-medication

12:00 124/78 Left Lying Post-medication



Quizz



Q:

Which of the following factors is not listed as directly controlling blood 

pressure? 

a) Cardiac Output (CO)

b) Peripheral Vascular Resistance (PVR)

c) Blood Glucose

d) Blood Volume





ي 
مرارعة الأهطاء الشايعة النر
يج  تجنبها للحمئل ع 

.قراءات دقيقة

مرارعة ش عة لتعر ف
ضجط الدم ودورت 
واحمةته كمؤشر حةئي
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Routes of Medication Administration 
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السلامة وراحة المختلصة النر

.المر ا



Introduction
Medication administration is a core responsibility of nurses. Understanding the 

various routes through which drugs are delivered to the body is crucial for 

ensuring efficacy, safety, and patient comfort.

Before choosing a route, the following factors must be considered:

• Patient's condition (consciousness, swallowing ability, GI motility)

• Desired onset and duration of drug action

• Drug properties (absorption, solubility, stability)

• Risk of side effects

• Patient preferences (when appropriate)

1. Principles of Medication Administration



2. Major Routes of Administration

A. Enteral Route (via the gastrointestinal tract)

1. Oral (PO)

O Form: Tablets, capsules, liquids

O Advantages: Convenient, cost-effective, safe

O Disadvantages: Slower onset, affected by GI motility, requires patient 

cooperation

O Nursing Considerations: Assess swallowing, consciousness, timing with food



:سيناريو دراسة الحالة

اليًا، ح. عامًا، تم إدخالها إلى المستشفن بعد تعرضها لسكتة دماغية حادة75السيدة فاطمة، تبلغ م  العمر 

شكل فوري تحتاج إلى دواء لخفض ضغط الدم المرتفع ب. السيدة فاطمة فاقدة للوع  وغب  قادرة على البلع

يعة المفعول ، والذي يتوفر على شكل أقراص ش "لابيتالول"الدواء الموصوم هو . لمنع المزيد م  المضاعفات

.للاستخدام الفموي، وعلى شكل محلول للحق  الوريدي

  : المهمة للطلاب
ة حول طرق إعطاء الأدوية والمبادئ الت    المحاضن

ن
تحكم بناءً على المعلومات المقدمة ف

: اختيار الطريق، قم بما يلى  

  هذا السيناريولابيتالولحدد أنسب طريق لإعطاء دواء -1
ن
. للسيدة فاطمة ف

  أثرت على قرارك م-2
ةبرر اختيارك للطريق المذكور أعلاه، مع الإشارة إلى العوامل الرئيسية الت  .    المحاضن



2. Sublingual & Buccal

O Form: Tablets, films

O Action: Absorbed directly into bloodstream via oral mucosa

O Advantages: Rapid onset, bypasses first-pass metabolism

O Disadvantages: Limited to small doses, requires patient cooperation

O Nursing Considerations: Do not swallow or eat/drink immediately after



3. Nasogastric (NG) / Gastrostomy Tube

O Form: Liquids or crushed tablets

O Used When: Patient can't take oral meds

O Nursing Considerations: Verify placement, flush tube before/after, monitor for 

clogging



Quizz



Q:

When administering medication via a nasogastric (NG) or gastrostomy 

tube, what is a crucial nursing consideration? 

a) Assessing the patient's swallowing ability

b) Monitoring for skin irritation

c) Verifying tube placement and flushing the tube

d) Rotating administration sites





مرارعة المسارات الثلاث 
للطر   الصمئي

لاعطاءمرارعة ش عة 
الادو ة عن طر   الصم
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B. Parenteral Route (bypasses the GI tract; typically involves injections)

1. Intravenous (IV)
O Action: Directly into bloodstream; immediate effect

O Used For: Emergencies, fluid replacement, long-term therapy

O Advantages: Rapid action, controlled dosing

O Disadvantages: Risk of infection, phlebitis, high skill required

O Nursing Considerations: Aseptic technique, monitor for infiltration/extravasation

2. Intramuscular (IM)
O Common Sites: Deltoid, ventrogluteal, vastus lateralis

O Form: Solutions, suspensions

O Advantages: Moderate absorption, good for depot drugs

O Disadvantages: Painful, risk of nerve/vascular injury

O Nursing Considerations: Proper site selection, Z-track method if needed



ن لإعطاء الدواء  ن مختلفي  والبحث بشكل( مثل الفموي والحق  الوريدي)مطلوب م  الطلاب اختيار طريقي 

ن على الاعتبارات التمريضية لكل طريق وتوضيح الفروقات ال كب 
اتهما وعيوب  هما، مع الب  ن   مب 

ن
رئيسية أعمق ف

بينهما



3. Subcutaneous (Subcut/SC)
O Sites: Abdomen, thighs, upper arms

O Used For: Insulin, heparin, some vaccines

O Advantages: Easy self-administration, steady absorption

O Disadvantages: Limited volume, slower than IM

O Nursing Considerations: Rotate sites, avoid bruised areas

4. Intradermal (ID)
O Used For: Allergy testing, tuberculosis screening

O Advantages: Localized effect, slow absorption

O Disadvantages: Small volume, technique-sensitive

O Nursing Considerations: Watch for wheal formation, mark and monitor reaction





Quizz



Q:

When administering a Subcutaneous (SC) injection, a nursing 

consideration is to:

a) Use the Z-track method 

b) Avoid bruised areas and rotate sites 

c) Ensure immediate absorption 

d) Monitor for CNS side effects 





مرارعة المسارات المختلصة
.للحقن الئر دي

مرارعة ش عة للحقن 
الئر دي
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C. Topical Route (applied to skin or mucous membranes)
1. Transdermal
O Form: Patches (e.g., nitroglycerin, fentanyl)

O Advantages: Prolonged release, avoids GI tract

O Disadvantages: Skin irritation, delayed onset

O Nursing Considerations: Rotate sites, clean area, date and time patch

2. Creams/Ointments/Powders
O Used For: Local skin conditions (e.g., rashes, infections)

O Nursing Considerations: Wear gloves, apply thinly, cover if ordered

3. Ophthalmic/Otic/Nasal
O Used For: Eye drops, ear drops, nasal sprays

O Nursing Considerations: Maintain sterility, proper positioning, avoid contamination



ح بكلماته الخاصة كل  مريض ال)م  الحقوق الستة لإعطاء الدواء " حق"مطلوب م  كل طالب أن يسرر

، ( لصحيحالصحيح، الدواء الصحيح، الجرعة الصحيحة، الطريق الصحيح، الوقت الصحيح، التوثيق ا

  الممارسة التمريضية اليومية
ن
.وتقديم مثال على كيفية ضمان كل حق ف



4. Rectal (PR) / Vaginal
O Form: Suppositories, creams, foams

O Advantages: Useful in vomiting/unconscious patients

O Disadvantages: Invasive, may be uncomfortable

O Nursing Considerations: Privacy, lubrication, patient instructions

IV. Other Routes

1. Inhalation
O Form: Metered-dose inhalers (MDIs), nebulizers

O Advantages: Rapid absorption via lungs, local effect

O Nursing Considerations: Teach proper technique, rinse mouth post-steroids

2. Intrathecal & Epidural
O Used For: Pain relief, anesthesia

O Administration: By trained professionals

O Nursing Considerations: Monitor for CNS side effects, infection signs

3. Intraosseous (IO)
O Used In: Emergencies, when IV access is not possible

O Location: Tibia, humerus

O Nursing Considerations: Monitor for compartment syndrome, proper training required



V. Nursing Responsibilities
1. The "Six Rights" of Medication Administration:

O Right patient

O Right medication

O Right dose

O Right route

O Right time

O Right documentation

2. Patient Education:

O Explain purpose, route, side effects

O Teach self-administration (e.g., insulin, inhalers)

3. Monitoring and Evaluation:

O Therapeutic effects

O Side effects and adverse reactions

O Compliance and adherence

4. Legal and Ethical Considerations:

O Follow scope of practice

O Obtain proper consents (especially invasive routes)

O Accurate documentation





Quizz



Q:

For ophthalmic, otic, and nasal medications, a crucial nursing 

consideration is to:

a) Encourage the patient to rub the area immediately after application 

b) Maintain sterility and proper positioning 

c) Discard the medication if it is not completely used in one dose 

d) Use the same applicator for both eyes/ears/nostrils to save time 
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Introduction to ICU Nursing
Definition:

ICU (Intensive Care Unit) Nursing is a specialized branch of nursing practice 

focusing on the care of patients with life-threatening conditions that require 

comprehensive, continuous monitoring and intervention.

ICU Environment:

• High nurse-to-patient ratio (often 1:1 or 1:2)

• Advanced monitoring and life support equipment

• Interdisciplinary team collaboration

• Fast-paced and high-stakes decision-making



1. Roles and Responsibilities of the ICU Nurse
A. Monitoring and Assessment
• Vital Signs: Continuous monitoring (e.g., BP, HR, RR, SpO₂, temperature)

• Neurological Checks: GCS, pupillary responses

• Hemodynamic Monitoring: Central venous pressure (CVP), arterial lines

• Respiratory Function: ABGs, ventilator settings, SpO₂ trends

• Renal Function: I&O, serum creatinine, urine analysis

B. Clinical Interventions
• Medication Administration: IV drips (vasopressors, sedatives, inotropes)

• Ventilator Management: Assisting in intubation/extubation, suctioning

• Lines and Tubes: Central lines, chest tubes, urinary catheters

• Wound and Infection Care: Aseptic technique, pressure sore prevention

• Emergency Response: ACLS protocols, rapid deterioration management

C. Documentation and Reporting
• Real-time charting using EHR

• SBAR communication during handovers

• Incident and safety reporting



2. Key Competencies in ICU Nursing
A. Technical Skills

• Arterial blood gas (ABG) interpretation

• ECG reading and arrhythmia recognition

• Mechanical ventilation settings

• Infusion pump management

• Infection control techniques

B. Critical Thinking and Decision-Making

• Analyzing trends and early signs of deterioration

• Prioritizing care in emergencies

• Applying evidence-based practice

C. Communication Skills

• Multidisciplinary collaboration (doctors, RTs, pharmacists)

• Family communication and support

• Conflict resolution



  قس  م 
ن
  الرعاي  ة القائم  ة ع  لى الأنظ"مطل  وب م    ك  ل طال  ب اختي  ار واح  دة م    الح  الات الش  ائعة الم  ذكورة ف

ن
م  ة ف

ادة، الس  كتة احتش  اء عض  لة القل  ب، متلازم  ة الض  ائقة التنفس  ية الح  : ع  لى س  ايل المث  ال" )وح  دة العناي  ة المرك  زة

، أو الإنتان يف الهضم 
ن :  ثم إعداد خطة رعاية موجزة تتضم (.الدماغية، إصابة الكلى الحادة، البن

وظ ائف الجه از ما ه  العلامات الحيوية، والملاحظات العصاية، ومراقبة ال ديناميكا الدموي ة، و : المراقبة والتقييم

اقبها؟    سب 
التنفس  والكلى الت 

  م ا ه  الأدوي ة والإج راءات وردارة الأنابي ب والخط وط ورعاي ة الج روح ومكافح ة الع د: التدخلات السر يرية
وى ال ت 

قد تكون مطلوبة؟

  : الكفاءات الرئيسية
وري ة ما ه  المهارات التقنية، وقرارات التفكب  النقدي، واحتياجات الاتص ال ال ت   س تكون ضن

لإدارة هذه الحالة؟

؟: الاعتبارات النفسية والاجتماعية
ً
 واجتماعيا

ً
كيف ستدعم المريض وعائلته نفسيا

  
 
، مما سيسمح بالمناقشة والتغذية الراجعة م  باف

ً
 أو كتابيا

ً
.الطلاب والمحاضن سيقدم كل طالب خطته شفهيا



3. Systems-Based Care in ICU
1. Cardiovascular System

• Common conditions: MI, arrhythmias, cardiogenic shock

• Interventions: ECG, telemetry, IV antiarrhythmics, pacemakers

2. Respiratory System

• Conditions: ARDS, COPD exacerbation, pneumonia

• Interventions: Oxygen therapy, intubation, ventilation, suctioning

3. Neurological System

• Conditions: Stroke, traumatic brain injury, seizures

• Interventions: GCS assessment, seizure precautions, neuro checks

4. Renal System

• Conditions: AKI, ESRD

• Interventions: Dialysis, fluid balance monitoring, electrolyte management

5. Gastrointestinal and Hepatic Systems

• Conditions: GI bleeding, liver failure

• Interventions: NG tube care, blood product administration

6. Infectious Diseases and Sepsis

• Sepsis 6 bundle: Blood cultures, lactate, antibiotics, fluids, oxygen, urine output

• Use of sepsis scoring systems (SOFA, qSOFA)



4. Psychosocial Aspects of ICU Nursing

A. Patient-Centered Care

• Managing sedation and pain

• Facilitating communication for intubated patients

• Involving families in care decisions

B. Family Support and Communication

• Explaining procedures and prognosis

• Encouraging visitation and emotional support

• End-of-life discussions and palliative care

C. Nurse Stress and Burnout

• Recognizing compassion fatigue

• Importance of peer support and mental health resources



5. Ethical and Legal Considerations

A. End-of-Life Care

• DNR orders

• Withdrawal of care

• Palliative sedation and hospice involvement

B. Patient Autonomy and Consent

• Informed consent for invasive procedures

• Decision-making capacity in critically ill patients

C. Confidentiality and Documentation

• HIPAA compliance

• Secure and accurate record keeping



6. Quality and Safety in ICU

A. Evidence-Based Practice

• Protocols for sepsis, VAP prevention, CLABSI prevention

• Continuous improvement through research and audit

B. Patient Safety

• Infection control (hand hygiene, isolation)

• Fall prevention

• Alarm fatigue management

C. Professional Development

• Continuing education (ACLS, CCRN certification)

• Participation in morbidity and mortality reviews



Quizz



Q:

When managing a patient on a ventilator, an ICU nurse may assist with:

a) Dietary planning.

b) Intubation/extubation procedures. 

c) Scheduling outpatient appointments.

d) Social work assessments.





Describe the unique characteristics of the ICU environment that 

differentiate it from other hospital units. How do these characteristics 

impact the role of the ICU nurse? 

  
ن
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  أساس    ي
ن
  الخت    ام، تمث    ل ه    ذه الحقيب    ة التعليمي    ة المتكامل    ة ف

ن
ات التم    ريض ف

 يه       دم إلى تزوي      د ط       لاب قس      م تقني       ات التخ      دير بالم
ً
ا ش      املا

ً
ع       ارم م      ورد

لق      د غط      ت. والمه      ارات الجوهري      ة لتق      ديم رعاي      ة تمريض      ية  من      ة وفعال      ة

لس   ل الوح   دات المختلف   ة جوان   ب حيوي   ة ب   دءًا م     الأخلاقي   ات الطبي   ة وتس

، الفح       ص الب       دماس       لو  ، اله       ري  للاحتياج       ات، م       رورًا بس       جلات الم       ر ن  
ن
ن

 إلى
ً
وض     عيات الم     ريض، العلام     ات الحيوي     ة، وط     رق إعط     اء الأدوي     ة، وص     و 

  العناي  ة المرك  زة
ن
  ت  . مقدم  ة ف

  إن تطبي  ق المف  اهيم والتقني  ات ال  ت 
ن
م تناوله   ا ف

ان م    ع الت    دريب العم    لى  والتج    ارب السر    يرية
، س    يمك  ه    ذه الحقيب    ة، ب    الاقب 

ن م       تعزي     ز ج     ودة الرعاي     ة المقدم     ة للم     ر ن وتحس      ن الص     حيي  ن المهني     ي  ي 

ن . نت  ائجهم الص  حية للتط  وير نأم  ل أن تك  ون ه  ذه الحقيب  ة بمثاب  ة أس  اس مت  ي 

  إعداد جيل م   ال
ن
  مجال التمريض، وأن تساهم ف

ن
  المستمر ف

ن المهتن ممرض ي 

ن بأعلى معايب  الرعاية الإنسانية مي  ن
.والممرضات الأكفاء والملب 



شكر وتقدير
، ع  لى اود أن اع  بر ع    خ  الص ش  كري وتق  ديري لك  م، أيه  ا الطلب  ة الأع  زاء 
  اس    تيعاب محتوي    ات ه    ذه الحقيب    ة الت

ن
عليمي    ة جه    ودكم واجته    ادكم ف

  أساس    يات التم    ريض
ن
امكم ب    التعلم وحرص    . المتكامل    ة ف ن كم ع    لى إن ال    ب 

  ه     ذا المج     ال الحي     وي ه     و 
ن
اكتس     اب المع     ارم والمه     ارات الأساس     ية ف

ي  ن ن متم  ب  ن ص  حيي  نح    ع  لى . أس  اس بن  اء مس  تقبل مسرر  ق لك  م كمهني  ي 
، ثق   ة ب   أن م   ا تعلمتم   وه م     أخلاقي   ات المهن   ة، تقني   ات الفح   ص ا  

ن
لب   دن
همك    م مب   ادئ توثي    ق الرعاي    ة، وأس    اليب إعط   اء الأدوي    ة، بالإض    افة إلى ف

ة  منة وفعال ة لبيئة العناية المركزة، سيمكنكم م  تقديم رعاية تمريضي
  تعزي     ز ج     ودة. للم     ر ن 

ن
الرعاي     ة نتطل     ع إلى رؤي     ة إس     هاماتكم القيم     ة ف

تكم المه. الصحية وخدمة مجتمعاتكم   مسب 
ن
!نيةكل التوفيق ف



AWESOME 
WORDS


