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Preface

We chose our book title carefully. We have used the
words theory, concepts, application, thinking, doing, and
caring because we believe that excellent nursing requires
an equal mix of knowledge, thought, action, and caring.
It is knowledge and its application—not just the tasks
nurses do—that delineate the various levels of nursing.
Even so, skillful performance of tasks is essential to full
attainment of the nursing role.

We chose the word fundamentals because this text, and
its concomitant course, is truly that: the foundation for
all that follows. This basic content teaches essential
functions that nurses will use throughout their careers,
and in that sense, we believe it is of central importance.
It is—or should be—the most important course students
take. We want them to say, “Everything I need to know,
I learned in fundamentals—all I needed to know about
how to think, what to do, and how to be” (at least at a
basic level). You will see those themes integrated
throughout each chapter.

The thoroughly revised and updated third edition,
kept fresh by the acquisition of two new co-authors, pre-
serves the same open, user-friendly, easy-to-read style
that students have been telling us they love.

ORGANIZATION

We have organized the learning package into two vol-
umes to make it easier for on-the-go students to have at
hand the material they need in either the classroom or
the clinical setting. The content of Volumes 1 and 2 is
comprehensive. Our chapters are self-contained and
rich in cross-references so that teachers and students
can use them in any order that fits their needs. The
cross-references assist them to see the relationships be-
tween Volumes 1 and 2 and among the chapters, as well
as to navigate easily between the two volumes.
Content within each chapter is generally organized
into two major sections: Theoretical Knowledge (Know-
ing Why) and Practical Knowledge (Knowing How).
There is some overlap in these concepts because the
two types of knowledge are interdependent. We have
made this general distinction because many nursing
programs begin with content learned in supporting
prerequisite classes and then layer on additional The-
oretical Knowledge to explain the rationale for nurs-
ing actions and activities (Practical Knowledge). The
distinction also affords more flexibility in teaching
fundamentals. For example, it is useful to teachers
who believe students are more motivated when they

present first the concrete (Practical Knowledge), and
then the abstract (Theoretical Knowledge); it is equally
useful for those who teach from the theoretical to the
practical.

Enrichment (Supplemental Material)—We have tried
to write a text that meets the needs of most students and
instructors and that can be used as a reference through-
out the student’s career—one that is comprehensive but
not overwhelming. To minimize weight and bulk, and
to keep the content manageable for students, we have
put some enrichment material in the Electronic Study
Guide on DavisPlus for students who need it or who
wish to pursue a subject in more depth. It is all clearly
cross-referenced. Instructors who believe that content to
be essential can make it a reading requirement.

PEDAGOGICAL FEATURES

The book has numerous pedagogical features to facili-
tate student learning.

New for Third Edition

NEW!! Key Concepts and Example Problems—In the
chapter opener, we have listed the key concepts. An ex-
planation of their use (About the Key Concepts) is found
at the beginning of the Theoretical Knowledge section. A
Concept Map on DavisPlus illustrates the relationships
among the key concepts and subconcepts in each chap-
ter. Example Problem sections (e.g., Urinary Retention in
Chapter 30) help students begin to think conceptually
about patient care instead of trying to organize their
thinking according to medical diagnoses.

NEW!! End-of-chapter box—This is another naviga-
tion tool: a list of features to remind students and help
them use DavisPlus to their advantage. In Volume 2, the
box is in the chapter opener.

NEW!! More Key Points—We know students skim
the content, so we have made visible many points we
want to be certain they see and remember.

Reorganized chapters—To better address the needs
of many educators, we have reorganized some chapters
for this edition:

= Life Span: Infancy Through Middle Adulthood—To re-
place the summarized content contained in the second
edition, we have moved and rewritten the expanded
content into Chapter 9 in the book. Each stage is dis-
cussed in depth, but now more easily accessible in the
book, at the request of users.

XV
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= Life Span: Older Adults—Because of the recent em-
phasis in nursing care of the growing older adult pop-
ulation, we now have a separate chapter on older
adults (Chapter 10). The content has been expanded in
this edition.

= Oxygenation—To allow students to focus better on
one concept, we have divided the old Oxygenation
chapter. The complex oxygenation content is now pre-
sented in Chapter 36, separate from the circulation
content.

= Circulation—For the same reasons, the circulation
content is now presented separately, and expanded, in
Chapter 37.

= Community & Home Health—Because these two con-
cepts are so interrelated, we now combine the content
from the two second edition chapters (Community
Nursing and Nursing in Home Care), presenting
them in Chapter 43. We have not decreased the cover-
age of either topic — simply trimmed down redundant
coverage.

Features Continued from Previous

Editions
= Learning Outcomes (Volume 1) and What Are the
Main Points in This Chapter? (Volume 2)—These
focus the student’s study and provide repetition to
facilitate retention of material. In addition, a cross-
reference is provided to a Chapter Overview podcast
on the DavisPlus Web site.
= Interactive Approach—The text is written in an en-
gaging style that speaks directly to the student. Recall
and critical-thinking questions occur frequently in
Volume 1 to break the reading up into small, manage-
able segments and maintain interest.
Knowledge Checks—These questions allow students
to test their recall of the material presented in the
text. Answer sheets and answers are provided on the
Electronic Study Guide (ESG).
Think Like a Nurse Exercises—Thought-provoking
questions in both volumes facilitate critical think-
ing and clinical reasoning and allow the student to
synthesize content and explore personal beliefs.
Response sheets are provided on the Electronic
Study Guide; suggested responses are found on the
Instructors” Guide on DavisPlus.
= Meet Your Patient—This chapter-opening feature in
Volume 1 introduces one or more patients. The sce-
nario is used throughout the chapter to illustrate
theoretical points and make the content come alive.
These patients are often followed in the clinical rea-
soning activities in Volume 2. This facilitates contex-
tualizing information rather than learning facts in
isolation.
= Safety Features—To emphasize and help students
remember important aspects of safe care, we have
specially marked the most important points about
safety to make them visible and memorable. They

are color-shaded, with an icon to draw attention to
them. We do, of course, have an entire chapter on
promoting safety.

Knowledge Maps—In Volume 2 every chapter now has
a Knowledge Map of the Volume 1 theoretical content.
This serves as a content review and helps students
learn visually how chapter concepts relate.

Care Plans—Seventeen care plans integrating
NANDA-I, NIC, and NOC are found in Volume 1 and
on DavisPlus. They are based on case studies that
allow students to see the nursing process in action.
Evidence-based rationales support interventions.
Care Maps—For each care plan, a Care Map allows
visual learners to grasp the connection between the
phases of the nursing process and illustrates an
alternative method of care planning.

Care Planning and Care Mapping Exercises—Several
Volume 1 chapters link students to the Student Re-
sources on the DavisPlus Web site for practice in con-
structing care plans, both in columnar format and as
concept maps, using the Concept Map Generator on
the Web site.

Practice Documentation—Several Volume 2 chapters
link students to Practice Documentation exercises on
DavisPlus.

Highlights of Procedures Boxes—This Volume 1 box
contains the highlights of all chapter procedures pre-
sented in Volume 2. These boxes serve as a reference
when studying the Practical Knowledge content in
Volume 1, or as a quick review just before performing
a procedure in the clinical area.

Caring for the Nguyens—This is an ongoing case
study that begins every chapter of Volume 2. It allows
students to become familiar with a single family and
to experience vicariously the continuity of care they
may encounter in outpatient settings. As with all exer-
cises in the two volumes, response sheets are pro-
vided on the DavisPlus Web site.

Applying the Full-Spectrum Nursing Model—In Vol-
ume 2, these clinically based exercises guide students
to safely apply their thinking skills to chapter content.
At the same time, they reinforce the full-spectrum
model concepts of thinking, doing, and caring intro-
duced in Volume 1.

Critical Thinking and Clinical Reasoning—This set of
clinically based exercises (in Volume 2) guides stu-
dents to safely practice critical thinking in preparation
for doing so in the clinical area. Frequently, these clin-
ical exercises make use of material related to the Meet
Your Patient scenario in Volume 1.

Thinking About the Procedure—Procedures in Vol-
ume 2 include a cross reference to DavisPlus for exer-
cises that require students to watch the associated
Davis’s Nursing Skills Videos to answer the questions.
Answers are provided on DavisPlus.

What If .. —Volume 2 procedures include a section to
aid students in knowing what to do in special situa-
tions that require decisions during a procedure. For



example, what if you perform a fingerstick to monitor
blood glucose, and the monitor shows a very unusual
result or an error message? What should you do? We
provide the answer. What If’s are placed after the pro-
cedure steps so they will not distract from the steps
while the student learns the procedure.

= Diagnostic Testing Boxes—These are found in Volume 2,
and on DavisPlus in applicable chapters. We believe it
is more meaningful to place the diagnostic test infor-
mation near the related content rather than in an iso-
lated chapter containing all the diagnostic testing
content. If students need a more comprehensive refer-
ence, we recommend a diagnostic testing book.

THEMES

At least 20 themes are important in professional nurs-
ing. Our book weaves these almost seamlessly through
the content of both volumes of the book. The following
themes that are stressed throughout—some of them in
every chapter:

= Safety. Safety is a central focus in nursing and health-
care. To emphasize and help students remember im-
portant aspects of safe care, we have key safety points
marked for high visibility. We also have an entire
chapter on Promoting Safety.

= New for Third Edition. PICOT Boxes. We have
added this feature to most chapters to facilitate the
skill of inquiry, especially as it relates to evidence-
based practice.

= New for Third Edition. More QSEN Boxes. To pro-
mote competency-focused learning, we have intro-
duced the Quality and Safety Education for Nurses
(QSEN) competencies in the early chapters of Volume
1, and reinforced them where relevant throughout the
text. To remind students that these competencies have
practical implications, approximately 30 of the chap-
ters have a QSEN box, providing an example of how a
particular competency is related to a chapter concept
and expressed in practice.

= New for Third Edition. Gerontology. To allow for an
in-depth discussion of aging and gerontology, pro-
vided by an expert on this topic, Chapter 10 is entirely
devoted to the older adult developmental stage. As-
sessments and interventions specifically for the
young-old, middle-old, oldest-old, and frail elderly
are provided. We have also included interventions
specific to older adults in clinical chapters where they
apply (e.g., assessing for pain, in Chapter 31; varia-
tions for older adults in the health assessment proce-
dures in Chapter 22). Content specific to older adults
is marked with a distinctive icon, and the beginning
and end of the section are indicated by a colored bar.
You will also find that many features and exercises use
an older adult as the patient.

= New for Third Edition. Developmental Stages. The
Theoretical Knowledge in most chapters devotes a
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section to discussing the effects of life span on the
chapter topic. In Volume 2, procedures include varia-
tions for children and older adults. The thorough dis-
cussion of life span considerations for all age groups,
formerly on DavisPlus, has been moved to Chapters 9
and 10 by request of users.

= Critical Thinking. We emphasize critical thinking and
clinical reasoning in various ways. The following are
two examples.

In addition to the critical-thinking questions and
exercises in Volumes 1 and 2, concepts in Volume 1
are often presented in an inductive manner, or
pose a question to the student (e.g., “What would
happen if ... ?”).

The full-spectrum model of nursing (presented in
Chapter 2) is a comprehensive approach to care
that uses critical thinking in all aspects of care. It is
not rigidly used to structure the chapters. Instead,
the full-spectrum model is reinforced in every
chapter of Volume 2 with a set of exercises (Apply-
ing the Full-Spectrum Nursing Model) that require
students to use the model concepts of thinking,
doing, and caring to structure their thinking. Be-
cause students cannot focus on everything at once,
different model parts are stressed at different times.
Sometimes they ask, “What theoretical knowledge
do you need to . .. ?” In other instances they might
ask, “What biases do you have that might interfere
with...?”

= Toward Evidence-Based Practice Boxes. In every
chapter, we describe research related to the chapter
topic and pose critical-thinking questions for students
to examine these findings. The concept of evidence-
based practice is introduced in Chapter 6 (Nursing
Process: Planning Interventions), further explained in
Chapter 8 (Evidence-Based Practice: Nursing Theory
& Research), and mentioned frequently in other chap-
ters as well.

» Nursing Process. Nursing process is a common frame-
work for nursing thinking. Chapter 2 relates nursing
process and critical thinking. Chapters 3 through 7 are
a comprehensive presentation of the nursing process,
which is presented as reflexive rather than linear. The
Practical Knowledge sections of Volume 1 are organ-
ized according to the nursing process phases; the pro-
cedures in Volume 2 have assessment and evaluation
components. In addition, many of the questions and
exercises provide opportunity for students to apply
the nursing process.

= Standardized Languages: NANDA-I, NIC, and NOC.
Because these are important for electronic health
records, the book includes a thorough discussion of
these taxonomies in the nursing process and other
chapters. NOC outcomes and NIC interventions are
included in every chapter of Volume 1; many are pre-
sented in tables in Volume 2 or on DavisPlus. The
Omaha System and the Clinical Care Classification are
also used in the community and home health chapters.



xviii

PREFACE

Caring. Caring is integrated throughout many
chapters and is a part of the Volume 2 book title.
Chapter 1 provides historical examples of nursing
as a caring profession. Chapter 8 describes the im-
portant caring theories. Watson’s theory is used
throughout the chapter to illustrate how theory is
applied in nursing. As well, the Applying the Full-
Spectrum Nursing Model exercises in Volume 2 all
have questions involving caring (one of the model
concepts).

Wellness. Many examples and scenarios in this text
refer to people who are not ill. Chapter 11 emphasizes
health; Chapter 42 talks about the nurse’s role in
health promotion.

Culture. Cultural diversity is highlighted throughout
the text in clinical scenarios, illustrations, and theo-
retical discussion. Chapter 15 focuses on culturally
sensitive nursing care. The Caring for the Nguyens, an
ongoing case study throughout Volume 2, features
an extended family; ethnic variations are described in
procedures, as applicable.

Spirituality. Chapter 16 is probably the most exten-
sive presentation of spiritual care available in a funda-
mentals text. Spirituality is integrated within various
chapters in scenarios, examples, and exercises.
Documentation. All chapters include reference to
documentation, where relevant. The procedures in
Volume 2 all have guidelines for and examples of
how to document the procedure. In addition, we have
included some Practice Documentation exercises on
DavisPlus. Chapter 18 contains a thorough presenta-
tion of documentation and reporting.

Delegation. Delegation is introduced early, in the
nursing process chapters, and is a thread in most
Volume 1 chapters. Chapter 40, Leading & Manag-
ing, also discusses delegation. In Volume 2, all pro-
cedures have guidelines for delegating.

ANA Standards. Nursing and other healthcare stan-
dards (e.g., The Joint Commission, Medicare) are
frequently referenced. Links to pertinent Web sites
are given so students can keep up with changes to
standards.

Ethics. In addition to the extensive treatment in
Chapter 44, ethical knowledge is an aspect of our
full-spectrum model. As such, many of the critical-
thinking exercises ask students to grapple with ethi-
cal issues. Good examples are found in Chapter 6,
Volume 2, and in the Applying the Full-Spectrum
Nursing Model in every chapter.

Legal Issues. Chapter 45 is devoted to legal issues
that nurses face in their practice. Legal issues are in-
tegrated in many other chapters as well (e.g., licens-
ing in Chapter 1; end-of-life legal considerations in
Chapter 16).

Community and Home Healthcare. Chapter 43 is de-
voted exclusively to these topics. In other chapters,
clinical scenarios and examples involve nurses in
these settings. Procedures in Volume 2 have sections

for adapting skills to home care; Volume 1 has special
feature boxes:

Home Care Boxes—These provide guidelines for
safely modifying care for delivery in the home.
Teaching: Self-Care Boxes—Self-Care boxes appear
throughout Volume 1. They are similar to the tradi-
tional “teaching boxes,” but focus on equipping pa-
tients to perform self-care.

Complementary Therapies. The book conceptualizes
nursing as holistic. Chapter 46 (on DavisPlus) is
devoted exclusively to complementary and alterna-
tive therapies. Several chapters in Volume 1 (e.g.,
Chapter 15, Culture & Ethnicity) contain material
related to this topic. For example, you will find Com-
plementary & Alternative Modalities (CAM) boxes in
several chapters. Some describe a complementary
therapy related to the chapter topic. Others present
research concerning a particular complementary ther-
apy (e.g., intercessory prayer in Chapter 16).
Contemporary Issues. In Chapter 23, we include
extensive information about bioterrorism, mul-
tidrug-resistant organisms, and emerging infectious
diseases, and healthcare-related infections. Those
topics are also included in Chapter 43 as relevant
to Community Nursing. The safety chapter includes
ways to assess for and cope with violence in the
healthcare setting.

Nursing Informatics. Chapter 41 is an excellent
introduction to nursing informatics. Standardized
languages and electronic care planning and docu-
mentation are interspersed throughout the book (for
example, in the nursing process and medications
chapters), and especially in standardized language
tables in Volume 2 and on DavisPlus. We also em-
phasize electronic documentation in Chapter 18 and
in our illustrations for documenting some proce-
dures in Volume 2. We further encourage use of
technology by providing students with links to
material on DavisPlus and other Web sites related to
the chapter topic.

THE TEXT AS A RESPONSE TO CHANGE

This book was developed to address the needs of
today’s nursing students and in response to the follow-
ing changes in nursing education and practice.

Changes in Students

Nontraditional Students. Students range from
younger students just out of high school to older, sec-
ond-career students. Many have work or family
responsibilities that compete with school for atten-
tion. To address this change, we have followed two
principles of adult learning: that learning must be
relevant, efficient, and meaningful to the person. Effi-
ciency: Volume 1 is intended for classroom use, while
Volume 2 is for clinical use.



Technology: The Electronic Study Guide on DavisPlus
delivers enhancements to the printed text, devel-
oped with the knowledge that highly motivated
students will welcome the chance to use technolo-
gies to maximize their learning.
Meaningfulness/Relevance: To make the content more
meaningful, each chapter opens with a patient sce-
nario or story of a practicing nurse. This story is
woven throughout the chapter to provide context for
factual information and to show how concepts are
applied and how nurses think.

Practical Application: We stress practical application
throughout the text because adults want to apply
knowledge in real-life circumstances. The Nguyen
family case, in all chapters of Volume 2, is a prime
example of this.

= Variety in Learning Styles. Students learn in differ-
ent ways. To address this, we have used more than
1,400 photos and many diagrams and concept maps
to assist visual learners. Podcasts, animations, and
sound files of body sounds and other clinical assess-
ment findings are included on DavisPlus for audi-
tory learners. To teach psychomotor skills, we have,
in addition to step-by-step procedures, included
skills videos and checklists that students can print
out for practicing procedures or for teachers to use in
evaluations.

Reading Comprehension. Whether because of changes
in admission requirements, or because English is a
second language, or for other reasons, some schools are
finding students’ reading abilities to be lower than in
the past. We addressed this change by writing in an in-
formal style, addressing the student directly (“you
will . . .”). We have not made the content more superfi-
cial, but have made reading about it more inviting and
user-friendly. We define new terms at their first use in
each chapter, and include a glossary on DavisPlus for
additional unfamiliar terms.

The Technology Generation. The newer generations
of students are accustomed to using technology and
multitasking. To hold their attention, in addition to our
easy-to-read style, we present information in an inter-
active manner, and in relatively short segments inter-
spersed with review questions and critical-thinking
questions. For this same reason, the text frequently di-
rects students to find related information on DavisPlus
and on the Internet, often in the form of podcasts or
sound files. eBooks offer the convenience of accessing
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with nursing courses. You should not need to “cover”
it in class.

Understanding and retention continue to be a
problem. To aid in retention, we have interspersed
knowledge checks and critical-thinking questions
throughout Volume 1 to allow students to check
their recall and understanding of the content as they
progress through the chapters. Recognizing that
repetition aids retention, we provide Learning Out-
comes at the beginning of each chapter in Volume 1.
In addition, chapters in Volume 2 include a list titled
What Are the Main Points in This Chapter? and a full-
page Knowledge Map of the chapter content. To
accompany each chapter, there is also a podcast on
the DavisPlus Web site that overviews chapter con-
tent. And finally, the Student Resources contain an
Audio Glossary.

Some curricula have de-emphasized mental health.
Mental health may be taught in other (e.g., medical-
surgical) clinical areas, with no separate mental health
course in the curriculum. In response to pleas from ed-
ucators, we include expanded mental health content
and tools for psychosocial assessment. In addition to
the usual concepts of self-concept and self-esteem,
Chapter 13 includes basic assessments and interven-
tions for the Example Problems of anxiety and depres-
sion, which students will encounter commonly in all
areas, not just on mental health units. In Chapter 21,
the communication chapter, we have excellent content
on the nurse-patient relationship and communication
techniques that mental health teachers find so essen-
tial. Chapter 12, Stress & Adaptation, includes infor-
mation about defense mechanisms.

The curriculum does not include separate pharma-
cology, nutrition, ethics, or nursing process courses.
Because all nurses need grounding in these topics, we
have provided extensive coverage of these topics,
both in Volume 1 and on DavisPlus. The medications
chapter provides in-depth pharmacology informa-
tion. Chapter 27, Nutrition, provides a foundational
understanding of patients’ nutritional needs. Chapter
44 is a comprehensive look at nursing ethics. We have,
arguably, the most useful and thorough presentation
of nursing process available in a fundamentals text.
These chapters, as well as most others, will be a valu-
able reference for students when they take other clini-
cal nursing courses.

Changes in Nursing and Healthcare

= The nursing role is increasingly complex, requiring
management, decision-making, delegation, and
supervision skills early in the career.
To address this change, we have included a compre-

the book from wherever the student has Internet
access without having to lug around heavy books.

Changes in Curricula
= Teachers say they do not have enough time to “cover

the content.” One way to address this problem is not
to re-teach material students have had in other classes.
We provide, for example, just enough anatomy and
physiology in each chapter to aid students who need
to review A&P, or who are taking A&P concurrently

hensive discussion of leadership and management in
Chapter 38. The critical-thinking exercises, especially
in Volume 2, and the Nguyens feature help students to
develop clinical decision-making skills. Delegation is
presented early, in the nursing process chapters, and
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stressed in the rest of the chapters in Volume 1, as ap-
plicable. Each clinical procedure in Volume 2 contains
a Delegation section.

= Healthcare has moved increasingly from the hospi-
tal to the home and community.
To address this change we have included a provoca-
tive discussion about the evolving healthcare system
in Chapter 1. In addition, Chapter 43 discusses Com-
munity and Home Care. Those concepts are also
integrated throughout Volume 1 (e.g., Healthy People
2020 goals are cited where they are relevant to con-
tent); and the procedures in Volume 2 include home-
care adaptations, as well as patient-teaching points
that enable patients and caregivers to assume more
responsibility for care.

= Nurses need to be critical thinkers and life-long
learners.
To address this change, we have organized the text
around a model of Full-Spectrum Nursing, a com-
prehensive approach to care that uses critical think-
ing in all aspects of care. The model is reinforced in
each chapter of Volume 2 in the feature Applying the
Full-Spectrum Nursing Model. Critical thinking is
integrated throughout both volumes of the text,
both in discussion and in critical-thinking exercises.
Discussion of this model follows.

THE FULL-SPECTRUM MODEL
OF NURSING

We believe that nursing knowledge is a fusion of theoret-
ical knowledge, practical knowledge, self-knowledge,
and ethical knowledge. To function at the highest level,
nurses use critical thinking and the nursing process to
blend thinking and doing to put caring into action. We
refer to this blend as Full-Spectrum Nursing. We have or-
ganized our learning package to reflect this philosophy.
This model is presented in Chapter 2 and referred to and
used throughout the text.

THE LEARNING PACKAGE

This is a well-integrated and cross-referenced package
containing a two-volume text; an Electronic Study
Guide on DavisPlus (Chapter Resources); and instruc-
tors’ materials provided on DavisPlus. Although any
item can be used either in classroom or clinical settings,
Volume 1 will usually be used in the classroom setting,
whereas Volume 2 will usually be used in the clinical
setting or learning laboratory. You can also purchase
a set of skills videos, a book of procedure checklists, and
a Fundamentals Skills Notes pocket guide.

Volume |

Volume 1 contains all the theoretical and conceptual
material typically present in a fundamentals text, pre-
sented in a clinically focused, user-friendly manner,

and incorporating many examples. This presentation
allows students to see how the content will be useful to
them. In Chapters 8 through 46, the nursing process is
used as the model to organize the Practical Knowledge
section.

Unit 1—focuses on how nurses think. It begins by
showing how nursing history relates to our present
healthcare system. Chapter 2 focuses on critical think-
ing, and Chapters 3 through 7 provide an extensive
treatment of the nursing process. This unit prepares stu-
dents to follow the organization of subsequent chapters
and provides the thinking tools and processes they need
to apply the content of the other chapters. Chapter 8
contains an overview of the processes of theory build-
ing, nursing research, and evidence-based practice as
they relate to the nurse in practice.

Unit 2—is about the internal and external factors
that affect an individual’s health (e.g., family, culture,
spirituality, and life stage). Internal factors are per-
sonal beliefs or attributes that influence how the client
views health, healthcare, and nursing. A groundbreak-
ing feature is Chapter 11, which describes the health-
illness-wellness continuum in an experiential way,
encouraging self-knowledge, personal growth, and
affective learning of that content.

Unit 3—examines essential nursing interventions.
We consider these skills “essential” because nurses use
some or all of these skills in all areas of nursing, regard-
less of setting or patient diagnosis. The unit begins with
documentation and includes communication, teaching,
taking vital signs, physical assessment, asepsis, safety,
hygiene, and medication administration.

Unit 4—concentrates on nursing care that supports
physiological function. We examine broad categories of
physiological function (e.g., nutrition, elimination, oxy-
genation) and discuss related nursing care.

Unit 5—explores diverse nursing functions. For ex-
ample, we look at leadership and management, the use
of technology and informatics, and health-promotion
activities. Chapter 41 is a more thorough introduction
to informatics than you will usually find in a funda-
mentals text.

Unit 6—looks at the context for nurses” work. This in-
cludes chapters on community and home care, as well
as the ethical and legal contexts for nursing work. And
we are especially proud of Chapter 46 (on the DavisPlus
Web site), which provides a deeper treatment of holistic
healing than you will typically find. We believe that a
fundamentals book, overall, provides all concepts
needed for a holistic view of the patient—just scan our
chapter titles to see what we mean by that. We went one
step further with Chapter 46.

Volume 2

Volume 2 is designed primarily, but not exclusively,
for use in the skills lab and clinical setting. As does
Volume 1, it includes thinking, doing, and caring. The
critical-thinking exercises require students to use their



thinking skills and the nursing process to apply theo-
retical knowledge to specific patient situations. The
clinical procedures, assessment tools, clinical forms,
diagnostic testing information, and standardized
language tables make up the practical knowledge
sections. Throughout Volume 2, students have access
to a simulated experience known as Caring for the
Nguyens, an ongoing case study through which they
learn about the nursing role, the healthcare system,
and the real-world application of the content in
Volume 1.

Student Resources on DavisPlus

Sometimes referred to as an Electronic Study Guide
(or ESG), the Student Resources on the DavisPlus Web site
at DavisPl.us/Wilkinson3 contains expanded discussions
of some of the Volume 1 material, mastery questions, an-
swers to the Volume 1 Knowledge Checks, a panel of
NCLEX-style and chapter review test questions for prac-
tice, a glossary, additional care plans and care maps, and
procedure checklists. Also included are forms that stu-
dents can print out to write their answers to Knowledge
Checks, Critical Thinking questions, and Mastery ques-
tions as well as the Volume 2 critical-thinking exercises. It
also provides other types of forms that students can
print out and use in clinical settings, for example, some
assessment tools. The questions themselves have ex-
pandable space so that answers can be typed in on the
electronic form and then printed out. The large glossary
provides definitions of all bolded terms used in the text
as well as supplementary terms that may be helpful to
students.

Procedure checklists can be used to study for skills
lab or clinical, or as a means to assess skill mastery.
Checklists are provided in two formats: One is a de-
tailed list of steps for each procedure; another is a
generic, principles-based list that instructors can use to
evaluate all procedures.

Other Resources on DavisPl.us/
Wilkinson3

= Podcasts—For audio learners, podcasts for each
chapter summarize the main ideas for convenient
prep for class or review for quizzes or exams. There
are 12 “stress buster” podcasts: one for each month.
You will also find 24 clever and revealing test-taking
tips to give you the “one-up” on getting a better test
result.

= NCLEX-style and chapter review questions for
students—We have added more questions to help stu-
dents right from the beginning of their nursing studies
to become comfortable answering NCLEX-style ques-
tions while reviewing chapter content.

= eBook—Tired of lugging around heavy books? Now
you can access this two-volume textbook electronically.
Log on to the DavisPlus site for on-screen reading—just
as though you were turning pages in your own book.
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INSTRUCTOR’S GUIDE

The Instructor’s Guide contains everything in the
Student Resources plus additional features to assist fac-
ulty. These include an image bank of illustrations from
the book, PowerPoint lecture outlines with illustrations,
“clicker” questions, and a critical-thinking question.

New for Third Edition. The PowerPoint lecture out-
lines now include notes you can refer to when lecturing
from the slides.

New for Third Edition. The Lesson Plans have been
replaced by a new feature called Flipping the Class-
room. These are presented as Word files so teachers
can add to or delete from them to meet their unique
needs.

Also included are teaching strategies to accompany
each chapter, suggested responses for the critical-thinking
exercises in Volumes 1 and 2, instructions for using con-
cept mapping, and a test bank of more than 2,300
NCLEX-style and chapter review questions, including
the newer NCLEX formats. The number of learning
strategies has been significantly increased.

HOW TO USE THIS LEARNING PACKAGE
(FOR TEACHERS)

You are fortunate to be working with students at per-
haps the most formative point in their nursing educa-
tion: the fundamentals course. We are certain that each
of you will bring your own special style to the teaching
of this most-important-of-all nursing courses, and that
you will find new and creative ways to use the many
teaching and learning features we have provided. We
hope your enjoyment of this new and improved learn-
ing package is equal to our pride in it.

For suggestions about how to use this integrated
learning package (in both text and podcast format),

g Go to How to Use This Learning Package in the
' Instructor’s Resources on the DavisPlus VWeb site, at
DavisPl.us/Wilkinson3.

" Go to Getting the Most Out of This Learning Package
' podcast on the DavisPlus Web site.

Schools that adopt our textbook also have access to a
PowerPoint slide presentation and a podcast explaining
how to use the learning package. You can use this
and/or the podcast to orient new teachers and students
so they can easily navigate and make best use of the
entire learning package.

GETTING THE MOST OUT OF THIS
LEARNING PACKAGE (FOR STUDENTS)

For ideas about how to use your textbooks and the Elec-
tronic Study Guide (Student and Chapter Resources) to
get the best results from your studying,
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q Go to Getting the Most Out of This Learning Package on the
DavisPlus Web site.

For those times when you’d rather listen than read,
we offer podcasts that describe ways for you to use the
different components of your learning package—that is,
your two-volume book set, nursing skills DVD set, your
online Chapter Resources, NCLEX-style practice and
chapter review questions, animations, documentation
exercises, care mapping exercises, concept map genera-
tor, and many more, worthwhile learning tools.

" Go to Getting the Most Out of This Learning Package
podcast on the DavisPlus Web site.

We also know that being a student in a nursing pro-
gram is hard work and can be overwhelming. Log on to

the DavisPlus Web site for 12 useful strategies to reduce
your stress while you are on your journey to becoming a
nurse.

¢ Go to Stress Busters podcast on the DavisPlus Web site.

Your goal is to do well in your courses. Knowing
testing is an important part of your experience while in
school, we now offer clever, test-taking tips to help you
to take tests with excellence and show what you know!

a Go to Test-Taking Tips podcast on the DavisPlus Web site.
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Fvolution of Nursing
Thought & Action

Learning Outcomes
After completing this chapter, you should be able to:

» Define nursing in your own words.

» Discuss the transitions nursing education
has undergone in the last century.

» Differentiate among the various forms
of nursing education.

» Explain how nursing practice is regulated.

» Give four examples of influential nursing
organizations.

» Name and recognize the four purposes
of nursing care.

» Describe the healthcare delivery system
in the United States, including sites for
care, types of workers, regulation, and
financing of healthcare.

» Name nine expanded roles for nursing.

» Discuss issues related to healthcare
reform.

This volume contains only a brief
introduction to nursing history.
For more detailed information,

» Delineate the forces and trends
affecting contemporary nursing
practice.

If you were assigned the Expanded
Discussion on the DavisPlus, you should
also be able to demonstrate the following
outcomes:

> ldentify the factors that led to the
change of nursing from a vocation of
men and women to a predominantly
female profession.

» Describe the various images of nurses
through history.

» Describe the role of religion in the
development of nursing.

» Explain the role of the military in the
development of the nursing profession.

Nurses Make a Difference . . .

Then & Now

Time: 1854, Wskiidar (now part of Tstanbul, Turkey)

in the Crimea

work with. First, they open
the tent to allow in fresh
air. Then they clean the

Key Concepts

Nursing
Nursing history

Contemporary nursing education

Contemporary nursing practice

Healthcare delivery system

Related Concepts

See the Concept Map on DavisPlus.

Go to Student Resources, Chapter |, Evolution of Nursing
Thought and Action—Expanded Discussion, on DavisPlus.

tent, bathe the wounded,
and provide clean bedding.
They assess and dress the
wounds, feed the soldiers
a nutritious meal, and com-
fort those dying or in pain.
They offer encouragement
and emotional care to the
healthier soldiers and help

The hospital tent is set up away from the battlefield. The

injured and dying soldiers are lying upon the bare earth,

soiled and covered with crusted blood. Outside the air is
cool, yet the tent is stifling with the rank odor of disease
and death. Scanning the scene, Florence Nightingale gath-
ers her staff of 38 nurses.They review the environmental
condition of the hospital tent, the health problems of the
soldiers, and the supplies and equipment they have to

{Continued)
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Nurses Make a Difference . . . (continued)

them to write letters home.Within a brief period of time

the mortality rate drops from 47% to 2% and morale
improves immeasurably.

Time: 2012, Your Local Hospital

While standing at the bedside mixing an antibiotic solution,
Susan listens to the ventilator cycle. She notes that her pa-
tient has begun to trigger breaths on his own. In the back-
ground she hears the cardiac monitor sounds, which have

become more irregular over the past hour. She mentally

runs through her patient assessment.“Why is his heart so
irritable?” she wonders. She calls the lab for the morning

blood work results.VWhen the lab technician e-mails the
results to the unit, Susan notes that the potassium level
is low (2.9 mEq/L). She notifies the physician of the lab

results and the cardiac irritability. Susan tells the physician,
“The patient’s potassium is low from the diarrhea he’s had

since we began the antibiotics.” Together they develop a

plan to administer intravenous (IV) potassium chloride to

raise the serum potassium level and to check it every
8 hours. Several hours later Susan documents that the
ectopy (irregular heartbeat) has decreased to less than
2 beats/min.

Time: 2030, A Local Home
Yesterday, Mr. Samuels underwent cardiac surgery. He

was discharged home this morning and is now under your

AA Like a Nurse

The Quality and Safety Education for Nurses (QSEN) project
and the Institute of Medicine (IOM) have identified quality
and safety competencies for nurses: (1) patient-centered care,
(2) teamwork and collaboration, (3) evidence-based practice,

(4) quality improvement, (5) safety,and (6) informatics (Cronenwett,

Sherwood, Barnsteiner, et al.,2007).Which of these did Florence
Nightingale demonstrate? Explain your thinking.

ABOUT THE KEY CONCEPTS

The overarching concept for this chapter is nursing. As
you come to understand key concepts (i.e., nursing history,
contemporary nursing education, contemporary nursing
practice, healthcare delivery system) you will grasp how
nursing has emerged from historical influences to become

today’s contemporary nursing practice.

HISTORICAL CONTEXT OF NURSING

Key Point: An understanding of the past can lend insight
into the customs, values, and future of nursing. When
exploring history, it becomes apparent that societal be-
liefs, Christianity, and the military had strong influences

on the evolution and images of professional nursing.

Asah health \ \ 1 e -3 \ q
care. As a home health nurse,

your role is to assess his con- ; 4 “.:"—"> l\.
dition; provide skilled care; J / ‘ "
teach Mr. Samuels how to care < V. }

for himself; instruct his family
about his care;and coordinate
any required additional services. — “e—"
You have been monitoring his

— ::\
condition remotely (telehealth) D
since discharge before the -" o~ J
visit. Mrs. Samuels greets you -’ .

at the front door. She tells
you that her husband is in a lot of pain and that the chest
drainage system appears full. She looks frightened as she
says, “When my father had cardiac surgery 25 years ago,

he spent 4 days in the hospital. | don’t understand why my
husband got sent home so quickly.” You explain that changes
in technology and the healthcare system allow you to take
care of clients in the home who would previously have

been in the hospital. As you begin your assessments, you tell
Mrs. Samuels, “After I've gathered more information, we’'ll
make a plan that will make all of us more comfortable.”

In each of these scenarios, the nurses engaged in full-
spectrum nursing; that is, they used their minds and their
hands to improve the client’s comfort and condition. As the
scenarios illustrate, nursing roles have changed over time.
Yet nursing remains a profession dedicated to client care.

Early civilizations had numerous health practices, in-
cluding massages, hydrotherapy, acupuncture, Roman
baths, quarantines, prayer, and dances, to name a few.
Their practices were related to societal beliefs about
health and illness, as are today’s practices. The follow-
ing are examples:

= In the prehistoric period, illness was thought to be
caused by evils spirits that had invaded the body. Care
was aimed at removing the evil spirits through cere-
monial rituals.

= Early Egyptians prayed to various gods and god-
desses to remove illness and maintain health. Women
assumed the role of nursing, providing comfort and
supportive care to the sick.

Images of Nursing
As you think of each of the three scenarios at the open-
ing of this chapter, what images of the scene and of the
nurse do you see? Does each of these images reinforce
nursing’s legacy of caring? What is your image of your-
self as a nurse?

The following are images of the nurse that have
developed throughout history—and which persist to a
greater or lesser extent even now.



Angel of Mercy This image grew out of the influence
of religion and the risks inherent to the practice of nurs-
ing. Images of the angel-nurse are usually serene and
content, with a halo or other religious symbol.

Battle-Ax The image of the nurse as a battle-ax
emerged, as science and philosophy grew popular during
the 17th century, when religious orders became less com-
mon. A more recent historical example is found in the 1975
film Omne Flew Owver the Cuckoo’s Nest, in which Nurse
Ratched personifies the nurse as the battle-ax or torturer,
treating her patients with cruelty and disdain.

Nurse as Professional The battle-ax image of an
unprofessional nurse remained until transformed by
Florence Nightingale (Fig. 1-1). Florence Nightingale
kept meticulous notes and statistics that were used for
advocating and obtaining changes in healthcare. She
used her political connections and social standing to
return nursing to a respectable profession. The Nightin-
gale School for Nurses was opened in 1860 and is con-
sidered the first official nursing program.

Naughty Nurse The image of the sexy, risqué nurse
arose in the early part of the 20th century with burlesque
shows and still persists. For example, in many television
programs such as M*A*S*H and Grey’s Anatomy, nurses
are portrayed as sexy, mindless, irrelevant, or simply
potential dates for bright and talented surgeons.

Military Image Throughout the last century (the
1900s), nurses were frequently portrayed in uniform pro-
viding support at the battlefield, and nurses are still often
characterized as warriors fighting disease. The impact of

FIGURE I-1 Florence Nightingale (1820-1910).
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wars has had positive influences on the development of
nursing as a profession. Nurses took the lead in providing
care to the sick, wounded, and dying soldiers in each of
the following wars, which highlighted the need for nurses
to be trained: American Civil War, Spanish American War,
World Wars I and II; and the Korean, Vietnam, Iraq, and
Afghanistan conflicts.

Handmaiden Image This stereotype portrays the
male physician in the dominant role, with the female
nurse merely assisting the doctor, or perhaps support-
ing the patient at the bedside. This image grew out of
the nurse’s early limited role in healing, from the legal
and financial authority of physicians, and from the
nurse’s work position as an employee.

Nursing Today: Full-Spectrum Nursing
Nurses today are highly trained, well educated, caring,
and competent professionals. They are essential members
of the healthcare team. The complexity of the healthcare
delivery requires that nurses use their critical thinking,
communication, organizational, leadership, advocacy,
and technical skills to ensure that patients receive safe
and effective care.

Key Point: Nurses apply knowledge from the arts
and sciences in their various roles to provide patient-
centered care (Table 1-1).

Nurses use clinical judgment, critical thinking, and
problem-solving as they care for patients. (You will
learn more about full-spectrum nursing in the section in
Chapter 2, What Is Full-Spectrum Nursing?)

(-i-:»To provide safe care, nurses must carefully consider their
actions and think carefully about the patient, the treatment plan,
the healthcare environment, the patient’s support system, the
nurse’s support system and resources, and safety.

Clinical judgment involves observing, comparing,
contrasting, and evaluating the client’s condition to
determine whether change has occurred. It also in-
volves careful consideration of the client’s health sta-
tus in light of what is expected based on the client’s
condition, medications, and treatment. These actions,
collectively known as nursing process, are discussed
in Chapters 3 through 7 and in each of the clinically
focused chapters.

Critical thinking is a reflective thinking process
that involves collecting information, analyzing the ade-
quacy and accuracy of the information, and carefully
considering options for action. Nurses use critical think-
ing in every aspect of nursing care. Critical thinking is
discussed at length in Chapter 2 and applied in every
chapter in this text.

Problem-solving is a process by which nurses con-
sider an issue and attempt to find a satisfactory solu-
tion to achieve the best outcomes. You will often use
problem-solving in your professional life. The nursing
process (see Chapters 2-7) is one type of problem-
solving process.
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Table I-1 > Roles and Functions of the Nurse

ROLE

FUNCTION

EXAMPLES

Direct care provider

Communicator

Client/family educator

Client advocate

Counselor

Change agent

Leader

Manager

Case manager

Research consumer

Addressing the physical, emotional, social, and spiritual
needs of the client

Using interpersonal and therapeutic communication
skills to address the needs of the client, to facilitate
communication in the healthcare team, and to advise
the community about health promotion and disease
prevention

Assessing and diagnosing the teaching needs of the
client, group, family, or community. Once the diagnosis is
made, nurses plan how to meet these needs, implement
the teaching plan, and evaluate its effectiveness.

Supporting clients’ right to make healthcare decisions
when they are able to voice their opinions and
protecting clients from harm when they are unable
to make decisions

Using therapeutic communication skills to advise clients
about health-related issues

Advocating for change on an individual, family, group,
community, or societal level that enhances health.The
nurse may use counseling, communication, and
educator skills to accomplish this change.

Inspiring others by setting an example of positive
health, assertive communication, and willingness to
improve

Coordinating and managing the activities of all
members of the team

Coordinating the care delivered to a client

Applying evidence-based practice to provide the most
appropriate care, to identify clinical problems that
warrant research, and to protect the rights of
research subjects

Listening to lung sounds
Giving medications
Patient teaching
Counseling a client

Discussing staffing needs at a unit
meeting

Providing HIV education at a local school

Preoperative teaching
Prenatal education for siblings

Community classes on nutrition

Helping a client explain to his family
that he does not want to have further
chemotherapy

Counseling a client on weight-loss
strategies

Working to improve the nutritional
quality of the lunch program at a
preschool

Florence Nightingale
Walt Whitman

Harriet Tubman

Charge nurse on a hospital unit
(e.g., assigns patients and work to
staff nurses)

Coordinator of services for clients with
tuberculosis

Reading journal articles

Attending continuing education; seeking
additional education

AA Like a Nurse

In the three scenarios in Nurses Make a Difference ...Then &
Now, what image of nursing predominates: thinking or doing?

CONTEMPORARY NURSING: EDUCATION,
REGULATION, AND PRACTICE

As a student about to enter your new professional life,
you need to realistically grasp the nature and demands
of your chosen career. To help better acquaint you with

nursing today, the remainder of this chapter discusses
the current state of nursing, nursing education, and the
trends affecting nursing. You will also be introduced to
the healthcare delivery system.

How Is Nursing Defined?

As you have seen, there are many images of nursing.
These images are only loosely based on fact and some-
times conflict. They make it difficult for the public to
know the reality of nursing—and they are confusing to
nurses and other members of the healthcare team as



What Are QSEN Competencies?

Competencies: Patient-Centered Care, Teamwork
and Collaboration, Evidence-Based Practice, Quality
Improvement, Safety, Informatics*

The QSEN (pronounced cue-zen) competencies are six
areas of expertise that nursing students are expected to
acquire before graduation. Each competency includes a
list of associated knowledge, skills, and attitudes (KSAs)
that operationalize the concepts. The six competencies
and their definitions are:

> Patient-centered Care: Recognize the patient or
designee as the source of control and [a] full partner
[when] providing compassionate and coordinated care
based on respect for patient’s preferences, values, and
needs.

» Teamwork and Collaboration: Function
effectively within nursing and interprofessional
teams, fostering open communication, mutual
respect, and shared decision making to achieve
quality patient care.

Quality and Safety Education for Nurses

> Evidence-based Practice: Integrate best current
evidence with clinical expertise and patient/family
preferences and values for delivery of optimal
healthcare.

> Quality Improvement (QIl): Use data to
monitor the outcomes of care processes and use
improvement methods to design and test changes
to continuously improve the quality and safe of
HC systems.

> Safety: Minimizes risk of harm to patients and providers
through both system effectiveness and individual
performance.

> Informatics: Use information and technology to
communicate, manage knowledge, mitigate error, and
support decision making.

*To see the KSAs for the QSEN competencies,

¢ Go to the QSEN Web site, at http://www.qsen.org/
ksas_prelicensure.php

Source: Cronenwett, Sherwood, Barnsteiner, J., et al. (2007).

well. In addition, the constantly changing nature of
nursing, healthcare, and society further complicates the
definition of nursing. Key Point: Therefore, it is impor-
tant for nurses to articulate clearly, for themselves and
for the public, what nursing is and what nurses do. The
following sections articulate the views of two important
nursing organizations in answer to the question, “What
is nursing?”

International Council of Nurses Definition
In 1973 the International Council of Nurses (ICN), an
organization representing nurses throughout the world,
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defined nursing according to the beliefs of respected
theorist Virginia Henderson:

The unique function of the nurse is to assist the individual,
sick or well, in the performance of those activities contributing
to health or its recovery (or to peaceful death) that he would
perform unaided if he had the necessary strength, will or
knowledge. (Henderson, 1966, p. 15)

In the decades since the adoption of this definition,
nursing throughout the world has changed. Advances
in healthcare have altered the type of care required by
clients. Nurses have taken on expanded roles, and once
again there is interest in providing care outside the hos-
pital. To reflect these changes, the ICN has revised its
definition of nursing, as follows:

Nursing encompasses autonomous and collaborative care of
individuals of all ages, families, groups and communities, sick
or well and in all settings. Nursing includes the promotion of
health, prevention of illness, and the care of ill, disabled and
dying people. Advocacy, promotion of a safe environment, re-
search, participation in shaping health policy and in patient
and health systems management, and education are also key
nursing roles. (ICN, 2010)

’ L
AA Like a Nurse
Look at the three scenarios of Nurses Make a Difference ...

Then & Now. What nursing actions did the nurses perform
that are represented in the ICN definition of nursing?

American Nurses Association Definitions
You can see similar changes in the approach of
the American Nurses Association (ANA). In 1980,
the ANA defined nursing as “the diagnosis and treat-
ment of human responses to actual and potential
health problems” (p. 2). Attempts to refine this defini-
tion have been difficult. Nurses are a widely varied
group of people with varying skills. They perform
activities designed to provide care ranging from basic
to complex in a growing number of settings. There-
fore, it is not easy to describe the boundaries of the
profession.

In 2010, the ANA acknowledged five characteristics
of registered nursing;:

= Nursing practice is individualized.

= Nurses coordinate care by establishing partnerships
(with persons, families, support systems, and other
providers).

= Caring is central to the practice of the registered
nurse.

= Registered nurses use the nursing process to plan
and provide individualized care to their healthcare
consumers.

= A strong link exists between the professional work
environment and the registered nurse’s ability to
provide quality healthcare and achieve optimal out-
comes. (ANA, 2010, pp. 4-5)
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As a result, the ANA redefined professional nursing as:

The protection, promotion, and optimization of health and abil-
ities, prevention of illness and injury, alleviation of suffering
through the diagnosis and treatment of human response, and
advocacy in the care of individuals, families, communities, and
populations. (ANA, 2010, p. 1)

Why Is a Definition Important?
Nursing organizations and leaders have pushed for ac-
curate definitions to (1) help the public understand the
value of nursing, (2) describe what activities and roles
belong to nursing versus other health professions, and
(3) help students and practicing nurses understand
what is expected of them within their role as nurses.
From a brief review of nursing history, you can see
that nursing has undergone tremendous change, from a
role limited to providing kindness and support to full-
spectrum work that is based in science but still focuses
on care and nurturing. Undoubtedly, nursing will con-
tinue to change as nursing knowledge increases and so-
ciety changes. Box 1-1 lists several additional definitions
of nursing for you to consider.

BOX I-1 mWhat Is Nursing?

= | use the word nursing, for want of a better word. It has
been limited to signify little more than the administration
of medicines and the application of poultices. It ought to
signify the proper use of fresh air, light, warmth, cleanliness,
quiet, and the proper choosing and giving of diet—all at the
least expense of vital power to the patient. (Nightingale,
1876,p.5)

= Events that give rise to higher degrees of consideration
for those who are helpless or oppressed, kindliness and
sympathy for the unfortunate and for those who suffer,
tolerance for those of differing religion, race, color,
etc.—all tend to promote activities like nursing which
are primarily humanitarian. (Dock & Stewart, 1938, p. 3)

= Nursing has been called the oldest of the arts and the
youngest of the professions. As such, it has gone
through many stages and has been an integral part of
societal movements. Nursing has been involved in the
existing culture—shaped by it and yet helping to
develop it. (Donahue, 1985, p. 3)

= Nurses provide care for people in the midst of health,
pain, loss, fear, disfigurement, death, grieving, challenge,
growth, birth, and transition on an intimate front-line
basis. Expert nurses call this the privileged place of
nursing. (Benner & Wrubel, 1989, p. xi)

= Nursing: The care and nurturing of healthy and ill people,
individually or in groups and communities. [Taber’s also
includes as a part of the definition the ANA “essential
features” involving holism, use of subjective and objective
data, application of scientific knowledge, and provision of
a caring relationship.] (Venes, D. Taber’s Cyclopedic Medical
Dictionary, 2013)

= Nurses provide and coordinate patient care, educate
patients and the public about various health conditions,
and provide advice and emotional support to patients and
their family members. (Bureau of Labor Statistics, 2012c)

As a student entering nursing, you can use defini-
tions and descriptions to understand what is expected
of you. To aid you in this task, refer to Table 1-1 and re-
view the essential components of the nursing role.
While in the clinical setting, you will observe nurses
functioning in each of these capacities. Nursing is a flex-
ible career that requires you to move effortlessly among
these areas to meet the needs of the patient. Nursing
requires certain skills and competencies, which you will
learn throughout this book. Box 1-2 identifies several
qualities that are essential for safe nursing practice.

Knowledge
= What factors make it difficult to define nursing?
= Based on the ICN definition of nursing, what does a
nurse do?

Is Nursing a Profession, Discipline,

or Occupation?

One strategy used to describe a field of work is to cate-
gorize it as a profession, discipline, or occupation.

Profession Although the term profession is freely
used, a group must meet certain criteria to be consid-
ered a profession (see Table 1-2). Nursing appears to
meet all criteria of a profession as defined by Starr (1982)
and Miller, Adams, & Beck (1993).

Discipline To be considered a discipline, a profes-
sion must have a domain of knowledge that has both
theoretical and practical boundaries. The theoretical
boundaries of a profession are the questions that arise
from clinical practice and are then investigated through
research. The practical boundaries are the current state
of knowledge and research in the field—the facts that
dictate safe practice (Meleis, 1991). A case can be made
that nursing is both a profession and a discipline:

= It is a scientifically based and self-governed profession
that focuses on the ethical care of others.

= Itis adiscipline, driven by aspects of theory and practice.
It demands mastery of both theoretical knowledge and
clinical skills.

Occupation In spite of meeting criteria for both desig-
nations (profession and discipline), nursing is often de-
scribed as an occupation, or job. Unlike physicians, most
of whom are in control of their practice environment,
working conditions, and schedule, most nurses are hourly
wage earners. The employer, not the nurse, decides the
conditions of practice and the nature of the work. Nurse
practice acts do not prevent nurses from functioning more
autonomously, however.

Rather than continuing to develop arguments to
“prove” that nursing is a profession, the following ac-
tions might do more to improve the status of nursing;:

= Standardizing the educational requirements for entry
into practice
= Enacting uniform continuing education requirements
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Critical-Thinking Skills

Required Action: Monitor the patient, note changes, and take
actions to ensure safe and effective care.

Example: Call the physician to get a stronger pain medication
for a patient who, 2 hrs after receiving pain medication, rates
his pain 7 out of 10.

Caring and Compassion

Required Action: Show kindness, concern, and warmth that
shows patients that you care and are concern about their
well-being.

Example: Sit with and hold the hand of a patient who has just
been told that he has a terminal illness.
Detail Oriented

Required Action: Pay attention to details to prevent and
identify errors in care that may be harmful to the patient.

Example: Seek clarification and correct a dosage that is
written as 7 mg that should be 0.7 mg.
Organizational Skills

Required Action: Prioritize the needs of your patient and
meet the needs of the most critical patients first.

Example: Care for the patient with difficulty breathing prior to
performing a dressing change on a postoperative patient.
Speaking Skills

Required Action: Communicate correct and pertinent
information to patients and members of the healthcare team.

Example: Teach the patient how to perform a dressing change
at home after discharge from the hospital.
Listening Skills

Required Action: Listen to patients’ concerns and take verbal
or telephone orders from providers.

Example: The provider telephones you and gives you orders
to implement for your patient.
Patience

Required Action: In stressful situations in the work
environment, think clearly and take the correct actions.

Example: Remains calm when a patient’s condition deteriorates,
provides the needed care, and transfers the patient to
the ICU.

Competence

Required Action: Knowledge and skills to ensure safe, quality
patient outcomes.

Example: Recognize that the correct dose for the drug is
0.10 mg rather than 10 mg.

Adapted from Bureau of Labor Statistics (2012c). How to become a
registered nurse. http://www.bls.gov/ooh/healthcare/registered-nurses.
htm#tab-4

Table 1-2 > Nursing: Is It a Profession?

STARR CRITERION EXAMPLES IN NURSING

The knowledge of the
group must be based
on technical and
scientific knowledge.

Entry-level nursing education
requires coursework in basic
and social sciences as well as
humanities, arts, and general
education.

Nursing education and
practice are increasingly
based on research from
nursing and related fields.

The knowledge and
competence of
members of the
group must be
evaluated by a
community of peers.

State or provincial regulatory
bodies have defined the
criteria that nurses must meet
to practice, and they monitor
members for adherence to
standards.

The group must have a
service orientation
and a code of ethics.

Nursing is clearly focused on
providing service to others.

The major professional
organizations have developed
ethical guidelines to guide the
practice of nursing.

= Encouraging the participation of more nurses in pro-
fessional organizations

= Educating the public about the true nature of nursing
practice

AA Like a Nurse

Evaluate the status of nursing. Is nursing a respected profession?
Give examples to support your opinion.

How Do Nurses’ Educational
Paths Differ?

The transition into the nursing profession involves
formal and informal processes. Formal education con-
sists of completing the initial and continuing education
required for licensure. Informal education involves a
gradual progression in skill and clinical judgment that
allows the nurse to advance in the profession.

Formal Education

When the patient calls out “Nurse!” who can respond?
To legally use the title nurse, a person must be a gradu-
ate of an accredited nursing education program and
have successfully passed the National Council Licen-
sure Examination (NCLEX). Students may enter nursing
through two paths: as a practical nurse or a registered
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nurse. Other personnel may respond to the patient’s
call, but they cannot legally be considered nurses.

Practical and Vocational Nursing Education

Practical nursing education prepares nurses to pro-
vide bedside care to clients. Practical nurses are known
as licensed practical nurses (LPNs) or licensed vocational
nurses (LVNSs) in a few states. In the United States a stu-
dent who wishes to become an LPN/LVN may attend
one of approximately 1,200 approved programs given at
technical schools and community colleges. Educational
programs for LPN/LVNs offer both classroom and clini-
cal teaching and usually last 1 year. After completing the
practical nursing education program, the student must
pass the NCLEX-PN exam. Practical nurses provide
basic care and work under the direction of the registered
nurse (RN) or the primary care provider. The majority of
LVN/LPNs work in nursing care facilities. Their job
growth is expected to grow 21% between 2008 and 2018
based on the increased growth of the aging population
(Bureau of Labor Statistics, 2012a).

Registered Nursing Entry Education

Currently, five educational pathways lead to licen-
sure as a registered nurse (RN). Graduates of all these
programs must successfully complete the NCLEX-RN
exam to practice as RNs.

= Diploma programs. These hospital-based programs
are the oldest type of nursing education. They were
modeled after the Nightingale Schools of Nursing ap-
prenticeship style of learning. This method of prepar-
ing nurses was the mainstay of nursing education from
the mid-1800s to the 1960s. The typical program lasts
3 years and focuses on clinical experience in direct pa-
tient care. Since the 1960s the number of diploma pro-
grams has steadily decreased. In 2011, only about 4%
of nursing schools were diploma programs (Kaufman,
2012). About 20% of RNis in the United States reported
receiving their initial education in a diploma program
in 2008 compared with 63% in 1980 (Health Resources
and Services Administration, 2010). The number of
diploma programs decreased from 75 in 2007 to 69 in
2008 (National League for Nursing, 2010).

= Associate degree programs. This type of program, con-
ceptualized by Mildred Montag, emerged during the
nursing shortage following World War II. Most associ-
ate degree (AD) programs are offered in community
colleges. Although the nursing component typically
lasts 2 years, students are required to take many other
courses in the liberal arts and sciences. In 2008, 45% of
RNs in the United States reported receiving their initial
education in an AD program (Health Resources and
Services Administration, 2010). The student is prepared
to provide direct patient care. The number of AD pro-
grams increased from 1,023 in 2008 to 1,031 in 2009
(NLN, 2010).

= Baccalaureate degree programs. Students in baccalau-
reate (BSN) programs pursue a course of study like

that of other undergraduate students. The course of
study lasts for at least eight semesters. Students are pre-
pared to address complex clinical situations, provide
direct patient care, work in community care, use re-
search, and enter graduate education (Bureau of Labor
Statistics, 2012c). In 2008, BSN graduates accounted for
34% of RNs in the United States (Health Resources and
Services Administration, 2010). The number of BSN
programs increased by two in 2008 to 683. Many AD
graduates enter RN-to-BSN (or RN “completion”) pro-
grams to obtain a baccalaureate degree in nursing. The
length of time required to complete the BSN varies
according to the program and the number of credits
each student can transfer. The goal is to increase the
proportion of baccalaureate-prepared nurses to 80% by
the year 2020 (Institute of Medicine, 2011).

= Master’s entry programs. The typical student in these
programs has a baccalaureate degree in another field
and has entered nursing as a second career. Programs
usually are completed in 3 years of full-time study,
with the first year devoted to basic nursing content.
At the completion, the student is eligible to take the
licensing exam and is awarded a master’s degree in
nursing.

= Doctoral entry. This is the most unusual entry path-
way into nursing. The nursing doctorate (ND) path
parallels the pathway through which physicians enter
the healthcare field. This entry path has very limited
enrollment.

For several decades, nursing leaders have debated
about the most appropriate educational pathway for
entry into the profession. For an overview of this debate,

" Go to Chapter |, Expanded Discussion: Nursing History,
' Entry Into Practice Debate, on DavisPlus.

Graduate Nursing Education

Graduate nursing education prepares the RN for ad-
vanced practice, expanded roles, or research. Master’s
degree programs prepare RNs to function in a more inde-
pendent and autonomous role, such as nurse practitioner,
clinical specialist, nurse educator, or nursing administra-
tion. It typically takes 2 years or longer to complete the
master’s degree. Doctoral programs in nursing offer pro-
fessional degrees. Typically the student has completed a
baccalaureate and master’s degree before entry into a
doctoral program. Doctoral degree programs in nursing
offer the Doctor of Nursing Practice (DNP) or the Doctor of
Nursing Science (DSN/DNSc). The DNS/DNSc focuses on
nursing research and the DNP is a practice doctorate. The
popularity of the DNP has created concerns that the growth
of nursing research will decline. Some nurses obtain a
Doctor of Philosophy (PhD), another research degree. For
additional discussion on expanded nurse roles, see the
section on Expanded Career Roles later in this chapter.

Other Forms of Formal Education
Advances in healthcare have a strong influence on
nursing practice. Since nurses must keep current in



their practice, you will be socialized to the concept of
“nurses as lifelong learners.” This means that you must
engage in continuing education to enhance your intellec-
tual and practical knowledge throughout your nursing
career.

= Continuing education is a professional strategy to help
you stay current in your clinical knowledge. Continu-
ing education programs are available at work sites, at
local colleges and universities, through privately oper-
ated educational groups, on the Internet, and in profes-
sional journals. In many states, renewal of the nursing
license requires successful completion of a specified
number of continuing education courses. Some states
allow nurses to take any approved coursework, while
others have specific requirements in special areas, such
as HIV/AIDS, bioterrorism, and domestic violence.
The regulations for continuing education change fre-
quently. Your state board of nursing (SBN) will notify
you of continuing education requirements, if any, when
you receive your initial nursing license. Thereafter, the
SBN will notify you by e-mail or postal mail of any
changes in the requirements. For an overview of the
continuing education requirements for license renewal
in the United States,

‘ Go to Chapter |,ESG Table 1-1, Continuing Education
Requirements for Nurses, on DavisPlus.

= In-service education is another form of ongoing edu-
cation. It is offered at the work place, and usually does
not count toward meeting the continuing education re-
quirement for license renewal. In-service education is
typically institution specific and product specific, and
provides information on pertinent changes in nursing.
For instance, in-service education might focus on the
use of new equipment, the introduction of new policies,
or it may resemble traditional continuing education
programs. It is designed to enhance your continued
competence in knowledge, skills, and attitude.

Informal Education

In addition to formal programs of study, education also
requires socialization into the profession. Socialization
is the informal education that occurs as you move into
your new profession. It is the knowledge gained from
direct experience, observation in the real world, and in-
formal discussion with peers and colleagues. Key Point:
Professional socialization begins when you enter the
educational program and continues as you gain expert-
ise throughout your career. Informal education comple-
ments formal education to create clinical competence.

Benner’s Model

Patricia Benner (1984) described the process by which
a nurse acquires clinical skills and judgment. As this
process shows, expertise is not merely a demonstration
of skilled application of knowledge, but rather a per-
sonal integration of knowledge that requires technical
skill, thoughtful application, and insight. This is what
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we mean in this text when we use the term full-spectrum
nursing. Expertise requires both thinking and doing
skills.

= Stage 1: Novice. This phase begins with the onset of
your education. The novice nurse has little nursing ex-
perience and is at the first stage of acquiring clinical
knowledge. At this stage, you are task oriented and
focus narrowly on “learning the rules.” For example,
when performing a sterile dressing change, you may
be so concerned with following the steps in the skills
checklist that you forget to assess the patient’s reac-
tion to the procedure.

» Stage 2: Advanced beginner. A new graduate usually
functions at this level. An advanced beginner begins
to focus on more aspects of a clinical situation, use
more facts, make more sophisticated use of the rules,
and recognize similarities in situations. The nurse can
distinguish abnormal findings, but cannot readily
understand their significance. For example, a new
graduate assesses that her postoperative abdominal
surgical patient’s blood pressure has decreased and
his pulse rate has increased, and he has become more
restless during the last 2 hours. An advanced begin-
ner will report these as changes, but does not recog-
nize that these signs/symptoms may indicate early
blood loss. After considerable exposure to clinical sit-
uations, nurses improve in performance and, through
repeated experiences or mentoring, begin to recog-
nize the elements of a situation.

= Stage 3: Competence. Nurses achieve competence
after 2 to 3 years of nursing practice in the same area.
Competent performers have gained additional experi-
ence and wrestle with more complex concerns. They
are able to handle their patient load and prioritize
situations. They are also more involved in their care-
giving role and may be emotionally involved in the
clinical choices made. Although competent nurses
manage clinical care with mastery, they often do not
fully grasp the overall scope and most important as-
pects. The competent nurse would immediately con-
nect the changes in the vital signs with the surgical
procedure, recognize possible early signs of shock,
and conduct a more in-depth assessment.

= Stage 4: Proficient. The proficient nurse is able to
quickly take in all aspects of a situation and immedi-
ately give meaning to the cluster of assessment data,
and serves as a resource for less experienced nurses.
Proficient nurses are able to see the “big picture” and
can coordinate services and forecast needs. For exam-
ple, they would immediately recognize a patient’s
symptoms as a possible heart attack, pulmonary em-
bolus, or brain attack (stroke) and immediately gather
the resources to initiate treatment. They are much
more flexible and fluent with their role and able to
adapt to nuances of various patient situations. Profi-
cient nurses plan intuitively as well as consciously.

= Stage 5: Expert. Expert nurses are able to see what
needs to be achieved and how to do it. They trust in
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and use their intuition while operating with a deep un-
derstanding of a situation, often recognizing a problem
in the absence of the classic signs and symptoms. They
have expert skills and are often consulted when others
need advice or assistance.

Benner’s model deals with the development of clinical
wisdom and competence. Keep in mind that this progres-
sion is not automatic. Nurses do not simply move through
the stages as they gain experience. Instead, this model as-
sumes that to improve in skill and judgment, nurses must
also be attuned to each clinical situation. This requires an
ability to take in information from a variety of sources and
to notice subtle variations. Although expertise (Stage 5) is
a goal, not everyone can achieve this level.

Nursing Organization Guidelines

The ANA and other organizations are also involved
in helping nurses to continue to improve their practice
(e.g., by setting standards and articulating nursing
values). For example, in the Code for Nurses, the ANA
provides guidelines for nurses to conduct themselves in
their day-to-day practice. These guidelines describe
acceptable and unacceptable professional behaviors
and identify values to help improve your practice and
participation in the profession. Box 1-3 presents some
values and behaviors associated with nursing. See
Chapter 44 for further discussion of nursing values and
the ANA Code for Nurses.

Knowledge

= Compare and contrast formal and informal education.
= Name and describe five educational pathways leading to
licensure as an RN.

How Is Nursing Practice Regulated?
Nursing practice in the United States is regulated by laws
and professional organizations’ standards of practice.

Nurse Practice Acts In the United States, each state
enacts its own nurse practice act—laws that regulate
nursing practice. The state board of nursing is the
agency responsible for regulating nursing practice. The
board is charged with protecting the health, safety, and
welfare of the general public. Although there are minor
variations, each board of nursing is responsible for:

= Approving nursing education programs
= Defining the practice of professional nursing

BOX -3 = Nursing Values and Behaviors

= The nurse’s primary concern is the good of the patient.
= Nurses ought to be competent.

= Nurses demonstrate a strong commitment to service.
= Nurses believe in the dignity and worth of each person.
= Nurses constantly strive to improve their profession.

= Nurses work collaboratively within the profession.

= Establishing criteria that allow a person to be licensed
as a registered nurse (RN) or licensed practical or
vocational nurse (LPN/LVN)

= Defining professional practice, which determines the
nurse’s scope of practice or those activities that nurses
are expected to perform (and by implications, those
they may not)

= Developing rules and regulations for guidance to
nurses

= Enforcing the rules that govern nursing

Key Point: To practice nursing, you must be licensed
as a nurse. Licenses are issued by the state. All states
require graduation from an approved nursing program
and successful completion of the National Council
Licensure Exam (NCLEX). To receive licensure in an-
other state, the nurse simply applies for licensure by
endorsement (reciprocity) or follows the guidance of
the mutual recognition model. For further details about
licensing and the regulation of nursing practice, see
Chapter 45.

Standards of Practice Nursing is also guided by
standards of practice, which “describe a competent level
of nursing practice and professional performance com-
mon to all registered nurses. . . . They are authoritative
statements of the duties that all registered nurses, regard-
less of role, population, or specialty, are expected to per-
form competently” (ANA, 2010, p. 2). Standards provide
a guide to the knowledge, skills, and attitudes (KSAs)
that nurses must incorporate into their practice to pro-
vide safe, quality care. Standards are used by individual
nurses, employers of nurses, professional organizations,
and other professions.

As a student of nursing, you may use the ANA stan-
dards of nursing practice to get a better understanding of
nursing (Table 1-3). Practicing nurses use the standards
to judge their own performance, develop an improve-
ment plan, and understand what employers expect of
them. Employers incorporate the standards into annual
evaluation tools at hospitals and health facilities. Profes-
sional organizations use the standards to educate the
public about nursing, to plan for continuing education
programs for nurses, and to guide their efforts at lobby-
ing and other activities that advocate for nurses. Finally,
other professions read the standards of practice to exam-
ine the boundaries between nursing and other health
professions.

AA Like a Nurse

What additional information have you learned about nursing
from your review of the ANA standards of practice?

What Are Some Important Nursing
Organizations?

Numerous organizations are involved in the profession
of nursing. Some of the most influential are discussed
here.
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Table 1-3 > American Nurses Association: Scope and Standards of Clinical Nursing Practice
STANDARDS OF CARE

Standard |

Standard 2

Standard 3

Standard 4

Standard 5
Standard 5A
Standard 5B

Standard 5C

Standard 5D

Standard 6

Assessment

Diagnosis

Outcome Identification

Planning

Implementation
Coordination of Care

Health Teaching and Health Promotion

Consultation

Prescriptive Authority and Treatment

Evaluation

STANDARDS OF PROFESSIONAL PERFORMANCE

The registered nurse collects comprehensive data pertinent to the
healthcare consumer’s health and/or the situation.

The registered nurse analyzes the assessment data to determine
the diagnoses or issues.

The registered nurse identifies expected outcomes for a plan
individualized to the healthcare consumer or situation.

The registered nurse develops a plan that prescribes strategies and
alternatives to attain expected outcomes.

The registered nurse implements the identified plan.
The registered nurse coordinates care delivery.

The registered nurse employs strategies to promote health and a
safe environment.

The graduate-level prepared specialty nurse or advanced practice
registered nurse provides consultation to influence the identified
plan, enhance the abilities of others, and effect change.

The advanced practice registered nurse uses prescriptive authority,
procedures, referrals, treatments, and therapies in accordance with
state and federal laws and regulations.

The registered nurse evaluates progress toward attainment of
outcomes.

Standard 7
Standard 8

Standard 9

Standard 10
Standard |1 |
Standard 12

Standard 13

Standard 14

Standard 15

Standard 16

Ethics

Education

Evidence-Based Practice and Research

Quality of Practice
Communication

Leadership

Collaboration

Professional Practice Evaluation

Resource Utilization

Environmental Health

The registered nurse practices ethically.

The registered nurse attains knowledge and competency that
reflects current nursing practice.

The registered nurse integrates evidence and research findings into
practice.

The registered nurse contributes to quality nursing practice.
The registered nurse communicates effectively in all areas of practice.

The registered nurse demonstrates leadership in the professional
practice setting and the profession.

The registered nurse collaborates with healthcare consumer, family,
and others in the conduct of nursing practice.

The registered nurse evaluates his or her own nursing practice in
relation to professional practice standards and guidelines, relevant
statutes, rules, and regulations.

The registered nurse utilizes appropriate resources to plan and
provide nursing services that are safe, effective, and financially
responsible.

The registered nurse practices in an environmentally safe and
healthy manner.

American Nurses Association (2010). Nursing: Scope and Standards of Practice (2nd ed). Silver Spring, MD: Nursebooks.org.




14 UNIT I How Nurses Think

American Nurses Association

The American Nurses Association (ANA) is the official
professional organization for nurses in the United States.
The ANA was formed in 1911 from an organization pre-
viously known as the Nurses’ Associated Alumnae of the
United States and Canada. Originally, the ANA focused
on establishing standards of nursing to promote high-
quality care and work toward licensure as a means of
ensuring adherence to the standards.

The ANA continues to update its standards. Repre-
sentatives are elected from the local branches of the state
organizations to bring their concerns to the national
level. As such, they track healthcare legislation, serve as
liaisons with national government representatives to in-
form them of how current and proposed legislation will
affect nursing, and develop and sponsor legislation that
will have a positive effect on nursing and on patient
care. The ANA publishes educational materials on nurs-
ing news, issues, and standards. The official publication
of the ANA is The American Nurse.

National League for Nursing

Originally founded as the American Society of Superin-
tendents of Training Schools for Nurses in 1893, the
National League for Nursing (NLN) was the first nurs-
ing organization with a goal to establish and maintain a
universal standard of education. The NLN sets stan-
dards for all types of nursing education programs, stud-
ies the nursing workforce, lobbies and participates with
other major healthcare organizations to set policy for the
nursing workforce, aids faculty development, funds re-
search on nursing education, and publishes the journal
Nursing Education Perspectives.

International Council of Nursing

The International Council of Nursing (ICN) represents
more than 13 million nurses on a global level. It is com-
posed of a federation of national nursing organizations
from more than 130 nations. The ICN aims to ensure quality
nursing care for all, supports global health policies that ad-
vance nursing and improve worldwide health, and strives
to improve working conditions for nurses throughout
the world.

National Student Nurses Association

The National Student Nurses Association (NSNA)
represents nursing students in the United States. It is the
student counterpart of the ANA. Like the ANA, this
association comprises elected volunteers who advocate
on behalf of student nurses. The NSNA sponsors yearly
conventions to address the concerns of nursing stu-
dents. Local chapters are usually organized at individ-
ual schools. The NSNA also publishes Image, a journal
dedicated to nursing student issues.

Sigma Theta Tau International
Sigma Theta Tau International (STTI) is the international
honor society for nursing. Membership includes the

clinical, education, and nursing research communities
and senior level baccalaureate and graduate programs.
The goal of this organization is to foster nursing scholar-
ship, leadership, service, and research to improve health
worldwide. The official publication of STTI is the Journal
of Nursing Scholarship.

Specialty Organizations

Numerous specialty organizations have developed
around clinical specialties, group identification, or simi-
larly held values. Here are some examples:

= Clinical specialty. Association of Operating Room
Nurses (AORN), Association of Nurses in AIDS Care
(ANAC), Emergency Nurses Association (ENA)

= Group identification. National Organization for Associ-
ate Degree Nursing (NOADN), National Association of
Hispanic Nurses (NAHN), American Assembly for
Men in Nursing (AMN)

= Similar values. Nurses Christian Fellowship (NCEF),
Nursing Ethics Network (NEN)

To explore Web sites of a variety of nursing organiza-
tions,

g Go to Chapter |, Resources for Caregivers and Health
Professionals, on DavisPlus.

Nursing Practice: Caring for Clients

Look again at the definitions of nursing you have read
in this chapter (e.g., see Box 1-1). Notice that they all
agree that nursing is about caring for clients. Recent
studies show that when the proportion of RNs increases
in an agency, quality of care rises, death and infection
rates drop (Potera, 2007), and length of stay is shorter by
at least 30% (Kane, Shamliyan, Mueller, et al., 2007).
Studies also show that smaller nurse-to-patient ratios
(i.e., when each nurse cared for fewer patients) were
related to positive patient outcomes, lower patient mor-
tality, improved detection of pre-discharge infections,
less nurse burnout, and higher job satisfaction for
nurses (Aiken, Sloane, Cimiotti, et al., 2010; Penoyer,
2010; Unruh & Zhang, 2012).

Who Are the Recipients of Nursing Care?

The recipients of nursing care may be individuals,
groups, families, communities, or societies. They can be
referred to as patients, clients, or persons. Direct care
involves personal interaction between the nurse and
clients (e.g., giving medications, dressing a wound, or
teaching a client about medicines or care). Nurses en-
gage in indirect care when they work on behalf of an
individual, group, family, or community to improve
their health status (e.g., restocking the code blue cart [an
emergency cart], ordering unit supplies, arranging unit
staffing, or serving on an ethics committee). A nurse
may use independent judgment to determine the care
needed or may work under the direct order of a primary
care provider.



As a nurse, however, you should not view patients
as passive recipients of care. Nurses should respect and
actively support patients’ right to make decisions about
their healthcare, and facilitate their participation as
collaborative members of the healthcare team.

What Are the Purposes of Nursing Care?

Nurses provide care to achieve the goals of health pro-
motion, illness prevention, health restoration, and end-
of-life care. Together these aspects of care represent a
range of services that cover the spectrum from complete
well-being to death. Nurses plan patient care to ensure
consistency of care over time, individualize care accord-
ing to patient needs, ensure that holistic care is pro-
vided, and collaborate with the interdisciplinary health
team for optimal patient outcomes.

Where Do Nurses Work?

As a nurse you will have the opportunity to work in a
variety of settings. During your education you will have
assignments in many clinical units and environments
that will allow you to see some of the options available
to you upon graduation. Approximately 62% of nurses
work in hospitals. The remaining 38% work in extended
care facilities, ambulatory care, home health settings,
public health, or nursing education (Health Resources
and Services Administration, 2010).

What Models of Care Are Used to Provide
Nursing Care?

Nursing care is structured in a variety of ways. The or-
ganization of the nursing team reflects the philosophy
and beliefs of the institution, as well as the prevailing
views on nursing. The structure of the team is often re-
ferred to as the model of care. The most common models
include the following:

Case Method The case method, also called total care,
is one-to-one care; one nurse provides all aspects of care
for one patient during a single shift. An inpatient may
have a different nurse on each shift. Although this
method may be satisfying for patients and nurses, high
costs limit its use. The case method is used in intensive
care, labor and delivery, and private duty care. In this
method, the patient’s needs are quickly met, the nurse
and patient work more closely together, and the nurse
has a greater degree of autonomy.

Functional Nursing In functional nursing, care is
compartmentalized, with each task assigned to a staff
member with the appropriate knowledge and skills. For
example, the nursing assistant may give bed baths and
make beds, the LPN/LVN may distribute medications,
and the RN may be in charge and perform ordered treat-
ments. This approach requires a clear understanding of
what tasks are required to deliver care in each unit. Al-
though this approach is economical and efficient when
the unit is short staffed, it can easily lead to fragmentation
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of care—meaning that it is difficult for the nurse to fully
grasp the patient’s “whole picture.”

Team Nursing The team approach is an efficient
arrangement for delivering nursing care and maintains
the cost saving of functional nursing while attempting
to limit fragmentation. In team nursing, a licensed nurse
(RN or LPN/ LVN) is paired with a nursing assistant or
nursing assistive personnel. The team is then assigned
to a group of patients. Teams led by RNs are assigned to
high-acuity patients. Team nursing is popular during
times of nursing shortages (Holt, 2011; Wood, 2007).

Primary Nursing In primary nursing, one nurse
manages care for a group of patients. The primary nurse
assesses the patient and develops a plan of care. When
she is at work, she provides care for the patients for
whom she is responsible. In her absence, associate
nurses deliver care and implements the plan developed
by the primary nurse.

Differentiated Practice Differentiated practice is a
variation of primary nursing. It recognizes that educa-
tion and experience lead to differences in the care deliv-
ered by nurses. For this system to work, each nursing
unit must identify the types of expertise needed by its
patients, and the nursing competencies required to de-
liver that care. Once this has been developed, individual
nurses put together a portfolio to demonstrate their
competencies. Nurses who have the necessary compe-
tencies care for patients.

HEALTHCARE DELIVERY SYSTEM

The healthcare delivery system in the United States is a
unique and complex collection of patients, providers,
facilities, vendors, and rules. The rest of this chapter is
designed to help you gain a beginner’s understanding
of the U.S. healthcare system. You will need to know the
various components of the system to understand the
continuum of healthcare patients receive, providers in-
volved in that care, and factors that influence the type
and amount of care patients receive.

Where Is Healthcare Provided?

Patients can receive treatment in a variety of environ-
ments based on their needs. Hospitals, extended care fa-
cilities, ambulatory care centers, and home healthcare
agencies are the most visible sites for delivery of health-
care. A patient who has been admitted to a healthcare
facility is an inpatient. An outpatient is a person who re-
ceives treatment at a facility, but does not stay overnight.
Inpatient services occur in various hospital settings.

Hospitals

Hospitals are the most expensive and the most fre-
quently used site for care. They provide a broad range of
services to treat various injuries and disease processes
(Fig. 1-2). Hospitals vary in size, ownership, and the
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FIGURE I-2 Emergency rooms have become the primary
source of healthcare for the uninsured.

services provided. Small rural facilities may have only
8 to 12 beds. In contrast, large metropolitan medical cen-
ters might exceed a 1,200-bed capacity. Small hospitals
offer basic services, whereas larger medical centers usu-
ally offer additional and specialty services. Basic serv-
ices include inpatient beds, radiology, and laboratory
services. Hospitals usually have an emergency depart-
ment, diagnostic centers, and various units such as in-
tensive care, medical, surgical, pediatrics, and maternal
newborn.

Alarge percentage (62%) of RNs are employed in hos-
pitals (Health Resources and Services Administration,
2010). Hospitals are distinguished from other healthcare
facilities because they employ nurses, allied health ther-
apists, physicians, case managers, pharmacists, and
many other persons to ensure the acute care needs of the
patient are met around the clock. The length of stay is
limited to the amount of time that the patient requires
24-hour observation.

As a result of research and technology, many hospi-
tals have sophisticated equipment to deliver the highest
quality healthcare available. This progress has length-
ened life spans in many cases but has at the same time
increased the costs of care. Technological advances and
efforts to control costs have had the following effects:

= Larger Hospitals. The number of community hospitals
and hospital beds has declined, and larger regional
facilities have emerged in their place.

= Specialty Hospitals. Hospitals may specialize in order to
reduce redundancies in healthcare within a local com-
munity. For example, one hospital might be the regional
tertiary cardiac care center, while another provides
oncology (cancer) services. Specialization minimizes ex-
pense from duplicating costly specialized equipment
and specially trained personnel for each individual site.

= Shorter Length of Stay. Patients’ length of stay has de-
creased overall. For example, in the 1950s a patient
having surgery for gallbladder removal would remain
in the hospital for at least 10 days. Now, this surgery is

usually performed on an outpatient basis. Only those
patients who require 24-hour care are hospitalized.
Even after cardiac surgery, a typical patient remains
hospitalized for only 4 days. As soon as the patient is
stabilized, she is relocated to home or less expensive
sites of care, such as extended care facilities or rehabil-
itation centers.

Extended Care Facilities

Extended care facilities provide care for clients for an
extended period of time—usually longer than 1 month.
As the length of stay in hospitals has declined, extended
care facilities have begun to deliver services that were
previously provided in the hospital. These facilities in-
clude nursing homes, skilled nursing facilities (also
known as convalescent hospitals), and rehabilitation
facilities. The distinction among them is based primarily
on whether they provide skilled or custodial care.

Skilled care includes services of trained professionals
that are needed for a limited period of time after an
injury or illness. These “skilled” services include wound
care, infusions, teaching, and ongoing monitoring of
patient status. Skilled care patients are those who can be
expected to improve with treatment. For example, a patient
who no longer needs hospitalization may transfer to a
skilled nursing facility until she is able to return home.
Many extended care facilities have designated units, often
called subacute units that provide post-hospitalization
skilled care.

Custodial care consists of help with activities of daily
living: bathing, dressing, eating, grooming, ambulation,
toileting, and other care that people typically do for
themselves (e.g., taking medications, monitoring blood
glucose levels).

Residents in extended care facilities are most com-
monly older adults, but clients of any age who require
assistance with self-care activities, such as hygiene, toilet-
ing, and dressing, may live in these facilities. Because of
the aging population and increased longevity of patients
with traumatic injuries and chronic diseases, the number
of patients requiring long-term care, as well as the num-
ber of facilities providing these services, is expected to
increase.

Nursing Homes A nursing home provides custodial
care for people who cannot live on their own but are not
sick enough to require hospitalization. It provides a
room, custodial care, and recreation and may be a per-
manent residence for people who require continual
supervision to ensure their safety. A physician for each
patient supervises care. In the United States approxi-
mately 15,690 nursing homes provide care for approxi-
mately 1.7 million residents (Centers for Medicare &
Medicaid Services, 2010).

Rehabilitation Centers Rehabilitation centers pro-
vide extended care and treatment for patients with
physical and mental illness. Types of services include
alcohol and drug rehabilitation, physical rehabilitation



services for patients who have experienced traumatic
injuries, and rehabilitation of patients after stroke or
heart attack. Rehabilitation services may be inpatient,
outpatient, or a combination. Nurses work in direct pa-
tient care, counseling, and coordination of care. Because
of the lengthy time frame for this care, nurses at rehabil-
itation centers have an ongoing relationship with their
patients. Rehabilitation often involves a multidiscipli-
nary, collaborative approach with weekly team and fam-
ily conferences to discuss the treatment plan. A variety
of providers and therapists are involved in the patients
care to help them reach their optimal level of function-
ing. These are discussed later in the chapter.

Assisted Living Facilities Assisted living facilities
were designed to bridge the gap between independence
and institutionalization for older adults who have a de-
cline in health status and cannot live alone independ-
ently. Residents of these facilities are able to perform
self-care activities, but require assistance with meals,
housekeeping, or medications. Nurses have a limited
presence at assisted living sites because residents typi-
cally travel from their homes to the physician and other
service providers.

Ambulatory Care Centers

Ambulatory care centers are used by people to get same-
day cost-effective healthcare. Ambulatory care is synony-
mous with outpatient care and provides services for clients
who are able to come and go from the facility. Clients live
at home or in nonhospital settings and come to the site for
care. Ambulatory care sites include private health and
medical offices, clinics, and outpatient therapy centers.
Low-cost, walk-in, retail clinics have expanded rapidly—
in shopping centers, pharmacies, and other retail sites.
Typically they treat only common ailments and refer com-
plex or serious illnesses to specialized physicians or emer-
gency rooms (Darcé, 2007). To keep the cost of healthcare
down, more and more services are being provided in am-
bulatory facilities, such as chemotherapy or outpatient sur-
geries. Ambulatory centers may be connected to hospitals
(Fig. 1-3).

Home Healthcare Agencies

Home healthcare agencies provide continuing care to
patients after hospitalization. Home care is provided
(a) when clients are homebound or unable to get to am-
bulatory care centers for services; (b) when the client or
family prefers to receive care in the home—particularly
when the client is terminally ill; and (c) when a client
still requires skilled care but is discharged from the hos-
pital because his reimbursable length-of-stay has ex-
pired. Services are usually coordinated by a home health
or visiting nurse service and include nursing care as
well as various therapies and home assistance pro-
grams. Chapter 43 provides further discussion on home
health nursing.
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FIGURE [-3 The shift to outpatient care is a cost-saving
strategy.

Community/Public Health Centers

Community or public health centers are community-
based centers that provide care for the community at
large. Community health nurses provide services to at-
risk populations and devise strategies to improve the
health status of the surrounding community. Examples
of community health programs include healthcare for
the homeless and school-based programs designed to
decrease the incidence of teen pregnancies.

Community care is a comprehensive term that de-
scribes the care provided to client groups at various sites,
such as church, schools, shelters, the workplace, and
public clinics. Care focuses on populations (e.g., older
adults, pregnant women, employees at a manufacturing
plant), neighborhoods, and at-risk groups (e.g., pregnant
teens, victims of domestic violence, substance abusers).
Chapter 43 provides further discussion of community
healthcare.

Independent Living Facilities

Also known as retirement homes, independent living
facilities are designed for seniors 55 years or older who
(a) are independent in all aspects and (b) want to live in a
community with other senior citizens. They may not want
the responsibilities associated with owning a home, such
as maintenance and yard work. Other benefits to this style
of community living include a peer support network that
provides socialization opportunities, structured recre-
ational activities, transportation arrangements, fitness
centers, pools, and quiet environments. Living facilities
range from apartment-style homes to smaller separate res-
idential homes. Nurses may provide periodic health
screening and health information.

How Is Healthcare Categorized?

Because the boundaries of care have become fluid, it is
useful to look at the system in a different light. The com-
plexity of care no longer is a predictor of where care will
be delivered. Instead, regulators, finances, and the pa-
tient’s support system dictate where a patient will be
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located in the system. On a basic level, healthcare is
categorized by degree of complexity into primary,
secondary, and tertiary services.

Primary Care

Primary care services focus on health promotion,
preventive services, health education, and screening for
the early detection of healthcare problems. Services are
directed toward keeping the patient well by preventing
illness and by treating acute episodic problems. General
or primary care providers provide most of the care at
this level. Most of these services are offered in the com-
munity at physicians” offices, clinics, and diagnostic
centers. However, hospitals may also offer primary care
services. Health promotion and illness prevention by
nurses are examples of primary care.

Nursing and Health Promotion In 1948, the World
Health Organization (WHO) defined health as “a state
of complete physical, mental, and social well-being and
not merely the absence of disease or infirmity.” The def-
inition has not been amended since that time (WHO,
2007). Health promotion activities foster the highest
state of well-being of the recipient of the activities.
This inclusive definition can be applied to individuals,
groups, families, communities, or societies. The following
are examples:

» Individual level—Counseling a pregnant client about the
importance of adequate prenatal nutrition to promote
health for the client and baby.

= Group and family level—Teaching about nutrition during
pregnancy in family education programs.

s Community level—Activities that focus on reaching a
larger number of people, for example, advocating for
prominent billboards highlighting the importance of
prenatal care and nutrition, posting signs in grocery
stores recommending food sources for pregnant women,
and lobbying for labeling of substances that should be
avoided in pregnancy.

= Societal level—Working with international partners to
establish worldwide prenatal nutrition standards.

Nursing and lliness Prevention Illness prevention
focuses on avoidance of disease, infection, and other co-
morbidities. Activities are targeted to decrease the risk
of developing an illness or to minimize the risk of expo-
sure to disease. For example, pneumonia causes many
deaths every year. It affects society’s most vulnerable:
the very young, the very old, and the very ill. Some
nursing activities to decrease the risk of pneumonia
include:

= Teaching the importance of hand hygiene to decrease
the transmission of infection

= Advocating for and administering pneumonia immu-
nizations to those at high risk

= Promoting smoking cessation

= Promoting adequate nutrition to include a diet high in
vitamin C

Secondary Care

Secondary care consists of services to diagnose and treat
illness, disease, and injury. Historically, we have thought
of this as hospital-based care, but increasingly these serv-
ices are being performed in surgery centers, offices, and
outpatient centers. The trend away from the hospital is
related to containing costs, increasing specialization of
hospitals, and growing evidence that hospitals often
harbor medication-resistant infections.

Nursing and Health Restoration Health restoration
activities foster a return to health for those already ill.
To restore health, the nurse provides direct care to ill in-
dividuals, groups, families, or communities. Direct care
is what most people think of when they envision the
nursing role. Recall that health has physical, mental,
spiritual, and social dimensions. When you engage in
health-restoration activities, your care should address
each of those dimensions, for example:

= Providing hygiene and nutrition for someone unable
to do so independently

= Counseling individuals or groups

= Lobbying for policy changes to improve access to care
for an underserved group

= Identifying the significance of cultural and/or spiritual
influences

Tertiary Care

Tertiary care refers to long-term rehabilitation services
and care for the dying. Historically, these services were
provided in extended care facilities. Now, however,
many tertiary care services are provided in the home or
in outpatient settings. One nursing focus in tertiary care
is to provide end-of-life care.

Nursing and End-of-Life Care Death is an inevitable
destination on the journey of life. Nurses have been ac-
tive in promoting the respectful care of those who are
terminally ill or dying. Nursing activities for the dying
are designed to promote comfort, maintain quality of
life, provide culturally relevant spiritual care, maintain
dignity, and ease the emotional burden of death. Nurses
work with dying individuals, their family members and
support persons, and organizations (hospice) that focus
on the needs of the terminally ill (see Chapter 17).

Knowledge

Recall the last time that you had a cold. Identify health-promotion,
illness-prevention, and health-restoration activities for individuals,
families, groups, and communities in relation to the common cold.

What Healthcare Providers
Will You Work With?

As a nurse, you will be part of an interdisciplinary health-
care team consisting of numerous professionals whose pri-
mary role is to ensure quality patient outcomes (Fig. 1-4).
The composition of the team varies depending on the
healthcare needs of the patient. Typically, for an inpatient,
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FIGURE 1-4 Quality patient outcomes require the
collaboration of the entire healthcare team.

the team leader is the physician, whose primary role is to
make a medical diagnosis and outline the treatment plan.
The registered nurse uses this plan to develop holistic, con-
tinuous, and comprehensive nursing care to the patient,
which involves the licensed practical nurse and/or nurs-
ing assistive personnel in implementing the plan. The RN
administers treatments and medications, provides educa-
tion, and modifies the nursing care plan based on the
patient responses to treatment. The role of each provider in
the interdisciplinary health team is discussed below.

Physicians Physicians are licensed as medical doctors
(MD) or doctors of osteopathy (DO). Their role is to diag-
nose and treat disease and illness through medical and
surgical services. A physician may work independently,
as part of a medical group, or as an employee of a health
facility. Physicians may provide care in an office setting, in
the hospital, or in a variety of clinics or ambulatory sites.
Physicians who provide only hospital care are known as
hospitalists. This is a growing specialty, as hospitals en-
deavor to reduce costs. More physicians are choosing
employment in a hospital, rather than private practice
because of guaranteed salary, attractive benefit packages,
and limited practice hours. Other physicians are con-
cerned this employment arrangement can lead to reduced
autonomy and restrictions on their medical practice.

Physician’s Assistants (PAs) PAs diagnose and treat
certain diseases and injuries. Although many function
in a fashion similar to nurse practitioners, they are not
independently licensed. Therefore, they must practice
under the supervision of a physician, in contrast to NPs,
who practice independently or in collaboration with a
physician, and who can provide a broader range of serv-
ices. Each state varies regarding the scope of practice for
nurses and PAs. Check with your state nurse practice act
as well as agency policies and procedures to be certain
that nurses are permitted to follow a PA’s orders.

Nursing Assistive Personnel (NAP) NAP is a broad
term that describes nursing assistants, aides, and techni-
cians. NAPs provide custodial care under the direction

CHAPTER |  Evolution of Nursing Thought & Action 19
of nurses and physicians in a variety of settings. Some
NAPs introduce themselves to patients by stating, “I'm
your nurse.” Because they are not licensed nurses, they
are making a false claim. Be sure to clarify your role and
the NAP’s role with all of your patients.

Therapists Allied healthcare providers are various
therapists who focus on the rehabilitative needs of the
patient. The goal of the rehabilitative team is to treat,
maximize functioning, and/or assist the patient to adapt
to limitations and achieve optimal outcomes. Types of
therapists include the following;:

= Physiatrists—as the rehabilitative team leader, collabo-
rates with the team to manage the patient’s rehabilitation
outcomes.

= Physical therapists (PT)—focus on the rehabilitation of
muscles and bones. They use heat, massage, ultra-
sound, electrical stimulation, and therapeutic exercise
to treat clients with musculoskeletal problems. Their
goal is to improve mobility and strength and teach
motor skills, such as relearning how to walk after a
stroke, exercising to promote flexibility after a knee
replacement, or developing wheelchair skills.

= Occupational therapists (OT)—work closely with the PT
to help patients regain function and independence.
They concentrate on helping patients gain optimal
functioning in self-care skills for activities of daily liv-
ing and to learn how to use assistive devices. They
also assist patients with disease or injury that limits
their abilities to pursue diversional activities.

= Respiratory therapists (RT)—provide care for clients with
respiratory problems. They provide oxygen therapy, set
up and maintain mechanical ventilators, administer
pulmonary tests, and provide respiratory treatments
that have been prescribed by physicians or advance
practice nurses.

= Speech and language therapists (SLT)—provide assistance
to patients experiencing swallowing and speech distur-
bances. They evaluate the risk of aspiration, recom-
mend food consistencies to reduce the risk of aspiration,
work with patients to restore swallowing abilities, and
assist patients in developing speech and language skills
after neurological impairment.

= Recreational therapists—promote patients’ physical,
social, and emotional well-being through the use of
leisure activities.

= Marriage and family therapists—provide counseling
services to individuals, families, and groups.

Technologists Technologists perform a variety of activ-
ities in hospitals, diagnostic centers, and emergency care
facilities. For example, laboratory technologists examine
blood, urine, tissue, and other bodily fluids to aid in the
diagnosis and treatment of patients. Radiology technolo-
gists administer x-ray and specialty radiographic-type
tests. Emergency medical technologists (EMTs) work for
ambulance and transport services to stabilize and trans-
port injured and ill clients.
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Nutritionists Nutritionists apply specialized knowl-
edge about nutrition and food to promote optimal
health to patients with various healthcare needs. A reg-
istered dietitian (RD) is a type of nutritionist who works
with inpatients to ensure they receive the prescribed
diet and learn about ways to continue to follow that diet
after discharge.

Pharmacists Pharmacists prepare and dispense med-
ications and therapeutic solutions in hospitals, commu-
nity pharmacies, and various health settings. They also
collaborate with nurses, physicians, and other health-
team members to ensure the selection of safe and effec-
tive medications to be included in the treatment plan.
They provide information about medication contraindi-
cations, side effects and adverse reactions, dosage, and
administration tips. Pharmacy assistants serve as sup-
port personnel for pharmacists.

Dentists Dentists diagnose and treat disorders of the
mouth, gums, and teeth. They promote dental health
through therapeutic cleaning services, repair of teeth, treat-
ment of gum disorders, inspection for oral carcinomas or
infection, and correct tooth alignment disorders. Although
most dentists work in community settings, some visit
patients hospitalized in acute care and long-term care
facilities.

Social Workers Social workers provide psychosocial
support and patient services throughout the healthcare
system to coordinate continuity of care. They identify
the patient’s need for community-based support, and
help arrange for services after patient discharge. Social
workers also counsel clients on financial, housing, mar-
ital, and family issues affecting healthcare. Owing to ris-
ing healthcare costs, social workers are increasingly
used to help move clients through the health system.

Spiritual Care Providers In the United States, chap-
lains and religious clergy usually provide spiritual care.
However, other leaders within various faith-based
groups may also do so. Many work at healthcare facili-
ties, but most are on call from local religious facilities. As
a nurse, you will likely work with chaplains to provide
spiritual services in the form of organized religious
services, client visits, and family and staff support, par-
ticularly at the end of life or with serious illness.

Alternative Care Providers Alternative care providers
such as chiropractors, naturopaths, and herbalists offer
health services outside the traditional healthcare system.
To read more about alternative healthcare practices,

. Go to Student Resources, Bonus Chapter, Chapter 46,
on DavisPlus.

How Is Healthcare Financed?

Payors for healthcare in the United States include individ-
uals, individual private insurance, employment-based
group private insurance, government, and charitable
sources, discussed in the following sections.

Individuals

Until the latter half of the 20th century, physicians made
house calls and patients paid either with cash or by bar-
tering goods and services. Today, we refer to payments
made directly by individuals as direct payment of services
and out-of-pocket expenses. Many of those who do not have
insurance and do not qualify for government services
cannot afford healthcare if individual payment is their
only means to purchase services. Those who have private
insurance and government financing also bear some
of these expenses through cost-sharing. Cost-sharing
occurs in the form of insurance premiums, insurance de-
ductibles, co-payments, costs above fixed payments, and
non-covered services. Key Point: Although healthcare
insurance does pay for a share of the costs, even con-
sumers with insurance sometimes avoid or delay services
because of high out-of-pocket expenses.

Individual Private Insurance

Healthcare insurance is purchased to protect individuals
from having to pay the costs associated with illness and
hospitalization. The average cost of an emergency room
visit was $1,319 in 2009 compared with $922 in 2008. The
average annual cost of medical insurance premiums in
2012 was $5,615 for single coverage and $15,745 for fam-
ily coverage. Insurance is intended to protect persons
from “medical bankruptcy” associated with the costs
incurred by a major medical event (Fig. 1-5).

A person with private insurance pays premiums to
an insurance company. The insurance company then
contracts with healthcare providers to deliver care to
insured members at prearranged rates. Patients share in
the cost of care through out-of-pocket expenses.

Individual private insurance began in 19th-century
Europe with the establishment of voluntary benefit pro-
grams through guilds and trade associations. Monthly
payments were stockpiled to provide assistance in the
event of illness or death. European immigrants brought
this tradition to the United States. Commercial insur-
ance programs extended this service to individuals

screening and prevention.



outside of the trades. Less than 10% of healthcare in the
United States is financed through this means.

Employment-Based Private Insurance

Most private insurance in the United States is employ-
ment based. Employment-based private insurance is
modeled after the individual trade plans. It developed in
the United States during World War II, when a labor
shortage existed and wage and price controls limited
salary increases. Employers financed fringe benefits, such
as health insurance, to attract and reward employees as
well as to improve the health of employees. Healthy em-
ployees benefit the employers with reduced sick time and
a full workforce.

With employment-based insurance, the employer
pays all or a portion of the costs (e.g., premiums) of pro-
viding health insurance to its employees. Increasingly,
health insurance has become a source of modern labor
disputes, with employers attempting to limit their cost
of doing business by reducing the amount of coverage
they provide. In effect, the federal government subsi-
dizes employer-based health insurance by not taxing
health insurance and allowing employers to deduct
these benefits as a business expense (Bodenheimer &
Grumbach, 2005).

Government (Public) Financing

Key Point: Government-funded programs are paid for
with revenue from taxes on the citizenry. Programs
include Medicare, Medicaid, children’s, specialty, and
categorical programs. They include federal, state, local,
and jointly funded programs.

Medicare Medicare is a federal insurance program
created by Title XVIII of the Social Security Act of 1965.
This Act was designed for persons aged 65 years and
older. In 1972, the program was expanded to include
younger people with permanent disabilities, such as
end-stage renal disease. Medicare financing comes from
a payroll tax levied on employers and employees and
from premiums paid by Medicare subscribers (patients).
The focus of Medicare reimbursement is hospital, office,
and other outpatient services. Recipients can also pur-
chase partial coverage for their outpatient medications.

Long-term care coverage is limited under Medicare.
Unfortunately, as people age, the need for non-skilled
care (e.g., help with bathing, dressing, and toileting) in-
creases, yet it is not a covered benefit of Medicare, which
is a program designed to care for older adults. This is a
premium-based option that is available to people who
are enrolled in Medicare Part A or to other eligible indi-
viduals for a monthly fee.

Medicaid Medicaid was developed under Title XIX of
the Social Security Act of 1965 to provide access to health-
care services for people with low income and minimal
resources. Medicaid is a joint federal and state endeavor:
(1) The federal government provides the framework and
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guidelines for states to use in developing and administer-
ing their Medicaid program and (2) reimburses states for
their Medicaid associated expenditures. The eligibility
criteria for Medicaid and the range of medical services of-
fered vary from state to state. Medicaid offers a fairly
comprehensive set of benefits, including prescription
drugs.

Medicaid is funded through state and federal taxes.
Most states use managed care organizations, such as
HMOs, which contract with providers for healthcare
services at a predetermined amount. Under the Patient
Protection and Affordable Care Act, beginning in 2014,
more people under age 65 years whose income falls
below certain percentages of the poverty level will qual-
ify for Medicaid coverage (Natoli, Cheh, & Verghese,
2011). The Patient Protection and Affordable Care Act is
frequently referred to as the Affordable Care Act.

Children’s Health Insurance Program (CHIP) CHIP
is a joint venture between the federal government and
states to provide health insurance to millions of children
whose family income exceeds Medicaid eligibility crite-
ria, but who cannot afford private insurance and are not
covered under a parent’s policy. CHIP’s goal is to ensure
that children have health insurance and can access
healthcare, either through an expansion of Medicaid or
the development of a separate program. The Patient
Protection and Affordable Care Act extends CHIP’s
funding until October 1, 2015.

Specialty and Categorical Programs Certain pro-
grams provide distinct services. For example, the federal
government supports public health service hospitals,
Veterans Affairs hospitals and clinics, healthcare for mil-
itary personnel and dependents, and Indian Health Serv-
ices. Categorical programs are designated by federal laws
to benefit a certain category of people, such as access to
healthcare for immigrants or health screening in Head
Start programs. Funded programs vary based on current
laws and prevailing views.

Knowledge

m Compare and contrast privately funded and government-
funded health insurance.
® How does being uninsured affect a person’s health status?

Charitable Organizations

Charitable organizations are an increasingly important
funding source for healthcare. Community agencies that
are funded through networks like the United Way,
Salvation Army, and Red Cross provide important
resources to children, poor families, the aged, and vul-
nerable populations, such as the homeless, mentally
ill, and victims of violence. Charitable organizations
provide direct services and cover the costs for some tra-
ditional health services. For example, the Salvation
Army provides inpatient alcohol and drug rehabilita-
tion services, food and clothing for the needy, and social
and nutritional programs for older adults in many major
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cities. Most participants do not pay for the cost of these
services. Instead, able-bodied participants work for the
Salvation Army while in the program, and donations to
this charity fund the cost of these services. Charitable
organizations also donate to healthcare research and
healthcare organizations.

How Are Supplies and Equipment

Provided?

Suppliers are the companies and corporations that bring
goods to the healthcare industry. Pharmaceutical compa-
nies and medical equipment suppliers are the largest
suppliers. The costs of medications, equipment, and
technology have played a major role in the rising costs of
care. Suppliers argue that their costs are justified because
of the enormous investment required to bring a product
to the market. Research, development, and testing of
pharmaceuticals and medical equipment take years.
Often, numerous products are tested before a successful
drug or device is available for use. The cost of insurance
to protect against lawsuits, in the event the product
causes unforeseen harm, is tremendous. As a result, the
cost of these goods is high. On the other hand, suppliers
are also launching expensive direct-to-consumer market-
ing campaigns that urge consumers to seek new prod-
ucts. All of these costs are passed on to consumers in the
form of higher prices, rising insurance premiums, and
increased out-of-pocket expenses.

How Is Healthcare Regulated?

Regulators are governing bodies that exert influence or
control over the healthcare system. They include accredit-
ing and licensing agencies and legislators. All health pro-
fessions have accrediting bodies to ensure that entry-level
programs prepare personnel to deliver safe care. The Ac-
creditation Commission on Education in Nursing (ACEN)
and the Commission on Collegiate Nursing Education
(CCNE) are the accrediting bodies for nursing education.
The state boards of nursing are the regulatory bodies
that enforce minimum standards for licensed nurses.
Other healthcare providers also have regulatory agencies
that govern their practice.

The most prominent regulating body in the health-
care system is The Joint Commission. Reimbursement
from government and insurance sources is dependent
upon accreditation by The Joint Commission. Health-
care facilities (e.g., hospitals, rehabilitation centers)
must meet and maintain standards designed to promote
“best practices” for patient safety.

Legislators also affect the healthcare system. For ex-
ample, legislators can redefine eligibility criteria for
government-funded health plans. Most recently, some
states have mandated minimum nursing staffing ratios
in acute-care hospitals and several others states are con-
sidering similar actions. The most notable legislation
that impacts healthcare is the Patient Protection and
Affordable Care Act that was signed into law by President

Obama in 2010. A major provision of the Affordable Care
Act is coverage options to ensure that all U.S. citizens
have health insurance.

Although accreditors, licensing bodies, and legisla-
tors are the only true regulators of healthcare, several
other agencies exert enormous influence on the system.
Independent watchdog groups, advisory boards, and
peer review groups all have the ability to effect change.

How Do Healthcare Policy and Reform
Efforts Affect Care?

The U.S. healthcare system is a paradox of excess and
deprivation (Bodenheimer & Grumbach, 2005). Some
individuals receive too little care because they are unin-
sured, unable to afford out-of-pocket expenses, or have
restrictive healthcare plans that deny them access to
competent providers or that are not accepted by certain
providers. Others receive expensive top-of-the-line care
that produces results that could have been achieved
through cheaper means or that result in prolonged life
of questionable quality.

Sultz and Young (1997) described the U.S. healthcare
system as “focused on providing excellent care for the
individuals within it, while virtually ignoring the more
basic health service needs of the larger populations out-
side of it” (p. 46). Even though our healthcare system is
the model of care for the industrialized world, access to
care is not available to all. Very few can afford to pay for
the tremendous costs of an illness or for the ongoing
expenses of a chronic illness and long-term care when
supplementary resources are limited or unavailable.

During the first quarter of 2012, 47 million persons were
without health insurance (Cohen & Martinez, 2012). With-
out some form of coverage, people forgo needed care. The
indigent and working poor have access to emergency or
urgent treatment, but this can require long waits for serv-
ices unless the person is very ill. But primary care—such as
checkups, screenings, chronic illness follow-ups, and pre-
natal care—can be lacking, particularly for those above the
poverty level but without government support or private
insurance, thus leaving many untreated and ultimately
needing more costly care.

Several variables collectively account for the current
situation. These include the following;:

= Increased government funding of services, creating a
feeling that care is without cost to the individual

= Increased use of employer-based insurance, preventing
the individual from seeing the actual cost of coverage

= Inflation, escalating the costs of all goods and services

= Rising costs of pharmaceuticals and medical devices

= Direct-to-consumer advertising of medical products, in-
creasing the demand for and use of expensive products

= Increased use of technology, which can be costly to
purchase and maintain

= Defensive medicine (practices for the purpose of pre-
venting lawsuits and malpractice claims), resulting in
excessive testing, treatments, and diagnostic studies



= Increased wages of healthcare personnel

= Population changes, particularly an increasing older
population and increased longevity for those with
acute and chronic illness

= Increased administrative costs due to the increased
complexity of care and network institutions

Medicare and Public Policy
When Medicare was initially created, health services
were reimbursed using a retrospective system. This
means that Medicare paid hospitals based on the actual
cost of providing services to individuals. With no cap
on expenses, Medicare payments made to hospitals in-
creased from $3 billion in 1967 to $37 billion in 1983. In an
attempt to decrease the escalating costs of healthcare, a
prospective reimbursement system was created under
the Social Security Amendment of 1983. Hospitals were
then reimbursed on a per case, flat rate basis determined
by patient groups having similar needs. These groups
were called diagnostic related groups (DRGs). If the pa-
tient’s hospital costs were greater than the reimbursed
(“set”) amounts, the hospital lost money. If the costs were
less than the rate set by Medicare, the hospital made a
profit. Private insurance companies, following the lead of
Medicare, reimbursed in the same manner.

The introduction of DRGs forced hospitals to con-
sider new ways of delivering care and created a number
of changes in patient care, such as the following;:

u The length of stay in hospitals decreased dramatically as
care moved away from hospitals out into the commu-
nity and home. For example, formerly a patient who
had a hip replacement would stay in the hospital for
10 days. Under a prospective payment system, this
person is discharged after 4 days.

u The cost of delivering nursing care became an expenditure.
As aresult, team nursing with NAPs replaced the com-
prehensive care provided by RNs at the bedside. This
transition occurred in spite of research documenting
that a higher proportion of RNs on staff results in
fewer adverse patient outcomes (e.g., as reported by
Yang, Hung, Chen, et al., 2012).

» Fewer choices for care resulted from corporate mergers and
acquisitions in large regional facilities. In many areas,
residents have only one choice for hospital care. With
less choice, there are also fewer nursing positions.

u The cost of managing these large facilities skyrocketed. In
2000, the Healthcare Financing Administration stated
that administrative costs consumed at least 25% of all
health expenditures. In 2010, administrative costs had
decreased to “less than 2% of program expenditures”
(Potetz, Cubanski, & Neuman, 2011).

= Reduced staffing and higher patient acuity produced a more
stressful work environment for nurses. This fact, in com-
bination with the growing number of career choices,
has contributed to a severe nursing shortage.

= Insurance premiums and cost-sharing increased, while
availability of services decreased. This led to a growing
number of people who could not afford the care they
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need. As a result, most reform efforts are directed at
controlling costs, improving access, and promoting
appropriate distribution of resources.

Economists and policy makers agree that no matter
how affluent a society is, it has limited healthcare
resources—and with limited resources, rationing occurs.
Rationing is “the limitation of access to or the equitable
distribution of medical services, through various gate-
keeper controls” (Farlex, 2002). Within our current sys-
tem, if an individual has sufficient resources (i.e., money
or insurance), then healthcare services are available.
Conversely, if a person does not have the means to pay,
then many services are denied. This model results in a
tiered system: Those who can pay have better access to
services than those who cannot pay do. The U.S. model
also subsidizes healthcare via government-funded pro-
grams for some individuals who are unable to compete
economically for the same services. With the passage of
the Patient Protection and Affordable Care Act in 2010,
the U.S. government will become more involved with
funding and regulating healthcare (U.S. Department
of Health & Human Services, 2010), moving toward a
more European model.

In contrast, Canada, Australia, and most European
countries have socialized healthcare, in which the govern-
ment assumes responsibility for providing necessary
services to all individuals. In a socialized model, basic
services, such as office visits, prenatal care, and required
surgery, are available to all. But services above the basic
level, that is desired services, are available only to those
who can afford them. In the U.S. model, rationing is
implicit (hidden), whereas in the socialized model
rationing is explicit (plainly visible).

Managed Care

Managed care, designed to control healthcare costs, is a
competitive approach to healthcare pricing. Managed
care organizations (MCOs) contract with medical
providers to provide services (a) at discounted rates, or
(b) based on predetermined fixed payment per individ-
ual covered under the plan (capitation). Providers treat
more patients to offset their discounted rates. Employ-
ers contract with the managed care organization and
select a type of health plan for its employees. There are
four basic types of managed care plans:

Health Maintenance Organizations (HMOs) HMOs
are a model of care based on capitated (per head) costs.
Each HMO primary care provider receives a predeter-
mined, fixed amount each month regardless of whether
the patient receives healthcare services or not. The pri-
mary care provider coordinates all care, including refer-
rals to specialists. Providers often choose to be a part of
an HMO because of the steady income it offers. How-
ever, to compensate for the low reimbursement, they
must see more patients per day, limit the number of
HMO patients they are willing to provide care for, limit
the number of office visits allowed, or refuse to provide
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care for patients with complex conditions. Patients often
choose HMO coverage because they are among the most
affordable insurance plans available. However, the pa-
tient sacrifices choice for affordability. The HMO will
pay only for specified services, and only if the patient
uses a provider on the HMO list (“in the network”).

Preferred Provider Organizations (PPOs) PPOs allow
patients to have greater choice among providers, medica-
tions, and devices, The PPO has many of the features of an
HMO, such as a network of providers who will provide
healthcare at the established contracted rate. The PPO
offers patients more flexibility than an HMO, such as (a)
seeing specialists within the network without having to
get a referral from the primary care physician; and (b) see-
ing out-of-network providers, albeit at a higher cost than
an in-network provider. The flexibility of a PPO comes at
a financial cost, for example, the patient pays more in the
form of higher premiums, deductibles, and co-insurance.

Point of Service (POS) The POS combines features
from the HMO and PPO. The patient selects a physician
from a list of network physicians, who will become the
point of service (POS) for treatment and referrals to in-
network specialists. The patient needs to see in-network
providers in order to get the lower co-pays and minimal
to no deductibles. There is limited out-of-network cov-
erage, resulting in higher co-insurance and co-pay.

Integrated Delivery Networks (IDNs) Healthcare
systems are moving toward a model of integrated deliv-
ery networks, also known as integrated delivery systems.
IDNs combine providers, health facilities, pharmaceuti-
cals, and services into one care system. Providers are
employees of the facilities. They see only IDN patients, in
IDN facilities, using IDN services and IDN-approved
pharmaceuticals. Because all services and providers are
linked, patients can be readily moved among IDN serv-
ices and providers. The system is designed to promote a
culture of collaboration, safety, and teamwork among the
providers (Enthoven, 2009). The ability to obtain services
from providers throughout the healthcare system is the
chief advantage of this approach. The primary disadvan-
tage is that care may be fragmented, as patients are rap-
idly moved through the system in an effort to minimize
costs.

What Are the Issues Related

to Healthcare Reform?

The profound changes created by the transition of the
healthcare system from a retrospective open-checkbook to
prospective fixed-rate payment system have created un-
precedented leadership opportunities for nurse executives.

ANA Recommendations for Reform

In 1991, the ANA published Nursing’s Agenda for Healthcare
Reform, a set of recommendations to redesign the health-
care system. Although small changes were made, fragmen-
tation of the healthcare systems, access to care barriers, and
healthcare costs remained issues (ANA, 2008). The ANA

recommendations were updated in the ANA document
ANA's Health System Reform Agenda (2008), which includes
the following recommendations for change:

= Provide universal access to essential healthcare services
for all citizens and residents.

= Establish health policies that support safe, effective,
patient-centered, timely, efficient, and fair care based
on outcomes research.

= Shift the priority from illness care to health promo-
tion, and balance between high-tech treatment and
community-based and preventive services.

= Establish a single-payer system for financing healthcare.

Work Redesign

Work redesign involves looking at the level of care
required and the mix of personnel necessary to achieve
the best patient outcomes. Out of this redesign, a concept
known as the critical pathway emerged. A critical path-
way is a multidisciplinary approach to care that sequences
interventions over a length of stay for a given case type.
Using the critical pathways model, the interdisciplinary
team delivers care that yields the desired outcomes in the
quickest manner, hopefully to reduce the patient’s length
of stay. For example, using this model, a patient who has
had cardiac surgery may be assisted out of bed as soon as
his vital signs are stable. In the traditional model, the pa-
tient must wait to be seen by the surgeon before an order
is written to get out of bed. Advocates of critical pathways
state that this model allows patients to progress at their
own pace. Foes of this plan state that it is a cookie-cutter
approach to healthcare. (See Fig. 5-5 and Chapter 5 for
more information about critical pathways.)

Another work redesign that has emerged is case man-
agement. Case management is the coordination of care
across the healthcare system. Many hospitals, home health
agencies, and insurance companies employ nurse case
managers to ensure that care is efficient, cost-effective, and
of high quality. Typically, nurses case manage patients with
specific diagnoses. For example, a patient with diabetes
may be assigned a nurse case manager in the outpatient
clinic. If the patient develops complications requiring hos-
pitalization, the case manager coordinates care so that all
providers are aware of the patient’s unique needs. Later,
when the patient is discharged, the case manager visits the
patient at home. The case manager sets goals with the
patient, monitors the cost of the care, and works with all
providers to eliminate duplication of service and evaluate
outcomes of care.

Is Healthcare a Right or a Privilege?

A fundamental question underlying all healthcare
reform is the question of whether healthcare is a right or
a privilege. This question raises more questions. For ex-
ample, if healthcare is a right of all citizens, should
noncitizens be offered coverage? Moreover, what re-
sponsibility does an individual have to preserve her own
health? Does someone who smokes or drinks excessively
have a right to receive care for illnesses brought on by



these lifestyle choices—especially if the care is paid for
with public funds? Even if an individual leads a healthy
lifestyle, should extensive and /or expensive therapies be
offered if they have little likelihood of success? Finally, if
you believe that healthcare should be affordable for all,
are you willing to limit the salary and benefits you receive
from your own employer to help control the costs of care?
Are you willing to pay higher taxes? Because of the com-
plexity of these and countless other questions, our system
remains a work in progress. These fundamental ques-
tions were discussed during the debate on the Affordable
Care Act. Yet, you will continue to hear these questions
and others as universal healthcare continues to evolve.

Knowledge

= Do you view healthcare as a right or a privilege?
® What are factors that impact your view (draw on your
self-knowledge to answer this question)?

How Do Providers and Facilities Ensure
Quality Care?

As you learned previously, a number of accrediting bod-
ies inspect healthcare organizations. These inspections
are designed to ensure that patients receive safe, quality
care. To promote safety, regulators establish a minimum
competency level that must be met for accreditation to be
granted. However, most healthcare organizations and
professionals declare that their goal is to deliver excellent
care rather than merely meeting minimum standards.

Continuous Quality Improvement Programs
Continuous quality improvement (CQI) programs
(also total quality management [TQM]) focus on quality
(excellent) care as an ongoing goal rather than some-
thing that is periodically verified by audit or when a
problem is identified.

Traditionally, quality assurance programs have con-
sisted of retrospective audit programs, that is, material
from the past (e.g., patient records) is reviewed for evi-
dence of compliance with preselected criteria. For exam-
ple, anursing unit may set a goal of 100% compliance that
nurses’ notes will state the reason when any medication is
held (not given). To conduct the audit, all charts within a
selected time frame are then reviewed to identify times
when medication had been held. The auditor then re-
views the nursing notes to determine whether the nurse
explained why it was held. The percentage of compliance
is calculated based on the review. If it were determined,
for example, that there were 50 occasions in which a med-
ication was held during the past 3 months, and on 40 of
those occasions the rationale is charted in the nursing
notes, the compliance rate is 40/50, or 80%.

If the QA auditors determine that the goal for compli-
ance has not been met, they will often launch a program to
improve compliance. For the example above, mandatory
in-service education may be provided. In addition, labels
might be placed in the medication administration records
and a computer-based medication system used to prompt
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staff to document the reason for holding a medication. At
a later date, a second audit is conducted to determine
whether compliance has improved.

Another form of retrospective quality improvement
is peer review. Colleagues review medical records or
patient satisfaction data that reflect the care given by
their peers. Peer review requires open, honest dialogue
and a willingness to improve. Objective criteria must be
set to avoid complaints of favoritism and some benefit
to promote participation.

ANA Model for Quality Assurance

In 1975, the ANA developed a model for QA consisting
of seven steps. This model is useful to understanding the
CQI process. For the steps in the QA process and an ex-
ample of how each step is applied in a clinical scenario,

¢ Go to Student Resources, Chapter |, Supplemental Materials,
Example of ANA Model for Quality Assurance, on DavisPlus.

Quality Improvement Competency

Chapter Key Concept: Healthcare Delivery System
Competency: Quality Improvement™

Question: The commission on Quality and Safety Education
for Nurses (QSEN) identifies quality improvement (QlI)

as a competency you should achieve during your nursing
education. QSEN defines QI as the ability to “use data

to monitor the outcomes of care processes and use
improvement methods to design and test changes to
continuously improve the quality and safety of healthcare
systems.” How do you think the staffing mix in a hospital
might affect care quality?

Research: Recent research shows that when the proportion
of RNs increases in an agency, quality of care rises and
death and infection rates drop. Consider the following
examples from Critical Care (2007), Landon et al. (2006),
Tourangeau et al. (2007),and Yang et al (2012):

> Hospitals with higher proportions of RNs and
baccalaureate-prepared RNs have lower patient
death rates.

Quality and Safety Education for Nurses

> Increasing the proportion of RNS on staff by 10%
resulted in 6 fewer deaths per 1,000.

> Hospitals with adequate staffing had lower death rates.

> Hospitals with a higher proportion of RNs on staff
performed better on a variety of performance measures.

> When the ratio of nurses to patients falls (e.g., from

1:6 patients to 1:4), risk for infection falls.
Think about it: How does the QSEN competency quality
improvement relate to the chapter key concept, healthcare
delivery system?
*To see the KSAs for the QSEN competencies,

" Go to the QSEN Web site, at http://www.qsen.org/
ksas_prelicensure.php

Source: Cronenwett, Sherwood, Barnsteiner, et al. (2007).
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FACTORS THAT INFLUENCE
CONTEMPORARY NURSING PRACTICE

Factors that influence contemporary nursing practice
include (a) those outside the profession in society at
large, and (b) those within nursing and healthcare.

What Are Some Trends in Society?

As you have seen, our historical roots have influenced
current nursing practice and will undoubtedly continue
to do so. In addition, nursing is influenced by trends in
the economy—the growing number of older adults, in-
creased consumer knowledge, legislation, the women’s
movement, and collective bargaining.

The National Economy
The national economy has a tremendous impact on
nursing. Consider the following examples:

= In the United States, health insurance coverage is linked
to full-time employment with health insurance benefits
(although that may be changing with recent federal
legislation). Thus, when unemployment figures rise,
so does the number of people without insurance.
Many uninsured people delay seeking treatment, and
that leads to sicker patients entering the healthcare
system. This taxes the system’s resources and raises
the level of nursing care required.

u The healthcare industry is very expensive to operate, even in a
strong economy. Downturns in the economy affect insti-
tutional investments and profits, as well as the amount
of taxes the government can collect. These in turn limit
the medications and services that are available.

» The healthcare system employs an enormous number and
variety of individuals. If you just consider that there are
2.6 million employed RNs (Health Resources and
Services Administration, 2010), 798,000 active physi-
cians (Association of American Medical Colleges,
2011), and more than 268,000 employed pharmacists
(Bureau of Labor Statistics, 2012b), you begin to un-
derstand how large the healthcare system is when all
other providers are added to the count. Similarly,
the salaries of healthcare providers are influenced by
national economic trends.

The Growing Proportion of Older Adults

in the United States

A larger older adult population creates a need for more
medical and nursing care. At the same time, there are
fewer younger people to provide care. The growth rate
for adults 65 years and older has greatly outpaced the
growth of the population at 15% (40.3 million) compared
with the country as a whole (9.7%). This number is ex-
pected to grow to 20% by the year 2050. The oldest old
(those 85 years and older) will continue to be the fastest
growing part of the population into the next century
(U.S. Census Bureau, 2010). As people age, they tend to

need more assistance with activities of daily living, and
they experience more acute and chronic illnesses.

Changes in Healthcare Consumers

Historically, patients relied on the knowledge and
decision making of the healthcare team. Now, however,
consumers are demanding greater choice in the deci-
sions that affect their health.

= Patients have access to vast amounts of health and medical in-
formation, particularly through the Internet (e.g., Web sites
such as WebMD and PubMed). Informed consumers
tend to be active participants in discussions about their
health problems and therapy options. Patients need to
be taught which sites are valid for information.

= Direct-to-consumer marketing is another form of health
information, in which corporations advertise medica-
tions and therapies directed at the potential user (e.g.,
on the Internet and in magazines). Such advertising
generates consumer interest in new products. Clients
may then request their healthcare providers to pre-
scribe specific trade name therapies they have heard
about in the media. You need to be prepared to ad-
dress the truthfulness of the advertisements and to
present balanced information to clients, particularly
as they are appropriate for individual clients” condi-
tions. You must also be comfortable with your knowl-
edge and not be unduly persuaded by consumers who
are relying on the latest advertisement fads. Your
knowledge, standards of nursing practice, and com-
munications with the healthcare team should be the
foundation for making patient-related decisions.

Legislation

Consumer interest has also generated legislation that
affects nursing care. Legislation directed at the confiden-
tiality of patient records, treating patients who need
emergency care, the patient’s right to know (informed
consent), and the patient’s right to a dignified death (liv-
ing will/advance directives) all govern the care that
nurses render to patients. These acts are discussed further
in Chapters 44 and 45.

The Women’s Movement

Historically, only unmarried women were allowed to prac-
tice nursing. As the women’s movement gained momen-
tum, women were no longer forced out of nursing if they
chose to have a family. Whereas women'’s careers were
traditionally limited to teaching, clerical work, and nurs-
ing, the women’s movement opened up more choices. As a
result, nursing has become just one of many options for a
career, and is no longer the only career pathway. Also, soci-
etal views of nursing as a women’s profession influenced
the decisions of men to enter (or not enter) nursing.

Collective Bargaining
Collective bargaining is a form of negotiating that allows
nurses to seek better wages and working conditions as a



group rather than individually. Not all states have collec-
tive bargaining groups for nurses. A union or organiza-
tion that represents the nurses usually conducts collective
bargaining. Collective bargaining has resulted in signifi-
cant improvements in wages, benefits, and working con-
ditions for nurses, as well as safer conditions for patients.
These improvements have made nursing more attractive
as a career choice.

A A ThinkLike a Nurse |-6

What effect do you think the women’s movement has had on
the number of women in the nursing work force? Speculate also
on the ways in which women entering nursing might have been
different before and after the women’s movement.

What Are Some Trends in Nursing

and Healthcare?

In addition to societal factors, trends in nursing and
healthcare also affect contemporary practice. We discuss
the most significant trends here.

Increased Use of Complementary

and Alternative Medicine

The National Institutes of Health define healthcare
treatments or services outside the traditional healthcare
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system as complementary and alternative medicine
(CAM). They include medical systems, such as homeop-
athy, naturopathy, chiropractic, and traditional Chinese
medicine, as well as specific treatments, such as herbal
medications, dietary changes, massage therapy, yoga,
aromatherapy, prayer, and hypnotism. There is growing
interest in CAM for various reasons, including costs of
traditional care and increasing cultural diversity in the
population. For a more extensive discussion,

Go to Student Resources, Bonus Chapter 46, Holistic
Healing, under the headingWhy Do People Use CAM,
on DavisPlus.

Expanded Variety of Settings for Care

Nearly 40% of registered nurses now work outside the hos-
pital setting, as compared with 20% in 1980 (ANA, 2010;
Health Resources and Services Administration, 2010; Jonas
& Kovner, 2008). As this trend continues, nurses must be
prepared to function in alternative settings. This change
requires entry-level education programs to prepare nurses
for these types of work (Wilkinson, 1996). In the hospital,
you have access to support personnel, consultation with
other nurses and healthcare providers, ready access
to equipment and diagnostic testing services, and in-
creased access to the patient. As more care is delivered in

Toward Cvidence-Based Practice

Numerous studies have found that a single approach, such
as sideralls, is not effective in preventing patient falls. These
researchers have concluded that a multifactorial approach
is needed.

prevention in hospitals: An integrative review. Clinical Nursing
Research, 21(1),92-112.

I Spoelstra, S. L., Given, B.A., & Given, C.W. (2012). Fall

This study found that intervention programs that included

a multiple approach to preventing patient falls were more
effective than relying on a single intervention. Fall prevention
programs should include staff education, fall-risk assessments,
environmental assessments and modifications, alarm systems,
and patient assistance with transferring and toileting.

Capezuti, E. E.,Wagner, L., Brush, B., et al. (2007). Consequences
of an intervention to reduce restrictive siderail use in nursing
homes. Journal of the American Geriatrics Society, 55(3), 334-341.

This study of more than 700 nursing home residents at four
sites found that routine use of siderails does not reduce the
risk of bed-related falls.

Brush, B. L., & Capezuti, E. (2001). Historical analysis of
siderail use in American hospitals. Journal of Nursing
Scholarship, 33(4), 381-385.

This study used social historical research methods to examine
the pattern of siderail use, the value attached to siderails, and

attitudes about raising siderails over time. Siderails on aduft
beds were rare until the 1930s; nurses used continual
watchfulness to ensure patient safety. Initially siderails were used
for temporary protection of confused patients. They were not a
part of the bed, but had to be attached to it when they were
needed. During the 1930s, litigation against hospitals and nurses
for fall-related injuries, recurrent nurse shortages, and the move
away from ward structure toward semiprivate and private
rooms all promoted the use of siderails instead of nursing
observation. They now have become a permanent fixture of
the hospital bed. However, recent research has demonstrated
that siderail-induced injuries may occur, and that sustained
bedrest has negative physical and emotional consequences.

In spite of these recent research-based findings, siderail use
remains the norm in promoting patient safety.

I. What trends and factors currently affecting nursing might
influence whether siderail use will change in the near future?

2. What additional information would you like to know before
advocating for a change in siderail use?

Go to Student Resources: Chapter |, Toward Evidence-
Based Practice Suggested Responses, on DavisPlus.
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outpatient, community, or home settings, you must be
prepared to function more autonomously and creatively.

Telehealth nursing is practiced in a variety of settings,
including rural clinics, home healthcare, corrective facili-
ties, and physicians’ offices, using communication devices
such as the telephone or two-way video technology. As
telehealth nursing continues to evolve, you will need to
combine the use of technology with your nursing knowl-
edge to safely care for patients remotely.

AA Like a Nurse

What is your nursing program doing to prepare you to work
outside the hospital setting?

Interest in Interprofessional Collaboration
Nursing is changing from a largely supportive role to
one of increasing responsibility. This is, in part, due to
the growing role of nursing in outpatient settings, the
increasing complexity of care, the limited supply of
nurses, and the increased use of technology. More and
more, healthcare leaders are finding interprofessional
teamwork to be essential to providing safe, high-quality
patient outcomes.

Collaboration is the process of joint decision making
among independent parties, involving joint ownership
of decisions and collective responsibility for outcomes
(Disch, Bellman, & Ingbar, as cited in Sterchi, 2007).
However, in a relationship in which there is a power im-
balance, true collaboration can occur only if the more
powerful parties are willing. Physicians and nurses tend
to have different values and to place different emphases
on patient care. This may contribute to strained relation-
ships and disagreements about a patient’s plan of care,
which may lead to undesired outcomes for patients.
True collaboration occurs when institutions enforce the
goal and give recognition to those who practice it.

On a typical day, a hospitalized patient may interact
with six or more individuals who are involved in his plan
of care. It is essential that these care providers are talking
with the patient and collaborating with each other. A pri-
mary cause of serious medical errors in healthcare facili-
ties is communication failure, which often stems from lack
of collaboration. To minimize these occurrences, health-
care providers are encouraged to use a standardized sys-
tem of communication known as SBAR-R (Situation,
Background, Assessment, Recommendation-Readback)
(see Chapter 21).

Expanded Career Roles for Nurses
Numerous expanded roles extend the traditional prac-
tice of the nurse. The roles may or may not be clinical.

Advanced Practice Nurses (APNs) Registered nurses,
usually with a master’s degree, who work in expanded
roles with a clinical focus are collectively termed advanced
practice nurses (APNs).

= Clinical Nurse Specialist (CNS)—A nurse with ad-
vanced education and expertise in an area of clinical

specialization (e.g., cardiovascular, pulmonary, or-
thopedics). The CNS may provide direct patient care;
consult on client care; engage in client, family, com-
munity, or staff teaching; and/or conduct research.

= Nurse Practitioner (NP)—A nurse with advanced
education focused on providing primary care (com-
prehensive healthcare) to an age group or within a
specialty area. NPs may work independently or in
practice with physicians. They assess, diagnose, and
treat diseases and illnesses and prescribe medications
and treatments. An NP can provide approximately
80% of the care offered by a physician.

= Certified Registered Nurse Anesthetist (CRNA)—A
nurse with advanced education focused on providing
anesthesia. Nurse anesthetists conduct preoperative
screening and evaluation of patients, administer anes-
thesia during surgery, and evaluate patients’ responses
to anesthesia in the postoperative period.

= Certified Nurse Midwife (CNM)—A nurse with
advanced education focused on women'’s health, preg-
nancy, and delivery. A CNM provides prenatal care,
performs uncomplicated deliveries, and provides
postpartum care.

Professional and public reports (e.g., Tourangeau,
Doran, Hall, et al., 2007) demonstrate high patient satis-
faction with APNs; comparable, and at times superior,
patient outcomes over physician-provided care; better
understanding of and compliance with treatment regi-
men; fewer hospitalizations; and greater cost effectiveness
when compared with physician providers. This positive
reaction to APNs has resulted in increased acceptance and
support for all nurses.

Non-Clinical Expanded Roles Expanded roles with
other than a clinical focus include the following:

= Nurse Researcher—A nurse with advanced educa-
tion at the master’s or doctoral level who engages in
research related to clinical practice, the discipline, or
nursing education.

= Nurse Administrator—A nurse whose practice focuses
on the management and administration of nursing
care, health facilities, or health resources.

= Nurse Educator—A nurse with advanced education
and expertise who teaches in the clinical or academic
setting.

= Nurse Informaticist—A nurse with specialized edu-
cation focused on the use of technology in healthcare
and the incorporation of standardized languages and
classifications into nursing practice.

= Nurse Entrepreneur—A nurse who has creatively
created an independent or innovative business. Entre-
preneurs may serve as consultants, administer a health-
related business, or provide educational services.

Knowledge

Compare and contrast advanced practice clinical roles for
nurses.



Increased Use of Nursing Assistive Personnel
Nursing assistive personnel (NAP) are healthcare
providers who help nurses and physicians provide pa-
tient care. Common NAP roles include nurse aide, assis-
tant, orderly, and technician. NAPs may perform simple
nursing tasks (e.g., bathing, taking vital signs) under the
direction of the licensed nurse. Some institutions even
train NAPs for more complex tasks traditionally reserved
for licensed nurses (e.g., inserting urinary catheters, giv-
ing certain medications). This redistribution of workload
has prompted controversy about safety and quality
of care.

Although it may be appropriate to allow the NAP to
assume the simple tasks, this distances the licensed nurse
from many aspects of direct patient care. The nurse re-
tains ultimate responsibility for the patient, yet must base
important patient care decisions on information obtained
by the NAP. The nurse is able to use a higher level of crit-
ical thinking and a greater depth of knowledge, and is
therefore likely to gather more in-depth patient data.

As you progress through your program, you will
notice that nurses often gather different information
from a client than does someone without nursing expe-
rience. For example, after bathing an older adult, a NAP
will be able to tell the nurse that there are no open areas
on the skin. However, a nurse performing the same task
would be able to do an extensive client assessment
while giving the bath. The nurse would be able to com-
ment on the client’s level of cognition (orientation to
surroundings and self), tolerance for activity, breath
sounds, heart sounds, bowel sounds, and the condition
of the skin. The nurse might also use the time during the
bath to teach the client about his condition or to gather
information about the client’s home and support system
that can be used for discharge planning.

Influence of Nurses on Health Policy
Professional nursing organizations are actively involved
in local, state, and national politics.

= The major professional organizations actively lobby
and educate government officials about the role of
nursing in healthcare.

= Nursing organizations sponsor legislation that pro-
motes the interest of the profession and supports
changes that positively influence health outcomes.
Nurse-sponsored legislation has addressed safe staffing
in hospitals, needle-exchange programs to decrease the
transmission of HIV and other infectious diseases, and
funding to increase nursing enrollment during times of
nursing shortages.

As individuals, nurses should vote, lobby their elected
representatives, and run for political office. Together,
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nurses represent the largest health professional group
(more than 3.8 million); thus, when united as a voting
block, they have strong political power. Many nurses
organize local nursing groups to support candidates or
legislation, or speak out in the community on health and
nursing issues. Nurses are typically trusted and respected
political candidates, running successful campaigns at the
local, state, and national level. Another way to influence
politics and policy is to serve on federal or state advisory
panels. For example, nurse leaders serve on the National
Advisory Committee for the Healthcare Research and
Quality. They provide a voice from nursing on issues re-
lated to healthcare quality, safety, and evidence-based
practice. You should consider all of these political activi-
ties as you move into the profession.

Divergence Between High-Tech and High-Touch

Advances in clinical knowledge and technology have
contributed to improved care and a longer life for many
patients who are critically ill (e.g., premature newborns
and patients with advanced cardiovascular, pulmonary,
or renal disease). This trend is in contrast to the concur-
rent trend toward holism and high-touch therapies,
which often avoid technology. One of the challenges in
healthcare is integrating these two divergent trends. For
an excellent discussion on these colliding values, read
Holistic Health and Healing by Mary Anne Bright (2002).
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Learning Outcomes Key Concepts

After completing this chapter, you should be able to:

» Give one definition and one example » Explain how critical thinking is used in Critical thinking
of critical thinking. the nursing process. Full-spectrum nursing
» List at least six critical-thinking skills » Explain what is meant in nursing by the Nursing knowledge
and attitudes. concept caring. Nursing process
» Review seven attitudes of the critical » Discuss, and give examples of, the
thinker. differences between practical/procedural Related Concepts
» Explain ways in which nurses use critical knowledge and theoretical knowledge. See the Concept Map on DavisPlus.
thinking. » Name the main concepts of the full-
» List the six overlapping and inter- spectrum nursing model.
dependent phases of the nursing » Explain how nursing knowledge, nursing
process. process, and critical thinking work
> Describe what the nurse is doing in together in full-spectrum nursing.

each phase of the nursing process.

Explore Your Nursing Role

It’s a pleasant Saturday afternoon, and you’re meeting with
an old friend whom you haven’t seen in 2 years. She asks,
“l hear you've decided to become a nurse.What made you
choose that? | don’t think | could be around people who
are sick and in pain. Hospitals are such sad places.”

She listens to your answer with interest.To respond to
this statement, you will need to consider your motivation
for entering nursing and your beliefs about the profession.

A A ThinkLike a Nurse 2-|

How would you reply to her question?

30
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Explore Your Nursing Role (continued)

AA Like a Nurse

= What factors or persons influenced your decision to be a
nurse!

= Have others asked you why you chose to become a nurse?
How have the reactions you received before colored your
explanation of your career choice?

= What makes this situation similar to or different from your
prior experiences?

= What's important in this situation?

ABOUT THE KEY CONCEPTS

Keep the key concepts in mind as you read this chapter.
They will give you the “hooks” on which you can
“hang” the other details in the chapter. As you gain un-
derstanding of critical thinking, nursing knowledge,
and nursing process, you will begin to see how they all
work together in full-spectrum nursing.

WHAT DOES NURSING INVOLVE?

Chapter 1 introduced you to nursing roles, responsibili-
ties, and activities, and to the career of nursing.
Throughout this text, you will learn much more. Thus,
your view of nursing may change as you progress in
your studies. To track your progress, establish a baseline
by examining your current view of nursing.

AA Like a Nurse

What is your image of nursing? List at least five attributes a
nurse should have, and at least five responsibilities that you
consider to be a part of nursing.

In the preceding exercise, when you listed some nurs-
ing responsibilities, you may have mentioned activities
such as “gives medications” or “performs tests and
treatments.” And you were correct—partially. Much of
nursing is about doing, and nursing is activity oriented.
But don’t forget the importance of caring. And now
more than ever the emphasis is on thinking. So, another
way to describe nursing is to say that nursing involves
thinking, doing, and caring.

The scientific basis for patient care changes con-
stantly. Research continually uncovers new information
that alters the practice of all healthcare providers. There-
fore, you should know up front that you cannot possibly
learn everything about healthcare and nursing in nurs-
ing school. In fact, to be a safe and competent nurse you
must constantly update your knowledge and skills
throughout your career. As a lifelong learner, you will
need to develop and refine your critical-thinking skills.
Critical thinking helps you to know what is important
about each patient’s situation, when you need more

= Of the possible answers you are considering, which answer
best reflects your true feelings about your career choice?
Why are the other answers not appropriate!?
= What beliefs and assumptions are coloring your response?
If you are able to answer these questions, then you have
used critical thinking to guide your decision making. Critical
thinking involves careful consideration of a situation to
arrive at a solution, based on analysis of the data. Critical
thinking is vital when considering important decisions. It is
the kind of thinking you will use as a nurse.

information, and when you need help to make the best
decision.

TheoreticalKnowledge
knowing why

WHAT IS CRITICAL THINKING?

If critical thinking is so important, then you might be
wondering, what exactly is it? One simple definition is
that critical thinking is “the art of thinking about your
thinking while you are thinking in order to make your
thinking better: more clear, more accurate, or more de-
fensible” (Paul, 1990). On closer study, this definition
makes an important point. It tells us that we should re-
flect on the thinking process we are using to figure
something out: “Why did I ask those particular ques-
tions? Do I have enough information to decide, or
have I jumped to a conclusion? Have I considered all the
possibilities?”

Box 2-1 provides several definitions of critical think-
ing, or you may want to use the following more formal
definition:

Critical thinking is a combination of reasoned thinking,
openness to alternatives, an ability to reflect, and a desire to
seek truth.

There are many definitions of critical thinking be-
cause it is a complex concept and people think about it
in different ways—none of them are “wrong.” In fact,
any situation that requires critical thinking is likely to
have more than one “right” answer. You do not need
critical thinking to add 2 + 2 and come up with the answer.
However, you do need critical thinking to problem-solve
important decisions.

Critical thinking is linked to evidence-based prac-
tice, which you will learn more about later in this book.
Evidence-based practice is a research-based method for
judging nursing interventions. An important aspect of
critical thinking is the process of identifying and check-
ing your assumptions—and this is also an important
part of the research process.
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BOX 2-1 m Some Definitions of Critical Thinking

= Critical thinking is the disciplined, intellectual process of
applying skillful reasoning as a guide to belief or action.
(Paul, Ennis, & Norris, 1996)

= Critical thinking is careful and deliberate determination
of whether to accept, reject, or suspend judgment.
(Moore & Parker, 2009)

= Critical thinking, as the term is generally used these days,
roughly means reasonable and reflective thinking focused
on deciding what to believe or do. (Ennis, 201 )

= In nursing, critical thinking for clinical decision-making is
the ability to think in a systematic and logical manner with
openness to questions and to reflect on the reasoning
process used to ensure safe nursing practice and quality
care. (Heaslip, 1992)

= Critical thinking is a purposeful, dynamic, analytic
process that contributes to reasoned decisions and
sound contextual judgments. (Assessment Technologies
Institute, 2003)

= Critical thinking is disciplined, self-directed, rational
thinking that supports what we know and makes clear
what we don’t know. (Wilkinson, 201 1, p. 33)

= The ideal critical thinker is inquisitive, open-minded,
flexible, fai-minded, well-infformed, persistent in seeking
the truth, wise in judgments and decision-making, logical,
and honest with facing personal biases. The critical thinker
uses sound reasoning and is willing to consider valid
alternatives. (American Philosophical Association, 1990)

Critical thinkers are flexible, nonjudgmental, in-
quisitive, honest, and interested in seeking the truth.
They possess intellectual skills that allow them to
use their curiosity to their advantage, and they have
critical attitudes that motivate them to use those skills
responsibly.

What Are Critical-Thinking Skills?

Skills in critical thinking refer to the cognitive (intellec-
tual) processes used in complex thinking operations
such as problem-solving and decision making. In this ex-
ample, the skills are italicized, and the complex thinking
processes are in bold type:

When planning nursing care, nurses gather information
about the client and then draw tentative conclusions
about the meaning of the information to identify the
client’s problems. Then they think of several different ac-
tions they might take to help solve or relieve the problem.

The following are a few examples of critical-thinking
skills:

= Objectively gathering information on a problem or
issue

= Recognizing the need for more information

= Evaluating the credibility and usefulness of sources of
information

= Recognizing gaps in one’s own knowledge

= Listening carefully; reading thoughtfully

= Separating relevant from irrelevant data and important
from unimportant data

= Organizing or grouping information in meaningful
ways

= Making inferences (tentative conclusions) about the
meaning of the information

= Visualizing potential solutions to a problem

= Exploring the advantages, disadvantages, and conse-
quences of each potential action

What Are Critical-Thinking Attitudes?
Attitudes are not the same as intellectual skills. They are
more like feelings and traits of mind. Your attitudes and
character determine whether you will use your thinking
skills fairly and with an open mind. Without a critical
attitude, people tend to use thinking skills to justify
narrow-mindedness and prejudice, and to benefit them-
selves rather than others. The following are some critical-
thinking attitudes (Paul, 1990):

= Independent thinking. Critical thinkers do not be-
lieve everything they are told; they do not just go
along with the crowd. They listen to what others think
and they learn from new ideas. They do not accept
or reject an idea before they understand it. Nurses
should challenge actions and policies with little logical
support.

= Intellectual curiosity. Critical thinkers love to learn
new things. They show an attitude of curiosity and
inquiry, and frequently think or ask, “What if . . . ?”
“How could we do this differently?” “How does this
work?” or “Why did that happen?”

= Intellectual humility. Critical thinkers are aware
that they do not know everything, and they are not
embarrassed to ask for help when they don’t know.
They are not too proud to seek the wisdom of
mentors with knowledge, skill, and ability. They
reevaluate their conclusions or actions in light of
new information and are willing to admit when they
are wrong.

= Intellectual empathy. Critical thinkers try to under-
stand the feelings and perceptions of others. They try
to see a situation as the other person sees it.

= Intellectual courage. Critical thinkers consider and
examine fairly their own values and beliefs, as
well as beliefs of others, even when this is uncom-
fortable. They are willing to rethink, and even reject,
previously held beliefs that are not well justified.
Without intellectual courage, people become resist-
ant to change.

= Intellectual perseverance. Critical thinkers don’t jump
to conclusions or settle for the quick, obvious answer.
Important questions are usually complex, and critical
thinkers give them serious thought and research, even
when this takes a great deal of effort and time.

= Fair-mindedness. Critical thinkers try to make
impartial judgments. They treat all viewpoints



fairly, realizing that personal biases, customs, and
social pressures can influence their thinking. They
examine their own biases each time they make a
decision.

Critical thinking can be used in all aspects of your
life. Whenever you are trying to reach an important de-
cision, reasoned action (critical thinking) is called for.
Everyday uses of critical thinking might include decid-
ing where you should live, choosing which nursing pro-
grams you should apply to, and deciding among several
job offers. The rest of this chapter shows you why criti-
cal thinking is important to you in your chosen career,
nursing.

Knowledge

= Define critical thinking in your own words.
= List five skills or attitudes that reflect critical thinking.

WHY IS CRITICAL THINKING
IMPORTANT FOR NURSES?

Nurses use complex critical-thinking processes (e.g.,
problem-solving, decision making, and clinical reason-
ing) in every aspect of their work (Box 2-2). Because
nurses care for a variety of patients with a multitude
of concerns, a patient’s response to therapy may not
always be apparent. Nurses constantly assess their pa-
tients and determine how they are responding to nurs-
ing interventions and medical treatments. Reasoning
and reflection are required for the nurse to decide what
interventions to use, determine whether they worked,
and, if not, figure out why.

BOX 2-2 m Complex Thinking Processes

Problem-Solving

Identifying a problem and finding reasonable solutions to it.
Requires critical-thinking skills such as organizing data,
identifying relevant and important data, making inferences,
making decisions, projecting consequences of actions, and
applying theoretical knowledge to a specific patient con-
text. The nursing process is a problem-solving process.

Decision Making

Choosing the best action to take. In nursing, this is usually
the action likely to produce the desired patient outcome.
Requires thinking skills such as making judgments (e.g.,
about what is important) and making choices. Important in
problem-solving; however, many decisions are made that are
not related to problem-solving.

Clinical Reasoning

Reflective, concurrent, creative thinking about patients
and patient care. Clinical reasoning is used in the nursing
process. Reasoning is logical thinking that links thoughts
together to create meaning.
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Nurses Deal With Complex Situations
Critical thinking is important for nurses because they
deal with complex situations daily. One such situation is
that of caring for clients with comorbidities (more than
one health problems occurring at the same time). For ex-
ample, if a healthy 9-year-old fell and broke his right
arm, he would experience pain and discomfort. How-
ever, with proper casting of the arm and time to heal, the
child would recover. While recovering, he may have to
eat using his left hand or limit the use of his injured arm.
The child would likely be discharged home from the
emergency department or clinic in the care of his par-
ent(s) or guardian(s). The nurse’s primary interventions
would be to teach the home caregivers the care needed
by the child.
4 ... The adjustments would be quite different
L for an older adult who has had a stroke (a
comorbidity) that limits the use of his left
arm. With decreased function in the left arm, a right-
arm fracture would severely affect the older person’s
ability to care for himself. The nurse would need
to evaluate whether the adult requires care in the
hospital or in a skilled-care facility and what support
services he will need as he convalesces. In the inpa-
tient setting, nursing interventions might initially
include assisting the client with eating, bathing,
and toileting.

Clients Are Unique

Critical thinking is important because each client is
unique. Their differences (e.g., type of illness, culture,
and age) make it impossible to provide strict rules for all
client care.

Individual Differences Research-based care plans
and protocols identify guidelines for providing care;
however, nurses must evaluate and modify these
guidelines to be sure they are appropriate for each
client.

Consider the following example: You have undoubt-
edly been told to drink plenty of fluid when you have
a cough, to keep the secretions moist. Now imagine
you are caring for a client in renal failure. Your client
no longer urinates and is being considered for dialysis.
You notice that this client has a persistent cough.
Should you encourage the client to drink as much fluid
as possible? Do you see how you could cause harm to a
client by unthinkingly doing as you have been told?
Nurses must always think, “How will that work in this
instance?” “How is this like or different from similar
situations?”

Client’s Culture Ethnic and cultural differences
affect a person’s view of health and the healthcare
system, as well as his responses to health problems.
Cultural beliefs influence how people define sickness,
at what point they seek healthcare, what type of health-
care provider they see, and the type of treatment they
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consider acceptable. Critical thinking enables the nurse
to assess the client’s and family’s cultural beliefs and
adapt care so that it is culturally sensitive and respon-
sive to their needs.

Client’s Roles A person’s roles also influence when,
how, and why she seeks healthcare. A single mother
with young children may ask to be discharged from the
hospital early to meet the needs of her family. Clients
with extensive support from family or friends may be
willing to take more time to convalesce when they are
ill. Nurses take these things into consideration, for ex-
ample, when determining why a nursing intervention
was (or was not) successful.

Other Factors Inaddition, the following factors may
influence how a person responds to illness or to health-
care intervention:

= Age. Each of us was raised with a set of beliefs, values,
and knowledge that was strongly influenced by the
prevailing views of our times.

» Personal bias. Clients may have fixed beliefs about
health and illness.

= Personality. Individuals have unique personalities.
This means every person is different; all have individ-
ual ways of responding to stress, fear, illness, and
pain. Some are hardy and show an attitude of
strength, endurance, and high threshold to pain. Oth-
ers are less tolerant and may outwardly express pain
or other conditions associated with illness, hospital-
ization, and death.

= Previous experience with healthcare problems. For ex-
ample, a boy who has experienced a painful injection
in the past may be terrified when he sees the nurse
approach with a syringe.

Nurses Apply Knowledge to Provide

Holistic Care

In addition to the need to individualize care for each pa-
tient, there are some aspects of nursing itself that require
the nurse to be a critical thinker.

= Nursing is an applied discipline. Nurses deal with com-
plex, ill-defined, and sometimes confusing problems—
not well-defined, straightforward problems such as
you find in a math book. This means that nurses must
apply their knowledge, not just memorize and regurgi-
tate facts.

= Nursing uses knowledge from other fields. Nurses use
information from chemistry, physiology, psychology,
social sciences, and other disciplines to identify and
plan interventions for patient problems. Nursing
plays an important role within a multidisciplinary
approach to patient care.

= Nursing is fast-paced. Nurses often deal with demanding
situations. A patient’s condition may change hour to
hour or even minute to minute, so knowing the routine

may not be adequate. You will need critical thinking in
order to respond appropriately under stress.

AA Like a Nurse

Write a short scenario (story) about a nurse that illustrates one
of the reasons why nurses need to be critical thinkers.

A MODEL FOR CRITICAL THINKING

A model is a set of interrelated concepts that represents
a particular way of thinking about something—much in
the same way that the shape of a lens affects what you
see. For example, you would look through a telescope to
view a distant star. Looking at the star through reading
glasses or a magnifying glass would give a different
view. You will learn more about models in Chapter 8.

The critical-thinking model used throughout this
book provides one way of making sense of critical think-
ing. This model organizes critical thinking into five
major categories. Table 2-1 defines each category and
provides questions to help you focus your thinking in
patient care situations. You can use some of the ques-
tions when deciding what to think about and do; you
can use others when analyzing a situation after it hap-
pens (reflecting). Figure 2-1 is a simpler representation
of the model, relating it to the nursing process, which is
introduced later in this chapter.

This model is not meant to be all-inclusive; there is
much more to critical thinking than just the questions
listed in Table 2-1. Use it as a guide when you are faced
with clinical decisions or unfamiliar situations. The
questions can help you to “think about your thinking”
as you apply principles and knowledge from various
sources to a current problem. This should help you to
achieve good outcomes for your patients. You do not
need to ask yourself every question in every situation—
just those that are relevant. And you should not proceed
from top to bottom in the table. The processes do not
occur “sequentially,” so you may jump back and forth
among them.

Let’s apply the model to a situation faced by all nursing
students. Soon you will begin your clinical rotations, if you
have not already done so. Many students find clinical ex-
periences exciting, yet somewhat intimidating. 4{]-} How
could you use the five points of the critical-thinking star to ap-
proach your first clinical day so that you will be well prepared and
able to function safely?

Contextual Awareness One of the first things you
need to consider is your usual response to new experi-
ences. How do you react to change? What other tasks or
assignments do you have that will dictate the timing of
your preparation? Have you had any previous experi-
ences that will aid or hamper you in your preparation?
As you consider these questions, you are addressing the
star point of contextual awareness.



Table 2-1 » Critical-Thinking Model

CHAPTER 2  Critical Thinking & Nursing Process 35

THINKING PROCESS DESCRIPTION

QUESTIONS FOR FOCUSING THINKING

An awareness of what’s
happening in the total
situation, including values,
cultural issues, interpersonal
relationships, and
environmental influences

Contextual awareness
(deciding what to
observe and consider)

Inquiry (based on
credible sources)

Applying standards of good
reasoning to your thinking
when analyzing a situation
and evaluating your actions

Considering
alternatives

Exploring and imagining as
many alternatives as you can
think of for the situation

Analyzing assumptions Recognizing and analyzing
assumptions you are making
about the situation and
examining the beliefs that

underlie your choices

What is going on in the situation that may influence the
outcome?

What factors may influence my behavior and that of others in
this situation (e.g., culture, roles, relationships, economic status)?

What about this situation have | seen before? What is different?
Who should be involved in order to improve the outcome?

What else was happening at the same time that affected me
in this situation?

What happened just before this incident that made a difference?

What emotional responses influenced how | reacted in this
situation?

What changes in behavior alerted me that something was
wrong?

How do | go about getting the information | need?
What framework should | use to organize my information?

Do | have enough knowledge to decide? If not, what do | need
to know?

Have | used a valid, reliable source of information (e.g., patient,
other professionals, references)?

Did | (do | need to) validate the data (e.g., with the client)?
What else do | need to know? What information is missing?
Are the data accurate? Precise!

What'’s important and what’s not important in this situation?
Did | consider professional, ethical, and legal standards?

Have | jumped to conclusions?

What is one possible explanation for what is happening or
what happened?

What are other explanations for what is happening? What is
one thing | could do in this situation?

What are two more possibilities/alternatives?
Are there others who might help me develop more alternatives?

Of the possible actions | am considering, which one is most
reasonable? Why are the others not as reasonable?

Of the possible actions | am considering, which one is most
likely to achieve the desired outcomes?

What have | (or others) taken for granted in this situation?
Which beliefs/values are shaping my assumptions?

What assumptions contributed to the problem in this situation?
What rationale supports my assumptions?

How will | know my assumption is correct?

What biases do | have that may affect my thinking and my
decisions in this situation?

continued
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Table 2-1 » Critical-Thinking Model—cont’d

THINKING PROCESS DESCRIPTION

QUESTIONS FOR FOCUSING THINKING

Reflecting skeptically
and deciding what to do

Questioning, analyzing, and
reflecting on the rationale
for your decisions

What aspects of this situation require the most careful
attention?

What else might work in this situation?

Am | sure of my interpretation of this situation?

Why is (was) it important to intervene?

What rationale do | have for my decisions?

In priority order, what should | do in this situation and why?

Having decided what was wrong/happening, what is the best
response?

What might | delegate in this situation?
What got me started taking some action?
What priorities were missed?

What was done! Why was it done?

What would | do differently after reflecting on this
situation?

Sources: Model based on Brookfield, S. D. (1991). Developing critical thinkers. San Francisco: Jossey-Bass; McDonald, M. E. (2002). Systematic assessment of learning
outcomes: Developing multiple-choice exams. Boston: Jones & Bartlett Publishers; Paul, R.W. (1993). Critical thinking:What every person needs to survive in a rapidly
changing world (3rd ed.). Santa Rosa, CA: Foundation for Critical Thinking; Raingruber, B., & Haffer,A. (2001). Using your head to land on your feet. Philadelphia:
FA. Davis; and Wilkinson, J. M. (201 1). Nursing process and critical thinking (5th ed.). Upper Saddle River, NJ: Prentice Hall.

Using Credible Sources You need to gather informa-
tion about the clinical experience. It is important to use
inquiry based on credible sources as you gather data.
For example, you may ask your instructor for guidance
on how to best prepare. Or you might consult a student
who has successfully completed the same course. You
will need to obtain accurate information about clients
who have been assigned to you for care. You could use
the client’s chart and your textbooks to prepare. Use
only knowledgeable, reliable sources of information—
for example, nursing texts and nursing journals, not
popular (nonscholarly) magazines (such as Parents mag-
azine) or certain Internet sites. After you have more
information, you should go back and analyze your
response to the situation. You may find that you are feel-
ing less anxious already! All of this is a part of inquiry.

Exploring Alternatives and Analyzing Assumptions
Now that you know something about the clinical experi-
ence, you can plan your day. You need to consider alter-
natives and analyze your assumptions about the experi-
ence. What is expected of you? What do you expect from
the experience? How should you approach your client?
How will you introduce yourself? What skills do you
have? How will you apply them to caring for your client?

Reflecting and Deciding After you feel that you have
addressed these concerns, you need to quickly review

your preparation (reflective skepticism). Have you gath-
ered enough information to feel comfortable in the situ-
ation? Have you left anything out? Do you need more
information?

This was a demonstration of how you might apply
the critical-thinking model to a real experience. In this
example, you also used theoretical, practical, personal,
and ethical knowledge, which are explained in the next
section.

Knowledge

In the preceding example, identify the actions that demonstrate
use of each of the four types of knowledge.

WHAT ARE THE DIFFERENT KINDS
OF NURSING KNOWLEDGE?

Critical thinking does not occur in a vacuum—you must
have something to think about: your knowledge base.
Nurses use various kinds of knowledge: theoretical,
practical, personal, and ethical. Every chapter of this
text is designed to help you gain practical knowledge
and theoretical knowledge. Put very simply, that is
knowing what (to do) and knowing how (to do it). In fact,
the chapters are organized according to those two types
of knowledge.



FIGURE 2-1 Model of critical thinking and
nursing process.

Theoretical Knowledge Each chapter begins by pre-
senting theoretical knowledge. Theoretical knowledge
consists of information, facts, principles, and evidence-
based theories in nursing and related disciplines (e.g.,
physiology and psychology). It includes research find-
ings and rationally constructed explanations of phenom-
ena. You will use it to describe your patients, understand
their health status, explain your reasoning for choosing
interventions, and predict patient responses to interven-
tions and treatments.

Practical Knowledge Each chapter then provides the
practical knowledge that enables you to apply your the-
oretical knowledge to caring for patients. Practical
knowledge—knowing what to do and how to do it—
consists of processes (e.g., the decision process and the
nursing process) and procedures (e.g., how to give an
injection), and is an aspect of nursing expertise.

Self-Knowledge In addition to theoretical and practi-
cal knowledge, nurses use self-knowledge—that is, self-
understanding. To think critically, you must be aware of
your beliefs, values, and cultural and religious biases.
This kind of knowledge helps you to find errors in your
thinking and enables you to tune in to your patients.
You can gain self-knowledge by developing personal
awareness—by reflecting (asking yourself), “Why did
I do that?” or “How did I come to think that?”
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Planning

Ethical Knowledge Finally, nurses use ethical knowl-
edge, that is, knowledge of obligation, or right and
wrong. Ethical knowledge consists of information about
moral principles and processes for making moral deci-
sions. Ethical knowledge helps you to fulfill your ethical
obligations to patients and colleagues. Chapter 44 will
help expand your ethical knowledge.

PracticalKnowledge
knowing how!

WHAT IS NURSING PROCESS?

Nursing process is a systematic problem-solving process
that guides all nursing actions. It is the type of thinking and
doing nurses use in their practice. In fact, the American
Nurses Association (ANA) organizes its standards of care
around the nursing process (ANA, 2010).

AA Like a Nurse

Practice your critical thinking.What questions should you ask
about the last paragraph you have just read? For hints, look at
Figure 2-1 and Table 2-1.

When evaluating the preceding paragraph, you should
ask about the credibility of the sources cited, and you
should ask yourself whether you have enough information
about them to judge their credibility. Do you know what
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the ANA is? What they do? Who are their members? What
are standards of practice, and who decides what will be in-
cluded in them? What effect do they have on what you will
be doing as a nurse? Those are the kinds of questions you
should ask when you see such statements. If you have read
Chapter 1, you can probably answer most of these ques-
tions. You will see standards of care and practice quoted in
chapters throughout this book, beginning in Chapter 3.

All nurses apply nursing process, to well and ill
clients alike, in many settings (e.g., homes, clinics, hos-
pitals). The purpose of the nursing process is to help the
nurse provide goal-directed, client-centered care. The
nursing process, like nursing itself, involves both think-
ing and doing. Nurses must have good psychomotor
and interpersonal skills, and they must use a sound
knowledge base and good judgment to use the nursing
process effectively.

What Are the Phases of the Nursing

Process?

Nursing process consists of six phases (or steps): assess-
ment, diagnosis, planning outcomes, planning interven-
tions, implementation, and evaluation (Wilkinson, 2011).
A model illustrating these phases is shown in Figure 2-2.
Note, though, that experts organize the phases in different
ways. Many have a five-step process, combining out-
comes and interventions into one planning phase. Some
even have a four-step process; they combine assessment
and diagnosis into one phase that they call “assessment.”
There is no “right” way to do it, and experienced nurses
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FIGURE 2-2 The phases of the nursing process.

do not use the steps separately anyway. Your text presents
them as distinct and separate only to make it easier for
you to learn how the process works.

Assessment The first phase of the nursing process—
the data-gathering stage—is assessment. You will obtain
information from many sources: the client via history or
physical exam, the client record, lab or test results, other
health professionals, the client’s family or support
system, and the professional literature. In this phase,
your purpose is to gather data that you will use to draw
conclusions about the client’s health status.

Diagnosis This is the second phase of the nursing
process. In this step you will identify the client’s health
needs (usually stated in the form of a problem) based on
careful review of your assessment data. You need to an-
alyze all your data, synthesize and cluster information,
and hypothesize about your client’s health status. The
term diagnosis has been thought of as being medical,
such as a diagnosis of cancer or diabetes. However,
nursing diagnoses reflect the client’s responses to actual
or potential health problems and are different from
medical diagnoses, as you will discover in Chapter 4.

Planning The third and fourth steps of the nursing
process both involve planning. Planning can be divided
into two phases: planning (predicting) outcomes and
planning interventions. The finished product of the plan-
ning phases is a holistic nursing care plan, individualized
to reflect the client’s problems and strengths. A care plan
is a written or electronic document containing detailed
instructions for a client’s nursing care (see Fig. 5-2).

= In the planning outcomes step you work with the
client to decide goals for your care—that is, the client
outcomes you want to achieve through your nursing
activities. These outcomes will drive your choice of
interventions. The following is an example of an out-
come statement you might find in a care plan:

Nutritional status will improve as evidenced by a weight gain
of 31b(1.4kg) by July 1.

See Chapter 5 for more about goals and outcomes.

= In the planning interventions phase you develop a
list of possible interventions based on your nursing
knowledge and then choose those most likely to
help the client to achieve the stated goals. The best
interventions are evidence based; that is, supported
by sound research. See Chapter 6 for more about
interventions.

Implementation This is the action phase. During
implementation you will you carry out or delegate the
actions that you previously planned. You may delegate
an action to another member of the healthcare team only
if it is an action that may safely and legally be carried out
by that team member. Delegation is discussed further in
Chapters 7 and 40. In the implementation phase, you
also document your actions and the client’s responses
to them.



Evaluation The final phase of nursing process is eval-
uation. In this phase, you determine whether the desired
outcomes have been achieved, and judge whether your
actions have successfully treated or prevented the
client’s health problems. You then modify the care plan
as needed. For example, if a problem has been resolved,
you delete it from the care plan; if outcomes have not
been achieved, you determine why. It may be that a new
intervention is needed. If so, you add it.

Key Point: Notice that the nursing process is not in-
tended to be linear (one step rigidly following another).
Instead it is a cyclical process that follows a logical
progression. You can see that the evaluation step requires
you to begin again using all the other steps. You will find
that you go back and forth between the steps, especially
as you gain nursing experience. In addition to being cycli-
cal, the steps may be concurrent. That means that some of
the steps may occur at the same time. For example, while
inserting a urinary catheter (implementation step), the
nurse also observes the urine that returns through the
tube (assessment step). You will learn about each nursing
process phase in depth in Chapters 3 through 7.

Knowledge

= List the six phases of the nursing process.

= In which stage does the nurse collect data?

= Which stage involves problem identification?

= What does the nurse do in the evaluation step?

How Is Nursing Process Related
to Critical Thinking?

Key Point: Critical thinking and nursing process are
interrelated, but not identical.

= Nurses use critical thinking for decisions unrelated to
the nursing process (e.g., to decide how many nurses
are needed to staff the unit).

= Some nursing activities (e.g., applying a cardiac mon-
itor, inserting a urinary catheter), although they must
be done skillfully, do not require reflective critical
thinking.

Nursing process is essentially a problem-solving
process. As such, it is one of the complex critical-thinking
skills (see Box 2-2). Complex thinking skills, such as the
nursing process, make use of many different critical-
thinking skills (see Table 2-1 and Fig. 2-1). The following
sections illustrate how nurses use critical thinking, as
well as nursing knowledge, in each phase of the nursing
process.

WHAT IS CARING?

Caring involves personal concern for people, events,
projects, and things. It allows you to connect with others
and to give help as well as receive it. One aspect of self-
knowledge is to be aware of what and whom you care
about. Knowing what the patient cares about reveals
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what is stressful for the patient, because only things that
matter can create stress. Caring also enables the nurse to
notice which interventions are effective.

A caring perspective highlights each person as unique
and valued, so caring is always specific and relational
for each nurse—person encounter. It is not an abstraction.
That is, you don't just care for “suffering humankind,”
but you respond compassionately to this patient’s needs
right now, in the moment, even if you are busy and tired.
Caring involves thinking and acting in ways that pre-
serve human dignity and humanity, and does not treat
people as objects. For example, a caring nurse drapes a
patient for privacy when inserting a urinary catheter. A
caring nurse’s actions are never routine or impersonal.

Caring has at least five components:

= Knowing. Striving to understand what an event (e.g.,
an illness) means in the life of the patient

= Being with. Being emotionally present for the patient
(e.g., making eye contact, actively listening)

= Doing for. Doing what the patient would do for him-
self if he could (e.g., bathing)

= Enabling. Supporting the patient through coping with
life changes and unfamiliar events, such as hospital-
ization

= Maintaining belief. Having faith in the patient’s ability
to get through the change or event and to find fulfill-
ment and meaning (Swanson, 1990)

Caring is the central concept in several nursing theo-
ries. You will learn more about them in Chapter 8.

Knowledge

List all the characteristics of caring that you can remember.

WHAT IS FULL-SPECTRUM NURSING?

Key Point: Full-spectrum nursing is a unique blend
of thinking, doing, and caring. It is performed by nurses
who fully develop and apply nursing knowledge, criti-
cal thinking, and the nursing process to patient situa-
tions for the purpose of effecting good outcomes.

What Concepts Are Used

in Full-Spectrum Nursing?

When we put concepts (ideas) together to explain some-
thing, it is called a model. You'll learn more about con-
cepts in Chapter 8; for now, think of them as ideas. The
four main concepts that describe full-spectrum nursing
are thinking, doing, caring, and patient situation (or context)
(Table 2-2).

In order to think, you must have something to think
about. When nurses think, they use the nursing knowl-
edge that they have stored in their memory. In addition,
they think about the patient situation, which they
acquire through use of the nursing process. Situation,
or context, refers to the context for care, the patient’s
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Table 2-2 » Full-Spectrum Nursing Concepts

THINKING

DOING

CARING

PATIENT SITUATION

Critical Thinking

Enables you to fully
use your knowledge
and skills

Theoretical Knowledge
Principles, facts, theories;
what you have to

Practical Knowledge

Skills, procedures, and
processes (including the
nursing process)

Nursing Process
Assessment and Evaluation:
Everything you know about

Self-Knowledge
Awareness of your values,
beliefs, and biases

Ethical Knowledge
Understanding your obligations;
sense of right and wrong

Patient Data
Physical, psychosocial, spiritual

Patient Preferences and Context
Context for care, environment,
relationships, culture,

think with the patient including

context

Planning and Implementation:
What you do for the patient

resources, supports

environment outside the care setting, relationships, re-
sources available for patient care, and so on. Figure 2-3 is
a simple, visual model of full-spectrum nursing. You can
see that the concept’s full model involves everything you
have learned in this chapter—critical thinking, nursing
knowledge, and nursing process—but organized under
the simple concepts of thinking, doing, caring, and
patient situation.

Let’s see how the model concepts work together for a
full-spectrum nurse. They are all interrelated and over-
lapping, but we divide them into simple categories to
help you understand and remember them. You can see
that a full-spectrum nurse needs excellent thinking skills
because there is so much to think about and so much to do.

T
hinkin,
Doing
TPatient
o™ Situation

FIGURE 2-3 Model of full-spectrum nursing.

Knowledge
= What are the four main concepts of the full-spectrum model
of nursing?
= Where do the four types of nursing knowledge fit into the
full-spectrum model?
= What is the ultimate purpose of full-spectrum nursing?

How Does the Model Work?

The full-spectrum nursing model is used throughout
this text, so it is important that you understand how it
works. Nurses use critical thinking in all steps of the
nursing process. They also apply critical thinking to
the four kinds of nursing knowledge, and when they are
doing for the patient. Caring motivates and facilitates




the thinking and doing. The goal of all this is to have a
positive effect on a patient’s health outcomes.

The following patient situations illustrate how the
three main dimensions of full-spectrum nursing work
together. As you read, notice the overlapping of concepts.
For example, recall that nursing process and problem-
solving are themselves complex critical-thinking skills.
Also notice how the nurse uses critical thinking with
nursing knowledge and nursing process.

Patient Situation |

When taking a patient’s oral temperature, a nurse sees a
glass of ice water on the overbed table. Realizing that a
cold drink can reduce the accuracy of the temperature
reading, she questions the patient, “How long since
you've taken a drink of water?” The nurse is busy and
tired, but she returns to take the patient’s temperature
again at a later time.

Thinking

Theoretical knowledge. The nurse realized that a cold
drink can lower the temperature reading. The nurse
used interviewing principles to get more information
from the patient.

Critical thinking. The nurse recognized relevant infor-
mation and identified the need for more informa-
tion. She used the patient’s answer to decide what
to do. Being aware of context is also critical think-
ing. The context in this scenario includes ice water
within the patient’s reach and that the patient was
physically capable of reaching it.

Doing

Practical knowledge. The nurse used a psychomotor
skill when she measured the patient’s temperature
to acquire more patient vital sign data and a com-
munication process to question the patient.

Nursing process (Assessment). The nurse observed the
glass of ice water on the table. The nurse asked,
“How long since you've taken a drink of water?”
The nurse also observed the environmental data
(e.g., ice water at the bedside). (Implementation)
The nurse took the patient’s temperature.

Caring

The scenario does not say this, but a caring nurse,
even a very busy one, would not be annoyed with the
patient for the inconvenience of having to come back
again to take the temperature. Self-knowledge might
include the nurse’s awareness that she is tired and feel-
ing irritable. Ethical knowledge would tell her that she
has an obligation to get an accurate temperature from
the patient rather than thinking, “Oh, I'll just record
the reading a degree or two higher, as it doesn’t matter
that much.”

Patient Situation 2
Thirty minutes after giving a pain medication, a nurse
checks with the patient to see whether the pain has been
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relieved. The nurse is using the desired outcome (“States
pain relief is adequate . . .”) as a criterion for evaluating
the effectiveness of the nursing activity. The patient says,
“I don’t think that medicine is helping a bit.” On a scale
of 1 to 10, the patient reports her pain as 9. The nurse
notifies the primary care provider to request an increase
in the dosage of pain medication. She then gives the new
medication to the patient and, even though it is the end
of her shift, she sits with the patient to help him use
guided imagery and deep-breathing strategies to reduce
his pain until the medication takes effect.

Thinking

Theoretical knowledge. The nurse had theoretical knowl-
edge of the interval needed for the medication to
take effect. She also knew facts and principles about
pain rating scales and strategies to relieve pain
without medication.

Critical thinking. Criterion-based evaluation is a criti-
cal-thinking skill. The nurse applied knowledge of
the medication’s action to know when to evaluate
the patient’s response to it. She realized she
needed more data about the patient’s pain scale.
She was also able to generate more interventions,
such as requesting an adjustment in the dosage of
medication and using guided imagery and deep
breathing.

Doing

Practical knowledge. The nurse undoubtedly used
practical knowledge when administering the med-
ication (e.g., knowledge of how to administer the
medication) and helping the patient with guided
imagery and deep breathing to distract him from
his pain.

Nursing process. The nurse had apparently previously
assessed the patient, identified a nursing diagnosis
of Acute Pain, set a desired outcome, implemented
an intervention, and then evaluated its effect based
on new patient data. She also implemented care
when she called the primary provider, administered
the medications, and used guided imagery and
deep breathing. In addition to data about the pain,
you might assume that the nurse knew the follow-
ing about the context: From the way the goal is
stated, we can assume that the patient can speak.
The patient is most likely hospitalized because he
is not administering his own medication, and the
nurse plans to check on him in 30 minutes. Cer-
tainly the nurse had all that contextual information.

Caring

Ethical knowledge. The nurse served as a patient advo-
cate when she telephoned the care provider for a
new prescription. She cared enough about the
patient to stay with him and help him reduce the
intensity of his pain using nonpharmacological
methods until the new medication took effect,
even though this meant working late.
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Self-knowledge. Perhaps this nurse values a stoic,
“tough it out,” response to pain. Knowing this
about herself, she could put this aside and see the
reality of suffering for the patient and how the ex-
perience of pain is individual and personal.

As a full-spectrum nurse, you will apply thinking,
doing, and caring to patient situations to help benefit
patients and bring about good outcomes.

Toward Evidence-Based Practice

Catlett, S., & Lovan, S. (201 I). Being a good nurse and doing
the right thing: A replication study. Nursing Ethics, 18(1),
54-63.

The purpose of this qualitative study was to examine
nurses’ perceptions of what it means to be a good nurse
and to do the right thing. Researchers used open-ended
questions to interview nurse subjects. They identified four
categories that related to being a good nurse and doing the
right thing: (1) personal traits and attributes; (2) technical
skills and management of care; (3) work environment and
coworkers; and (4) caring and caring behaviors.

.m To explove learning resources for this

chaptey,

E Go to DavisPlus at DavisPl.us/Wilkinson3.

Chapter Resources for Chapter 2:
Response sheets for all learning activities
Resources for Caregivers and Health Professionals

Reading More About Critical Thinking & Nursing
Process (suggested readings)

Concept Map of chapter content
Interactive Case Studies
NCLEX-Style and Chapter Review Questions
Chapter Overview Podcasts

For references cited in this chapter,

E Go to Volume 2, References Cited.

I. What examples of full-spectrum nursing can you see in the four
categories identified?

2. Based on this abstract, which of the following questions might
this study answer satisfactorily for you? Explain your reasoning.
a. What is a good nurse!
b. Did the nurse-subjects demonstrate critical thinking?
c. How did the nurse-subjects describe a good nurse?

Go to Chapter 2, Toward Evidence-Based Practice
Suggested Responses on DavisPlus.
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Learning Outcomes
After completing this chapter, you should be able to:

» Define nursing assessment, including the

four features common to all its definitions.

» Explain how assessment is related to
each of the other steps of the nursing
process.

» State the ANA position on delegating
assessment.

» Name three requirements of The Joint

Commission regarding patient assessment.

» Use assessment skills to gather data
during a nursing assessment.

» Define initial, ongoing, comprehensive,
and focused assessment.

» Explain the importance of discharge
planning assessment.

» List five special needs assessments and

state when or why you would use them.

» |dentify the following types of data:
subjective, objective, primary source,
secondary source.

» ldentify at least four components of a
nursing health history and state the
purpose of each.

» Describe the differences between
directive and nondirective interviewing.

» Compare and contrast open-ended and
closed questions, including definitions,
uses, advantages, and disadvantages.

» Discuss how to prepare for and
conduct an interview.

» Describe three circumstances in which
you should validate data.

» Use nursing frameworks to organize
data.

» State four guidelines for documenting
data.

» Compose three questions to ask
yourself when you are evaluating the
quality of your assessments.

MeetYour Patient

Key Concepts

Assessment
Data

Related Concepts
See the Concept Map on DavisPlus.

As the intake nurse in a community-based clinic in Miami,
Florida, your role is to complete a comprehensive nursing
assessment and initiate a plan of care for the clients.Your
first client is a 24-year-old single woman, Sami, who is re-
questing clinic services for her general healthcare needs.
Sami is Cuban American and lives alone in a one-bedroom
apartment. She works as a fitness trainer at the local
fitness club while attending college part-time. Her family
lives in Tampa, Florida. Sami’s earnings place her below the
poverty level. She realizes that she must have healthcare
to prevent health problems and to detect and receive
treatment of illnesses should they arise.You will be asked
to apply full-spectrum thinking to Sami’s case throughout
the chapter as you learn the concepts of assessment.

43
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TheoreticalKnowledge
knowingwhy

In this section, you will learn about the role of assess-
ment in the nursing process and collaborative care; about
sources of data; and about various types of assessment.

ABOUT THE KEY CONCEPTS

Assessment is a key concept because it is so integral to
the nursing role. It is closely tied to another key concept:
data. The related concepts in this chapter will enable you
to fully understand the notion of assessment and to see
how they all fit together.

ASSESSMENT: THE FIRST STEP
OF THE NURSING PROCESS

Assessment is the systematic gathering of information
related to the physical, mental, spiritual, socioeconomic,
and cultural status of an individual, group, or commu-
nity. Although various definitions exist, all definitions of
assessment include the following features: collecting
data, categorizing data, recording data, and using a sys-
tematic and ongoing process.

The purpose of assessment is to obtain enough data
to allow you to help the patient. The nursing interview
and the physical assessment findings become a part
of the patient database (all the pertinent patient data
obtained by nurses and other health professionals).
You will use the facts, impressions, and contextual in-
formation obtained in your assessment to develop a
plan of care.

How Is Assessment Related to Other

Steps of the Nursing Process?

Assessment is the first phase of the nursing process.
Data must be accurate and complete, because the re-
mainder of the nursing process rests on this foundation
of data. Assessment is related to other nursing process
steps as follows (Fig. 3-1):

= Diagnosis—Assessment provides the data necessary
for identifying the client’s health problems and
strengths.

= Planning outcomes—Data about the patient’s motiva-
tion, family, and available resources help you formu-
late realistic goals.

= Planning interventions—Assessment data help you to
choose the interventions most likely to be acceptable
to and effective for the client.

= Implementation—As you perform nursing actions, you
will also gather data by observing the client’s re-
sponses. For example, while helping a client ambu-
late, you might observe that she becomes short of
breath. If this is new information, you might then
identify a new diagnosis of Activity Intolerance.
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FIGURE 3-1 Nursing process:Assessment phase.

» Evaluation—After performing interventions for existing
diagnoses, you assess the client’s responses. This re-
assessment provides the basis for changes in the care plan.

How Does Nursing Assessment

Fit Into Collaborative Care?

As a nurse, you will focus on your clients” responses to
illness, which include their physical responses; their
understanding of the illness and how it affects their lives
and ability to care for themselves; and their emotional re-
sponses and concerns. You will also use assessment with
healthy clients to help identify ways they can maintain
their current level of wellness and prevent disease. This
is different from traditional medical assessments, which
focus on identifying disease.

Other healthcare professionals can access the data-
base created from the nursing assessment findings.
In some settings, the nurse looks at the database and
delegates or makes referrals to other professionals with
expertise in a particular area of healthcare. This helps
ensure that clients receive the proper care by qualified
individuals at the time it is needed.

Sami’s case illustrates this. Sami has not had a gyne-
cological (female) examination for 5 years. In the inter-
view, she tells you that her mother has had breast cancer
and that her sister is being treated for endometriosis.
You first ask whether, because of any religious or other
beliefs, Sami would be offended by an open discussion.
Then you ask about her sexual activity, assuring her that
you will keep all information confidential. As a result of
this interview, you encourage Sami to get a women's
health examination as soon as possible. She agrees, and



you refer her to a women’s clinic, where she will be
billed according to her ability to pay.

What Do Professional Standards

Say About Assessment?
Complete, skillful, and timely assessment of all clients is
an important skill for nurses in all healthcare settings.
Standards of governmental agencies, professional organ-
izations, and accrediting bodies, such as the following, all
address assessment.

The American Nurses Association (ANA) standards
for clinical practice, which apply to all nurses, identify
assessment as a professional responsibility (Box 3-1).

BOX 3-1 = Professional Standards for Assessment

American Nurses Association Standards of Nursing
Practice!

Standard |. Assessment

The registered nurse collects comprehensive data perti-
nent to the healthcare consumer’s health and/or situation.

Competencies
The registered nurse:

= Collects comprehensive data including but not limited
to physical, functional, psychosocial, emotional, cognitive,
sexual, cultural, age-related, environmental, spiritual/
transpersonal, and economic assessments in a systematic
and ongoing process while honoring the uniqueness of
the person.

= Elicits the healthcare consumer’s values, preferences,
expressed needs, and their knowledge of the healthcare
situation.

= Involves the healthcare consumer, family, and other
healthcare providers, as appropriate, in holistic data
collection.

= |dentifies barriers (e.g., psychosocial, literacy, financial,
cultural) to effective communication and makes
appropriate adaptations.

= Recognizes the impact of personal attitudes, values, and
beliefs.

= Assesses family dynamics and impact on healthcare
consumer health and wellness.

= Prioritizes data collection based on the healthcare
consumer’s immediate condition, or the anticipated
needs of the healthcare consumer or situation.

= Uses appropriate evidence-based assessment techniques,
instruments, and tools.

= Synthesizes available data, information, and knowledge
relevant to the situation to identify patterns and variances.

= Applies ethical, legal, and privacy guidelines and policies
to the collection, maintenance, use, and dissemination of
data and information.

= Recognizes the healthcare consumer as the authority on
her or his own health by honoring their care preferences.

= Documents relevant data in a retrievable format.

Source: American Nurses Association. (2010). Nursing: Scope and
standards of practice (2nd ed.). Silver Spring, MD: Nursebooks.org.

CHAPTER 3  Nursing Process: Assessment 45

Nurse practice acts regulate the practice of nurses in in-
dividual states. The National Council of State Boards of
Nursing (2006, Article II, Section 2) Model Nursing Practice
Act also asserts that the scope of nursing includes surveil-
lance and comprehensive assessment of the health status
of individuals, families, groups, and communities.

The Joint Commission (2012, pp. PC-1-PC-20), in its stan-
dards for “Provision of Care, Treatment, and Services,”
identifies assessment as an essential element of patient
care. In agencies with an RN on staff, an RN must assess
patients’ needs for nursing care within 24 hours of inpa-
tient admission (p. PC-7). The Joint Commission includes
standards that require agencies to provide evidence that:

= Assessments are written, comprehensive (physical,
psychological, and social status), and used to identify
and assign priorities for care.

= Agency policy designates (1) when each patient is to
be reassessed and (2) which disciplines can make
which assessments.

= All patients are assessed for pain.

Knowledge

= What are the four features common to all definitions of
assessment?

= How is a nursing assessment similar to a medical assessment?

= How is it different?

Can | Delegate Assessments?

For data to be reliable, someone with education and ex-
perience must perform the assessment. Key Point: Nurse
aides or other nursing assistive personnel (NAP) may
collect information such as temperature, height, and
weight. However, as a nurse, it is your responsibility to
assign those tasks, validate the data collected, conduct
the interview, and complete the physical assessment.
The ANA's Code of Ethics for Nurses, Provision 4 (2001)
states: “The nurse . . . determines the appropriate dele-
gation of tasks consistent with the nurse’s obligation to
provide optimum patient care.” Also see Chapters 7 and
40 for a thorough discussion of delegation of tasks to
NAPs. The following resources can guide you in decid-
ing which caregivers are qualified to perform parts or all
of an assessment.

= State nurse practice acts. Each state nurse practice act
specifies which portions of the assessment can legally
be completed by individuals with different creden-
tials. Look for statements related to delegation. For ex-
ample, the definitions in the National Council of State
Boards of Nursing’s (NCSBN) Model Nursing Practice
Act (2011) differentiate between assessments by RNs
and LPNs/LVNs (Box 3-2).

= Agency policies/procedures, such as those stating which
caregivers can collect and document specified data,
can provide guidelines.

= Accrediting agencies, such as The Joint Commission,
also provide guidelines on who can perform and doc-
ument assessments.
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BOX 3-2 = NCSBN Model Nursing Practice Act
(2011), Selected Definitions Related
to Nursing Assessment

Comprehensive Assessment by the RN

An extensive data collection (initial and ongoing) for
individuals, families, groups, and communities:

Addressing anticipated changes in client conditions as well
as emerging changes in a client’s health status

Recognizing alterations to previous client conditions

Synthesizing the biological, psychological, and social aspects
of the client’s condition

Evaluating the impact of nursing care

Using this broad and complete analysis to make independent
decisions and nursing diagnoses

Planning nursing interventions

Evaluating need for different interventions

Communicating the need to communicate and consult
with other health team members.

Focused Assessment by the LPN/LVN

An appraisal of an individual’s status and situation at hand,
contributing to comprehensive assessment by the registered
nurse, supporting ongoing data collection, and deciding who
needs to be informed of the information and when to inform.

Source: Reproduced from the NCSBN Web site (www.ncsbn.org)
and used by permission from the National Council of State Boards
of Nursing (NCSBN), Chicago, IL © 201 I.

= The American Nurses Association (ANA) definitions of
nursing and Scope and Standards of Practice (2010) guide
decisions on who is ultimately responsible and qualified
to collect assessment data. To access the ANA Web site,

) Go to Chapter 3, Resources for Caregivers & Health
] Professionals, on DavisPlus.

AA Like a Nurse

Think about the following situations, then answer the questions.
More than one answer may be acceptable. Compare your ideas
with those of other students or nurses, or consult your instructor.

= Suppose you are a nurse in a healthcare setting in which the
policy states that nursing assistive personnel (NAPs) can
take vital signs (blood pressure, pulse, temperature, and
respirations). You have a patient who is critically ill and whose
condition is changing rapidly. Would you measure the vital
signs or delegate the task to the NAP? Why?

= |magine that you are a nurse in the same hospital on a different
day. All but one NAP have called in sick today because of an
influenza outbreak. This NAP is inexperienced and overwhelmed
by her tasks. Would you bathe the patients in your caseload
(even though that is usually done by a NAP), or would you ask
the NAP to do it? Why?

It is obvious from the previous examples that you
must use good judgment when applying standards and
policies and deciding when to delegate assessments.

Sources of Data

Subjective data (covert data, symptoms) are the informa-
tion communicated to the nurse by the client, family,
or community. Subjective data reveal the perspective,
thoughts, feelings, beliefs, and sensations of the person
giving the data. Thus, subjective data from two different
people can vary. For example, people with insomnia
often report getting much less sleep than their sleep
partner says they do. You can use subjective data to clar-
ify objective data (e.g., “How did you get this scar?”).
Some people (e.g., infants, adults with mental illness)
are unable to provide subjective data. Others can give
subjective data, but you might question its accuracy. For
example, how credible is a diabetic patient’s response
that she complies with a diabetic diet and medication
regimen when the blood sugar level is markedly ele-
vated? What could you do to double-check the subjective
data?

Objective data (overt data, signs) are gathered through a
physical assessment or from laboratory or diagnostic tests.
They can be measured or observed by the nurse or other
healthcare providers. Examples are vital signs, x-ray re-
sults, skin color, and urine output. You sometimes need
to use objective data to validate subjective data. In the
preceding example, if you thought the report of dietary
intake and insulin use was inaccurate, you would meas-
ure the blood sugar and ask for a dietary journal.

You may also use objective data to verify subjective
information that seems accurate. For example, when
Sami told you her family and sexual history, you learned
that she has significant risk factors for breast and cervi-
cal cancer and referred her for a gynecological exam.
The results of the breast exam and Pap smear (Papanico-
laou test, a smear of cervical cells) provide objective data
related to these risk factors.

Primary data are the subjective and objective data
obtained from the client: what the client says or what you
observe. Secondary data are obtained “second-hand,” for
example, from the medical record or from another care-
giver. A client’s husband may say, “She seems more con-
fused than usual.” Or the NAP may report, “Mr. Atlas’s
heart rate was 100 beats per minute this morning.” If you
count the heart rate yourself, though, it would be primary
data. Table 3-1 provides further examples of types and
sources of data.

Knowledge

During Sami’s appointment at the women’s clinic, she has a Pap
smear, breast exam, and blood work. She also informs the nurse
that her menstrual flow is heavy and that she experiences severe
abdominal cramping.These data are added to the database as
references for future visits. Sami’s Pap smear results and breast
exam are normal, but she is moderately anemic.When the lab
results indicate a low hemoglobin level, the nurse practitioner
suspects that Sami’s heavy flow may be causing her anemia.
According to clinic protocol, she prescribes birth control pills
for Sami to control her menstrual symptoms and provide
contraception. Ongoing assessment will include visits every

6 months to manage her birth control pills and monitor the



Table 3-1 » Examples of Data Types

DATA TYPES

Subjective Data

“I have been having a lot
of pain in my abdomen.”

“My throat hurts when
| swallow.”

“Our children have no
place to go after football
games.That is why they
get into so much trouble.”

DATA SOURCES

Objective Data

Suprapubic area firm to
light palpation. Lower
abdomen semisoft

White patches noted at
the back of the throat and
tonsillar area reddened
and swollen

In a windshield survey, no
public facility was open
after football games to
allow young people to
socialize under supervision.

Primary Source
(Client)

Pulse rate 100 beats/min

Secondary Sources
(Everything Else)

From chart:WBC count

14,000/mm3.

States feeling short
of breath

In transfer report, nurse
states that the surgical
dressing is dry.

Client’s wife states that he
has been tired a lot lately.

Abdomen tender
on palpation

anemia. State whether the following data are primary or secondary,

subjective or objective:

= You see in Sami’s health record that her breast exam was normal.

= Sami tells the nurse practitioner that she experiences cramping
with her menstrual cycle. For the nurse practitioner, would this
would be primary or secondary, subjective or objective data?

= The nurse practitioner tells you that Sami is anemic.

= You check the result of the Pap smear on the computer and
see that it is normal.

Types of Assessment

Key Point: Assessment can be broad and general or very
specific. The type of assessment you do depends on the
client’s status. In acute care settings, such as the emer-
gency department, the assessments are rapid and focused
on the presenting problem. In inpatient settings, you may
perform an initial comprehensive assessment at admis-
sion and other, more focused assessments over time,
according to the client’s needs.

Initial and Ongoing Assessments

An initial (admission) assessment is completed when the
client first comes to the healthcare agency. First obtain
data related to the person’s reason for seeking nursing or
medical assistance. Then complete a comprehensive as-
sessment if the client’s condition permits. Data gathered
from the initial assessment provide guidance for care and
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determine the need for further assessment. Initial assess-
ment data tend to be static; for example, demographic data
(marital status, occupation) are not likely to change often.

Ongoing assessment is performed as needed, at any
time after the initial database is completed. Ideally, you
will make at least some observations at every contact
with a client. You use data from ongoing assessments to
identify new problems or to follow up on previously
identified problems. In comparison with the initial as-
sessment, ongoing assessment reflects the dynamic state
of the client. For example, vital signs may change rap-
idly and serve as important indicators of developing or
resolving health problems.

Comprehensive Assessments

A comprehensive assessment (also called a global assess-
ment, patient database, or nursing database) provides holistic
information about the client’s overall health status. It in-
cludes subjective and objective data about the client’s body
systems and functional abilities, emotional status, spiritual
health, and psychosocial situation, including information
about the family and community. It enables you to identify
client problems and strengths. You need comprehensive
data to enhance your sensitivity to a patient’s culture, val-
ues, beliefs, and economic situation. Figure 3-2 shows what
information is gathered in an initial comprehensive assess-
ment (database) and how it fits into the broad concept of
assessment in the nursing process. To see an example of a
form for recording a comprehensive assessment,

g Go to Chapter 3, Assessment Guidelines and Tools, Nursing
Admission Data Form, in Volume 2.

Nurses collect data through the use of all their senses.
Whether assessment is initial or ongoing, comprehen-
sive, or focused, you will use the skills of observation,
physical examination, and interviewing.

Observation

Observation refers to the deliberate use of all of your
senses to gather and interpret patient and environmental
data. All that you see, hear, feel, or smell becomes data in
the context of assessment. You should try to use the same
sequence of observation at each patient contact. By mak-
ing systematic observations each time you are with a
patient, you are less likely to miss an assessment area.
The mnemonic (memory aid) in Box 3-3 may help you.

Physical Assessment

Physical assessment (or physical examination) produces
primarily objective data and makes use of the following
techniques, which are described in detail in Chapter 22.

= Inspection. Observation and visual examination of
the client, as well as use of equipment such as an oto-
scope or ophthalmoscope

= Palpation. Light touch, progressing to deeper touch,
using the pads of the fingers

= Percussion. Striking a body surface with the tip of a
finger, which produces different vibrations and sounds
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Assessment

|
Collect data

Initial comprehensive
assessment
(Database)

]
| |
Physical examination
Examination/Observation
(Objective data)

Nursing history
Interview
(Subjective data)

* Patient's story

* Biographical data
* History of illness

* Present function

» Expectations

» Emotional status

» Strengths/coping

* Review of body systems
« Vital signs and other
measurements

Ongoing assessment
(Patient's progress)

Interview
(Subjective data)

Examination/
Observation
(Objective data)

|
Validate data
1

Organize data

Record data

depending on what is under the area that is tapped
(air, fluid, or solid)

= Auscultation. Listening with the unaided ear for
sounds made by the client (direct auscultation) and lis-
tening with the use of a stethoscope (indirect ausculta-
tion) for normal and abnormal sounds within the body

The Nursing Interview
A nursing interview is purposeful, structured commu-
nication in which you question the patient to gather

BOX 3-3 m Mnemonic for Systematic Observing

Use the first letter of each word to help you observe
systematically as you enter a patient’s room.

HELP!!

Help. Observe first signs the patient may need help. Look
for signs of distress (e.g., pain, pallor, labored breathing)

Environment and equipment. Next look for safety
hazards (spills, equipment cords, sharps). Check to see
that all equipment is working: IV line running? Catheter
draining? Oxygen working?

Look more closely. Examine the patient thoroughly for
appearance, breathing, condition of dressings, correct
positioning, skin color and condition, odors, condition
of linens, and any other clues that might indicate a need
for care.

People.Who are the people in the room? Family? Other
caregivers! What are they doing?

FIGURE 3-2 Overview of
assessment content and
methods. (Source: Wilkinson, |. M.
(2012). Nursing process and critical
thinking (5th ed.), p. 78. Reprinted by
permission of Pearson Education, Inc,
Upper Saddle River, NJ.)

subjective data for the nursing database (Fig. 3-3). The
admission interview is planned, but during ongoing
assessment, the interview may be informal, brief, and
narrowly focused.

Knowledge
Give at least two more examples of data you might obtain with
each of the following senses. One example is provided for each.
= Touch (e.g., bladder distention)
= Vision (e.g., facial expression of pain)
= Smell (e.g., fecal odor)
= Hearing (e.g., bowel sounds)

Focused Assessments

A focused assessment is performed to obtain data about
an actual, potential, or possible problem that has been
identified or is suspected. It focuses on a particular
topic, body part, or functional ability rather than on
overall health status. For example, focused assessments
can center on pain, nutrition, spiritual health, social sup-
port, lifestyle, and family assessment. These specialized
assessments add to the database created by the compre-
hensive initial assessment.

= An initial focused assessment is used to follow up on
client-reported symptoms or unusual findings during
the first exam (e.g., on admission to a hospital). For ex-
ample, when the nurse asks Mr. Jacobs why he has
come to the clinic today, he replies, “I can’t get rid of
this pain in my foot.” The nurse asks questions to get



FIGURE 3-3 The nurse conducts an informal interview.

in-depth information about this symptom: When did
it begin? On a scale of 1 to 10, how severe is it? What
makes it worse? What do you do to make it feel better?
She also examines the foot for joint mobility, redness,
edema, and tenderness to touch.

= An ongoing focused assessment is used to evaluate the
status of existing problems and goals. For examples,
after surgery, Ms. King has a nursing diagnosis of
Acute Pain secondary to abdominal incision. The
nurse assesses her pain level at least every 2 hours and
before and after administering pain medication.

A A ThinkLike a Nurse 3-2

= Give examples of each type of assessment (initial, ongoing,
comprehensive, focused) using patients you have observed
or cared for or your own personal experiences as a patient.

= How might age and developmental stage make a difference
in your assessment of a patient?

= Suppose you are the triage nurse at the community clinic in
the Meet Your Patient scenario.What kind of assessment do
you perform at Sami’s first visit (initial, ongoing, comprehensive,
focused)? What type will the care provider at the women’s
clinic perform?

Special Needs Assessments

A special needs assessment is a type of focused assess-
ment. It provides in-depth information about a particu-
lar area of client functioning and often involves using a
specially designed form. The Joint Commission requires
certain special needs assessments (e.g., of nutrition sta-
tus and pain) for all clients. In some settings, such as
hospice, home health, and rehabilitation settings, other
special needs assessments (e.g., of functional abilities)
are also required. You should perform a special needs
assessment any time assessment cues suggest risk fac-
tors or problems in an area of client functioning.
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Teaching Self-Assessment

As you learned in Chapters | and 2, it is essential for
nurses to provide information that will help clients to
care for themselves. One important aspect of self-care is
performing regular self-assessments to detect symptoms
of disease.

g
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Important assessments every person needs to know:

> Breast self-exam or testicular self-exam—monthly
(Note that this is not at present recommended by all
care providers or all best practice guidelines.)

> Skin assessment—daily but at least weekly

> Feet assessment—daily if diabetic or elderly, otherwise
weekly

Before you begin teaching:

> Assess the readiness and willingness of your client to
learn some type of assessment.

> Assess current knowledge or understanding of the
topic to be discussed.

See Chapter 22 for details of these assessments.

Special needs assessments can be quite lengthy;
therefore, you need to think carefully about when and
how to use them. You need enough data to provide
holistic care, but you must balance this need against the
need not to intrude on the client’s privacy. Obtain only
the data you need to enhance the care provided to the
client and add to the comprehensive assessment. The
following are some special needs assessments:

Functional Ability Assessment Health problems and
normal aging changes often bring a decline in functional
status. Functional ability is especially important in dis-
charge planning and home care. Future rehabilitation
needs are derived from initial and ongoing functional
ability assessments. The Joint Commission (2012, p. PC-6)
requires an initial functional ability assessment “based on
the patient’s condition.” These three functional assess-
ment tools are commonly used:

= The Katz Index of ADL scale (1963). This instrument
is one of the best for assessing independent perform-
ance in very basic areas. It assigns one point for inde-
pendence in each of the following areas: bathing,
dressing, toileting, transfer, continence, and feeding
(Shelkey & Wallace, revised 2012). Nurses often use
the data to plan staffing and appropriate placement of
clients. See Box 3-4 for questions to use when assess-
ing activities of daily living (ADLs). For a link to the
Katz scale,

Go to Chapter 3, Resources for Caregivers and Health
Professionals, on DavisPlus.

= Lawton Instrumental Activities of Daily Living
(IADL) scale (1969). This easy-to-use tool is particularly
helpful in assessing a person’s ability to independently
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BOX 3-4 m Questions for Assessing Independence
in Activities of Daily Living

Mobility

Does the client require devices (e.g., cane, crutches, walker,
wheelchair) for support?

Transfer

Can the client get in and out of bed and in and out of a
chair without assistance?

If not, how much help does the client need?

Is the client completely confined to bed?

Bathing

Can the client perform a sponge bath, tub bath, or shower
bath with no help?

If not, specifically what assistance does the client need?

Dressing

Can the client get all necessary clothing from drawers and
closets and get completely dressed without help?

If not, specifically what assistance does the client need?

Feeding

Can the client feed self without assistance?

If not, specifically what assistance does the client need
(e.g., help with cutting meat, tube feeding)?

Toileting

Can the client go to the bathroom, use the toilet, clean
self, and rearrange clothing without help?

If a night bedpan or commode is used, can the client
empty and clean it independently?

If the client needs help with these activities, specifically
what does it include?
Continence

Does the client independently control urination and bowel
movements?

If not, how often is the client incontinent of bladder or
bowel?

Does the client require an indwelling urinary catheter?

perform the more sophisticated tasks of everyday life,
such as shopping. Identifying early functional decline is
important for discharge planning.
The Lawton scale is especially useful for older
“ . adults, who may begin to experience functional
"~ decline within 48 hours of hospital admission
(Graf, 2008; Lawton & Brody, 1969).

= To see the Lawton scale,

" Go to Chapter 3, Assessment Guidelines and Tools, Patient
' Assessment Tool—Lawton IADL, in Volume 2.

= The Karnofsky Performance scale (Karnofsky &
Burchenal, 1949). This tool is used primarily in pallia-
tive care settings to assess functional abilities at the
end of life. To see this tool,

" Go to Chapter 3,Tables, Boxes, Figures; Box ESG 3-1,
7 Karnofsky Performance Scale, on DavisPlus.

Nutritional Assessment Perform a nutritional assess-
ment when data suggest that the client is undernour-
ished, is at risk for Imbalanced Nutrition, or requires
nutritional therapy as an intervention (as for a person
newly diagnosed with diabetes). In addition to informa-
tion about food intake, it includes information related to
personal, psychosocial, and economic problems that
may affect nutrition. See Chapter 27 for more informa-
tion about nutritional assessment.

Pain Assessment In addition, good nursing care and
accrediting agency standards require you to perform a
thorough pain assessment on all patients during the ini-
tial assessment and in ongoing assessments (The Joint
Commission, 2012). For more information on pain assess-
ments, see Chapter 31.

Cultural Assessment Awareness of cultural influ-
ences should guide your assessment and nursing care,
but be careful not to stereotype clients based on culture.
To be culturally competent, you must be able to assess
and honor the diversity among all clients. For content
included in a cultural assessment, see Chapter 15.

Spiritual Health Assessment For ill persons, spiritual-
ity can be a problem or a source of support. To gather use-
ful information, you must do more than ask the client’s
religious preference. Spiritual health assessment provides
insight into how a client interprets life events and health.
See Chapter 16 for more detailed information.

Psychosocial Assessment A psychosocial assessment
includes data about lifestyle, usual coping patterns, under-
standing of the current illness, personality style, previous
psychiatric disorders, recent stressors, major issues related
to the illness, and mental status (Gorman & Sultan, 2008).
Perform a focused psychosocial assessment if initial assess-
ment data indicate that social and emotional needs are not
being met (e.g., if the client is very anxious or exhibiting
symptoms of stress), or if sociocultural factors (e.g., unem-
ployment) present a risk to health (see Chapter 13).

Wellness Assessment Health promotion focuses on
activities of a well person to achieve a higher level of
health. Well people can usually identify their own health
needs, so most assessment tools are self-administered. A
wellness assessment includes data about spiritual health,
social support, nutrition, physical fitness, health beliefs,
and lifestyle, as well as a life-stress review. See Chapter 42
for a more detailed discussion of assessing wellness.

Family Assessment Health behaviors and beliefs
generally have their beginnings in family interactions.
Therefore, a family assessment provides a better under-
standing of the client’s health-related values, beliefs,
and behaviors (see Chapter 14).

Community Assessment Community assessment
provides information about community demographics,



resources, health concerns, points of referral, environ-
mental risks, and community norms and values (see
Chapter 43).

£AA Like a Nurse
Based on the data you have so far about Sami, consider the need

to perform any of the special-purpose assessments.What is your
rationale for using or not using a special needs assessment?

PracticalKnowledge
knowing how

In this chapter, practical knowledge involves your skill
in using structured and unstructured methods of data
collection, as well as validating, organizing, and docu-
menting your assessment findings.

Interviewing to Obtain a Nursing

Health History

Suppose that an elderly man has a fractured hip. The
physician is interested in the cause of the fracture, the
extent of the injury, and any preexisting health problems
that suggest the client is a poor surgical risk. As the
nurse, you too would ask about the cause of the injury.
However, you would also want to (1) know what effect
the injury has on the man’s ability to perform everyday
activities, and (2) identify supports and strengths to
begin planning for his eventual discharge and self-care.
Key Point: So you see, the nursing health history covers
some of the same topics as the medical history, but the
reason for the questions is different.

Health history forms vary among agencies and accord-
ing to purpose (e.g., inpatient, clinic, surgery, medical,
emergency department, or newborn care), but most
include the subjective information found in Table 3-2.

AA Like a Nurse
The Quality and Safety Education for Nurses (QSEN) competency
definitions identify assessment as a necessary skill for competency
in patient-centered care: Elicit patient values, preferences, and
expressed needs as part of a clinical interview (Cronenwett,
Sherwood, Barnsteiner, et al.,2007).Where do you think this type
of patient information fits into the preceding components of a
nursing health history? Why?

Types of Interviews

Interviews may be directive or nondirective. Use direc-
tive interviewing to obtain factual, easily categorized
information (e.g., age, sex), or in an emergency situation.
In this type of interview, you control the topics and ask
mostly closed questions to obtain specific information.
Closed questions are those that can be answered with a
“yes,” “no,” or other short, factual answer. They usually
begin with who, when, where, what, do (did, does), and is (are,
were). Closed questions are useful for patients who are
very anxious or who have communication difficulties.
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When you want to promote communication, build rap-
port, or help the patient to express feelings, use nondirec-
tive interviewing. This means that you allow the patient
to control the subject matter. Your role is to clarify, summa-
rize, and ask mostly open-ended questions that facilitate
thought and communication. Open-ended questions
specify a topic to be explored, but phrase it broadly to en-
courage the patient to elaborate. Ask open-ended ques-
tions when you want to obtain subjective data.

Directive interviewing is efficient but may cause you
to miss topics important to the patient. Nondirective in-
terviewing allows you to find out what is important to
the patient, but it is time consuming and can produce
much irrelevant data. A successful interview includes
both closed and open-ended questions. Use broad, open-
ended questions to guide the patient to talk about certain
topics. From the answers to the broad questions, you can
decide which topics to clarify or follow up with specific
and closed questions. Part of the interview with Sami
might have gone like this:

NURSE When was your last physical examination?
(closed question)

Samr I'had a female exam about 5 years ago.

NURSE What problems have you had in that area?
(open-ended question)

Samr None, really.

NURSE What about other women in your family?
(open-ended question)

Samr Well, my mother had breast cancer about
the same time that I went for my
checkup. She’s OK now though.

NURSE Go on . . . (open-ended question)

Samr And my sister has been taking some pills
for endometriosis. She hasn’t been able
to get pregnant because of that.

NURSE Are you sexually active? (closed question)
Sami Yes.
NURSE Tell me about that. (open-ended question)

See Table 3-3 for other examples of closed and open-
ended questions.

Preparing for an Interview

While you are learning, you may feel uncomfortable
interviewing patients. You may have one of the following
concerns:

= You are imposing on the patient, who clearly needs
rest more than you need information. This may be
because you believe a “real nurse” has already ob-
tained the information, or because you don’t have a
clear idea of how the information will be used to help
the patient.

= The patient won’t be receptive to answering per-
sonal questions from a stranger (you). To help set
the tone for the interview, be sure to tell your patients
that the information given will be kept confidential
and that they can refuse to answer any question.
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Table 3-2 » Components of a Nursing Health History

COMPONENT

DESCRIPTION

Biographical Data

Chief Complaint (Reason
for Seeking Healthcare)

History of Present lliness

Client’s Perception of Health
Status and Expectations for Care

Past Health History (sometimes
called medical history)

Family Health History

Social History

Medication History
and Device Use

Complementary/Alternative
Modalities (CAM)

Review of Body Systems and
Associated Functional Abilities

Relatively unchanging information, such as name, address, age, gender, race, religion, marital status,
and occupation. Responses to these questions reflect mental status and ability to communicate.

The client’s perception of or reason for seeking medical or nursing advice. From this, you will be
able to target your assessment to gather the most relevant and important data. Ask, for
example, “Tell me why you have come to the hospital today.” The client might respond, | just
don’t feel right,” or “I'm having chest pain.” Follow up by asking him specifically what caused him
to seek help (e.g., chest pain, a checkup). Be sure to document the answer in the client’s words.

An in-depth exploration of the client’s chief complaint. Find out when the illness or problem
began, whether the onset was sudden or gradual, how often it occurs, what makes it worse,
what the person does to relieve it, how the client’s health has changed from his usual status,
and what effect the illness has had on his daily life.

Includes the client’s knowledge about his illness and its potential effects on his life. For example, does
a client with arterial insufficiency believe his foot will be “normal” again? Also, ask the client what he
expects will be done for him (e.g,, does he understand that his foot will be amputated)? And what
does he want the nurses to do to help (e.g, leave a light on at night, bring his medication)?

Includes childhood diseases and immunizations, previous hospitalizations, and previous surgeries.
The past health history helps guide your assessment and helps you to understand some of the
data you obtain. For example, if Sami tells you she had her appendix out when she was 5 years
old, you would expect to find a scar on her abdomen.

Includes data on first-degree blood relatives such as mother, father, siblings, and maternal and
paternal grandparents. It includes data about diseases they have had, their current state of
health and chronic disease, whether or not they are alive, and cause of death if they are not.
Risk factors for various illnesses and disorders (e.g., hypertension, allergies) are often tied to
multigenerational health problems. Refer to the genogram in Chapter [4.

Includes information about family and other relationships, economic status, occupations, exposure
to toxic materials, home and neighborhood conditions, and ethnicity. Also includes data about
tobacco, alcohol, and drug use; and exercise habits.

Past and current medication usage may uncover some medical history the client has forgotten to
disclose. Also ask about nutritional supplements, herbs, and other alternative medicines. As you
continue with the assessment, you can direct questions toward previous episodes of medical
treatment and use of medical devices, such as braces, inhalers, and home oxygen therapy.

Data about current medications are essential because (|) they may interact with newly
prescribed medications and (2) some may affect certain body symptoms, causing abnormalities in
your assessment findings (e.g., skin color, laboratory values).

Therapies used instead of or in addition to the allopathic therapies recommended by physicians—
for example, chiropractics, homeopathy, aromatherapy, music therapy, massage therapy, energy
work (therapeutic touch, Reiki), and acupressure or acupuncture. Such therapies can complement
or interfere with conventional therapies, so this is important information.

Subjective data regarding body systems (e.g., Do you have a productive cough?). It includes functional
abilities (e.g., difficulties with dressing, bathing, eating, and elimination).You can obtain these data
during the physical assessment as well as in the interview.

Remember the patient is free to choose what to

patients usually feel better after releasing their emo-
tions. Expressions of strong emotion may cause you

tell and what to withhold from you. Also, be aware
that the patient may have been feeling the need to
talk about something, has not known how to bring
it up, and is actually relieved you have introduced
the topic.

= Some of your questions will upset the patient—the
person might cry or become angry. Remember that

discomfort, but you must learn to accept them. You will
have large gaps in your data if you avoid difficult top-
ics, and your patients will not get the help they need.

Your interviews will go more smoothly if you take
time to prepare yourself, your patient, and the interview
space before you begin asking questions. To learn how



Table 3-3 » Examples of Closed and Open-Ended
Questions

CLOSED QUESTIONS OPEN-ENDED QUESTIONS

Are you having any pain? Tell me about your pain.

Do you ever drink
excessively?

Tell me about your use of
alcohol.

Why did you come to
this clinic?

| am glad to see you here
today. Could you tell me a
little bit about why you
decided to come see us!

Do you have any
family history of
heart disease?

Tell me about your family
members and what kind of
experiences they may have
had with heart disease or
problems with circulation.

Are there any parks
where you can walk
safely?

Tell me about safe places here
in your community where
you might go to take a walk.

to do that, and for tips on conducting and closing an
interview,

a Go to Chapter 3, Clinical Insights 3-1, 3-2, and 3-3, in
Volume 2.

Knowledge

= What are the 10 components of a nursing history and why are
they important?

= What are two things you should do to prepare yourself before
an interview?!

= List several things you could do to be sure the client is
comfortable before the interview.To review this information,

,j Go to Chapter 3, Clinical Insight 3-2, in Volume 2.

= State four guidelines that will help you to obtain complete and
accurate data when conducting an interview (these are also in
Chapter 3,Volume 2).

HOW AND WHEN SHOULD
| VALIDATE DATA?

Suppose a patient has told you that he has never had
high blood pressure (BP), but you obtain an abnormal BP
reading of 180/98 mm Hg. What would you do? Would
you record the 180/98 mm Hg reading, or would you:

= Ask the patient some more questions, such as, “What
do you mean when you say you have never had high
blood pressure?” or “What have you been doing in the
last 15 minutes?”

= Ask another nurse to double-check your findings?

» Check when the sphygmomanometer was last
calibrated?
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= Retake the BP using a different sphygmomanometer?

= Compare the reading with previous entries in the
chart?

= Check the BP in the patient’s other arm?

= Wait a few minutes and take the reading again in the
same arm?

All of those are ways to validate your data—to verify
it or double-check it. Validating data helps to ensure that
they are accurate, complete, and factual and that you
have not jumped to conclusions. If the patient tells you
that he was running late and has just jogged the two
blocks from the parking lot, you would know that
180/98 mm Hg does not reflect his usual BP and that
you need to check it again.

Not all data must be validated. You can usually as-
sume, for example, that laboratory results are correct
and that the patient has given you correct information
about data such as height, weight, and birth date. You
should validate data under the following circumstances
(Wilkinson, 2012):

= Subjective and objective data do not agree, or do not
make sense together.
Example: In the preceding situation, the subjective
data was “never had high BP,” but the objective data,
BP 180/98 mm Hg, is a high reading.

= The patient’s statements differ at different times in the
interview.
Example: A patient tells you he follows a low-cholesterol
diet. However, later when describing his usual daily
food pattern, he includes eggs for breakfast, a cheese
sandwich for lunch, and a hamburger for dinner.

= The data fall far outside normal range.
Example: A patient has no symptoms of infection or
high fever, but you obtain an elevated oral temperature
reading of 106°F (41.1°C). (Hint: Ask him whether he
has just had something warm to drink.)

= Factors are present that interfere with accurate meas-
urement.
Example: The patient has very thin arms, and there are
no appropriately sized BP cuffs available. Therefore,
because the BP will probably not be accurate, you
should measure it again after you can obtain appro-
priate equipment.

HOW CAN | ORGANIZE DATA?

Professional standards require systematic data collec-
tion (see Box 3-1). This means you collect and record
data in predetermined categories, not just at random.
Data in most initial (e.g., admissions) assessments are
categorized by the agency’s data-collection form. For
ongoing assessments, you may need to provide your
own organizing structure (framework). Because a
framework represents a particular way of thinking
about clients and health, it indicates which informa-
tion is significant and guides you in deciding which
patient data to observe. The major concepts of a
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Toward Evidence-Based Practice

I Moore, K., & Fortner, B. (2010). Utility of routine nurse
assessment of the risk of chemotherapy-induced febrile
neutropenia. Canadian Oncology Nursing Journal, 20(2), 75-79.

This study assessed the usefulness of having nurses routinely
assess for the risk of febrile neutropenia (FN) in cancer
patients prior to beginning chemotherapy. Using a standardized
assessment tool, |5 nurses assessed |50 patients. In 94%

of the patients studied, nurses detected risk factors, and
interventions were provided to reduce the incidence of
FN.When interviewed, 67% of the nurses said the use of

a standardized tool helped them to identify patients at risk

for FN.

Which of the following inferences can you make (based on
this summary alone)? State whether the study summary
provides extensive, limited, or no evidence to support each
inference.

model/framework help you to cluster data and find
patterns. If you don’t understand what a framework
is, refer to Chapter 8.

Nonnursing Models
ANA professional standards state that nursing data col-
lection should be holistic. Many agencies use a body sys-
tems (medical) framework for at least a section of the
assessment form. This model is useful for identifying
medical problems, but it needs to be combined with other
models (e.g., a nursing model or Maslow’s Hierarchy of
Needs) to provide the holistic data you need to identify
both nursing and medical problems.

Maslow’s Hierarchy of Needs (Maslow, 1970; Maslow
& Lowery, 1998) groups data according to human needs.
It states that the basic needs must be met before higher
needs can be addressed. Maslow’s categories of needs,
from most basic to highest, are:

Physiological. Basic survival needs (e.g., oxygen,
water, food, and shelter)

Safety and security. The need to be safe and comfort-
able (e.g., safe from falls and treatment side effects
as well as the need for psychological security)

Love and belonging. The need for love and affection
(e.g., family, social supports)

Esteem and self-esteem. The need to feel good about
oneself (e.g., body image, pride in achievements,
admiration from others)

Cognitive. The need for knowledge, understanding,
and exploration

Aesthetic. The need for symmetry, order, and beauty

Self-actualization. The need to achieve one’s potential;
the need for growth and change (e.g., extent to
which goals are achieved, role performance)

See Chapter 8 for a more complete discussion of
Maslow’s model.

I. These positive results occurred because the nurses used a
standardized assessment form.

2. Most of the patients in the study did not experience FN.

3. Ten of the |5 nurses in the study said the standardized tool was
helpful.

4. A unit policy should require all cancer patients to be assessed
with this standardized tool.

5. Assessment is faster and more efficient using a standardized
assessment tool.

Go to Chapter 3, Toward Evidence-Based Practice
Suggested Responses, on DavisPlus.

Nursing Models

Nurse theorists have developed many different theories
and models for thinking about nursing, clients, health,
and the environment. Nursing models produce a holis-
tic database that is useful in identifying nursing rather
than medical diagnoses. Several nursing theories are
described in Chapter 8. Table 3-4 identifies the major
concepts of five models frequently used to structure
nursing assessments. The concepts are the categories
that you would use to gather and cluster data.

HOW SHOULD | DOCUMENT DATA?

The ANA Nursing: Scope and Standards of Practice (2010)
and The Joint Commission standards (2012) stress the im-
portance of documenting patient information, including
assessment data, in a retrievable format. Accurate, timely,
and clear documentation of all assessment findings bene-
fits patients by providing the basis for planning effective
nursing care. Furthermore, since the nursing database is a
permanent part of the client’s record, documentation pro-
tects you, the nurse, by establishing that you actually per-
formed the needed assessments. Malpractice suits are not
unusual in our society, and court cases may be presented
years after you provide care for a patient. Your documen-
tation is the only evidence supporting the care you gave.
The assumption in malpractice cases is, “If it isn’t docu-
mented, it wasn’t done.”

Guidelines for Recording

Assessment Data
Follow these guidelines when recording assessment data:

= Document as soon as possible after you perform the
assessment.

» Write neatly, legibly, and in black ink or record
electronically.
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Table 3-4 » Assessment Models: Major Concepts

MODEL

MAJOR MODEL CONCEPTS

Gordon’s Functional Health

Patterns

Describe common patterns of behavior that can be functional or dysfunctional. Gordon intended the
model for nursing assessment.The functional health patterns are major model concepts:

Health perception/health
Management
Nutritional/metabolic
Elimination
Activity/exercise

Cognitive/perceptual

Self-perception/self-concept
Sleep/rest

Role/relationship
Coping/stress tolerance
Value/belief

Source: Adapted from Gordon, M. (1994). Nursing diagnosis: Process and application (3rd ed.). St. Louis, MO: Mosby, p. 70.

The NANDA-International

Nursing Diagnosis
Taxonomy |l

Consists of functional patterns and is a modified version of the Gordon model. It is intended as a
model for categorizing nursing diagnoses, not as a fully developed theory of nursing. The following
are the NANDA-| domains (categories):

Health Promotion
Nutrition

Elimination and Exchange
Activity/Rest
Perception/Cognition
Self-Perception

Role Relationships

Sexuality

Coping/Stress Tolerance
Life Principles
Safety/Protection
Comfort

Growth/Development

Source: Adapted from NANDA International. (2012). Nursing diagnoses definitions & classification 2012-2014.Ames, IA: Wiley-Blackwell.

The Taxonomy of
Nursing Practice
(NANDA-I/NOC/NIC)

Intended as a model for categorizing nursing diagnoses, client outcomes, and nursing interventions.
It consists of four domains and 28 classes.

Functional Domain Activity exercise, comfort, growth and development, nutrition, self-care, sexuality,

sleep/rest, values/beliefs

Physiological Domain Cardiac function, elimination, fluids and electrolytes, neurocognition, pharmacological
function, physical regulation, reproduction, respiratory function, sensation/perception, tissue integrity

Psychosocial Domain Behavior, communication, coping, emotional, knowledge, roles/relationships,

self-perception

Environmental Domain Healthcare system, populations, risk management

Source: Dochterman, J. M., & Jones, D.A. (Eds.). (2003). Unifying nursing languages: The harmonization of NANDA, NIC, and NOC. Washington, DC: American Nurses

Association, NursesBooks.org.

The Roy Adaptation Model

Conceptualizes patients as adapting constantly to internal and external demands within a biological
and psychosocial context. Using this model, you would look at the person’s ability to achieve
balance in the following “adaptive modes”:

Activity and rest
Nutrition

Elimination

Fluid and electrolytes
Oxygenation

Protection

Temperature regulation
Regulation of the senses
Physical self-concept
Personal self-concept
Role function

Interdependence

Source: Adapted from Roy, C., & Andrews, H. (1991). The Roy adaptation model:The definitive statement. Norwalk, CT: Appleton & Lange, pp. 15-17;and Roy, C.,
& Andrews, HA (1999). The Roy adaptation model (2nd ed.). Norwalk, CT: Appleton & Lange.

continued
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Table 3-4 » Assessment Models: Major Concepts—cont’d

MODEL MAJOR MODEL CONCEPTS

Orem’s Self-Care Model

Conceptualizes health as the ability to perform self-care. Using this model, you would gather data to

identify the following universal self-care deficits that require nursing assistance:

Maintenance of a sufficient intake of air, water, and food

Maintenance of a balance between activity and rest

Maintenance of a balance between time alone and time with others

Provision of care associated with elimination processes and excrements

Prevention of hazards to human life, functioning, and well-being

Promotion of human functioning and development within social groups in accord with human
potential, limitations, and desire to be normal (as determined by science, culture, and social values)

Source: Adapted from Orem, D. (1991). Nursing: Concepts of practice (4th ed.). St. Louis, MO: Mosby-Year Book, p. 126.

» Use acronyms sparingly, using only agency-approved
abbreviations.

u Write the patient’s own words, when possible, in quotation
marks. If the comments are too long, summarize what
the patient says (e.g., Patient states that he is sleepy).

= Record only the most important patient words. If you
record everything the patient says, the narrative will
probably be too long and contain irrelevant data. For
example, write “Patient states, ‘I hardly slept at all last
night,”” even though what the patient actually said
was, “I hardly slept at all last night. I tossed and turned
and people kept waking me up. Then the thunder and
lightning came, and then I had to get up to go to the
bathroom, and my wife called early this morning.”

= Use concrete, specific information rather than vague gen-
eralities such as normal, adequate, good, and tolerated well.
For example, what does it mean to say, “Patient slept
well”? Did she fall asleep easily and sleep for 6 hours?
Did she fall asleep with difficulty, but sleep for 8 hours?
Did she sleep only 4 hours, but state that she feels well
rested? It is much better to write, “Patient fell asleep be-
fore 2100 hr and slept until 0600 hr. She states that she
woke up only once during the night and feels rested
now. Observed sleeping three times during the night.”

= Record cues, not inferences. Cues are what the client says
and what you observe. Inferences are judgments and in-
terpretations about what the cues mean. In other words,
“just the facts, Jack (or Jill).” When recording cues, you
do not need to “waffle” with the words appears and
seems. Don’t write “Incision seems red” or “edges appear
separated.” For example:

Cues Inferences
Incision red, draining Incision is infected.
pus, edges separated.

Tearful. States that father Anxious about

died of a heart attack. scheduled cardiac
Trembling. catheterization.

States, “I hate my mother.  Patient is angry and
I wish I was dead.” suicidal.

Tools for Recording Assessment Data
Each organization has its own forms and formats for
documenting initial and ongoing assessments. You will
record data on a variety of documents, including nurses’
notes and the following:

= Graphic flow sheet. Includes vital signs such as blood
pressure, pulse, respirations, and temperature so
trends over time can be seen clearly (Fig. 3-4).

= Intake and output (1&0) sheet. May be on the graphic
sheet, as in Figure 3-4, or separate document. This
form has spaces for all intake: oral, intravenous, and
tube feedings. There is also space to record all output:
urine, fluid from drainage tubes, wound drainage,
and bowel movements.

= Nursing admission assessment. Although agency forms
differ in organization, all collect similar data as speci-
fied by The Joint Commission for standards for initial
assessment. For an example of an admission assess-
ment form,

‘ Go to Chapter 3, Assessment Forms: Nursing Admission
Data Form, in Volume 2.

= Nursing discharge summary. This may be a part of
the initial assessment form because data obtained at
admission are used for discharge planning.

» Special-purpose forms. Examples are diabetic flow
sheets and medication administration forms.

» Electronic documentation. In some facilities, initial data
and ongoing assessment data are entered into a com-
puter program for organization, shared communication,
and easy retrieval (Fig. 3-5).

REFLECTING CRITICALLY ABOUT
ASSESSMENT

After gathering and recording patient data, use critical
thinking to help you evaluate the quality of your assess-
ment. See Chapter 2 for a review of critical thinking, as
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{ needed. The following are questions to guide your final

judgments about your data.

J
y
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FIGURE 3-4 Graphic flow sheet. (Courtesy of Smith Northview
Hospital, Valdosta, GA.)

1. Are my data complete?

Have I completed all areas of the assessment form?
Is there anything else I need to know to identify or
rule out a nursing diagnosis?

Have I collected holistic data: physical, emotional,
interpersonal, spiritual, and cultural?

. How do I know the data are accurate?
. Have I recorded data rather than conclusions (cues,

not inferences)?

. Did I validate any data that do not make sense? Do

any of the data conflict with other data?

. Did I record the data in clear, specific terms, using the

patient’s own words, when possible, for subjective
data? Did I avoid vague terms such as “normal,”
“good,” and “slept well”?

. Have I followed up with in-depth special needs as-

sessments when appropriate?

. Have I included only relevant data, taking care to

protect the client’s privacy?

. The assessment interview:

Did I use therapeutic communication during the
assessment?

Did I avoid asking too many questions and using
too many closed questions?

How comfortable was I during the interview?
What signals did I get from the client in response
to my questions? Did I follow up?

. Physical assessment, observation, and examination:

Did I miss something in the environment?

How did the client and significant others respond

to me verbally and nonverbally?

Did I pay attention to detail?

Were my assessment techniques performed skillfully

(palpation, percussion, auscultation, inspection)?
Memory:

Did I have to ask questions in the sequence found

on the forms?

Did I have to depend on the forms for all aspects

of the assessment?

Did I'have to repeat any area of assessment because

I could not remember what I saw, heard, smelled,

or felt?

If you have followed the recommended processes

and reflected critically on your assessment, you should
have the data necessary to create a holistic plan of care
individualized to meet the client’s needs.
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Shore Memorial Hospital - Clinical Documentation - Production LAN

Thu Jun 24 16:25  Eclipsys continuum  User: CMUFFERI JANE DOE Unit/Bed: ICU/IC267A
H Login ” Logout ” Census ” Patient ” Config IH Utility II’,‘_\A&%m# é%%:der' ‘,1:6 yrs

Admit Physician: ~ M.D., HOWARD M. Adm Wt:

kg
i' Attend Physician: M.D., HOWARD M. | Wtfor Calcs:  63.50 kg
Status:

Section: ‘ Review ” 180 ” Notes IH ICU Labs” Special IHMedicationsIHCarePlans” ” IH I
Forms: ‘ 180 Detail ” Tx/Cares HAssess FISIH Notes ”RespiratoryIHMedicationsIH H H IH I

Vital Signs Flowsheet

06/24
08:00 09:00 10:00 11:00 12:00 13:00 14:00 15:00 16:00 17:00
TEMP Temperature F| 97.8 po 98.0 po
C| 36.6 36.7
HR Heart Rate 70 69 76 70 77 75 71 80
RESP Respiratory Rate br/min 25 27 21 14 17 19 15 14 23
S/D / / / / / / / / / /
BP M. | BP
anua )G 0 T G G T A G0 O G0 T (R G0 T A G0 B A )
Source
Noninvasive BP siD| |/ 137/59 i 122/56 | 122/46 | 115/58 | 96/82 | 99/65 ] ]
INVasVe B Measured Mean| () | (86) | () | (78) | (69) | (76) | (91) | (76) | (') | ()
Source
RHYTHM Rhythm
Ectopy Frequency
0O, THERAPY | L/min 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.0
Device NC NC NC NC NC NC NC NC NC
MONIT O,sat %
MISC Fingerstick Glucose mg/dl 321
Glucose Interventions Ins bolus
12 units
Starting Print Screen HD Multi-mark | NewerDatal Sign ” Cancel |

FIGURE 3-5 Computer screen capture: assessment data. (Courtesy of Shore Memorial Hospital, Somers Point, NJ.)

To explore learning resources for this
chaptey,

E Go to DavisPlus at DavisPl.us/Wilkinson3.

Chapter Resources for Chapter 3:
Response sheets for all learning activities
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Reading More About Nursing Process: Assessment
(suggested readings)

Concept Map of chapter content
Interactive Case Studies
NCLEX-Style and Chapter Review Questions
Chapter Overview Podcasts

For references cited in this chapter,

E Go to Volume 2, References Cited.



Nursing Process: Diagnosis

Learning Outcomes
After completing this chapter, you should be able to:

» Define the following terms: diagnosis,
nursing diagnosis, diagnostic reasoning,
diagnostic label, defining characteristics,
related factors, risk factors, health
problem.

» Explain how nursing diagnosis is related
to other phases of the nursing process.

» Differentiate between nursing diagnoses,
medical diagnoses, and collaborative
problems.

» Explain the differences between actual,
risk, possible, syndrome, and wellness
nursing diagnoses.

» Describe the diagnostic process.

» Explain why an etiology is always an
inference.

MeetYour Patient

On your unit at an acute care facility, you will be
admitting a client, Todd, from the emergency department
(ED).Todd’s ED nurse telephones you to give a report on
his status. Todd’s admitting medical diagnosis is chronic
renal failure. He is married, 58 years old, employed, and
has a longstanding history of type 2 diabetes mellitus
(DM). In the past 3 days, he has developed decreased

» Describe at least two frameworks for
prioritizing nursing diagnoses.

» Describe errors of theoretical and self-
knowledge that may occur in diagnostic
reasoning.

» Use standardized nursing language to
write nursing diagnoses.

» Use collaborative problem statements
appropriately.

» Explain the relationship between nursing
diagnoses and goals/interventions.

» State at least five criteria for judging the
quality of a diagnostic statement.

» Discuss issues associated with the
NANDA-I diagnostic labels and with
standardized language.

Key Concepts

Nursing diagnosis
Diagnostic process (diagnostic
reasoning)

Diagnostic format

Related Concepts
See the Concept Map on DavisPlus.

sensation in his bilateral lower extremities with slight
mobility impairment.

You still have many questions concerning Todd’s imme-
diate and long-term needs.You will need to ask Todd
about his medication regimen, his compliance with his dia-
betes treatment plan, and the extent to which his family is
involved.You will also need to find out what laboratory
tests have been completed and how severe his renal dys-
function has become. After you obtain necessary data, you

need to organize and analyze it to form some initial impres-
sions about what it means. For example:

= Admitting diagnosis is chronic renal failure; anticipate a
problem with fluid balance.

= Admitted to the hospital and is acutely ill; therefore, he
may be anxious and fearful.

= Decreased sensation in lower extremities; patient may

have a mobility and a safety problem.
(continued)

59
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MeetYour Patient (continued)

= Diabetes; patient is at risk for impaired skin and tissue
integrity.

= Diabetes and renal failure require complex regimens
and patient self-care; therefore, it is possible that Todd
may not be managing his therapy effectively, because he
either is not motivated to do so or he lacks the knowl-
edge he needs to comply with treatment.

TheoreticalKnowledge
knowing why

Professional standards of nursing practice, as well as many
state nurse practice acts, identify diagnosing as the unique
obligation of the professional nurse (Box 4-1). Although
many nursing activities may be delegated, diagnosis
cannot. To meet practice expectations and professional
obligations as a registered nurse, you will assume the
role of diagnostician and make clinical judgments. Most
state nurse practice acts limit the role of the licensed
practical nurse (LPN/LVN) to gathering data that will be
analyzed by the RN. However, LPN roles vary among
states and agencies, and they are subject to change.

BOX 4-1 m Professional Standards for Diagnosing

American Nurses Association Standards of Nursing
Practice
Standard 2. Diagnosis

The registered nurse analyzes the assessment data to deter-
mine the diagnoses or issues.

Competencies
The registered nurse:
= Derives the diagnoses or issues from assessment data.

= Validates the diagnoses or issues with the healthcare
consumer, family, and other healthcare providers when
possible and appropriate.

= |dentifies actual or potential risks to the healthcare
consumer’s health and safety or barriers to health,
which may include but are not limited to interpersonal,
systematic, or environmental circumstances.

= Uses standardized classification systems and clinical
decision support tools, when available, in identifying
diagnoses.

= Documents diagnoses or issues in a manner that facilitates
the determination of the expected outcomes and plan.

Note:There are additional measurement criteria for advanced
practice registered nurses.

Source: American Nurses Association. (2010). Nursing: Scope and
standards of practice (2nd ed.). Silver Spring, MD: Nursebooks.org.

When Todd and his family arrive on your unit, you begin
gathering additional data. Using your comprehensive data,
you then make a list of Todd’s health problems, in order of
priority. These actions illustrate the diagnosis phase of the
nursing process. The purpose of diagnosing is to identify
the client’s health status, from which you will create an
individualized plan of care.

Furthermore, LPN and RN roles are becoming more
closely linked through statewide career ladder pro-
grams. Therefore, all clinicians need to stay current with
updates in practice acts and standards.

ABOUT THE KEY CONCEPTS

Nursing diagnosis is the single concept in this chapter
that ties all the other concepts together.

The diagnostic process (also called diagnostic reasoning)
represents the thinking aspect of nursing diagnosis, and
the diagnostic format is the concrete product. Other, related,
concepts will clarify what is not a nursing diagnosis, ex-
plain various types of nursing diagnoses, and expand on
the concept of diagnostic format.

DIAGNOSIS: THE SECOND STEP

OF THE NURSING PROCESS

After gathering the data you will use your critical-thinking
skills to analyze the data—that is, identify patterns in the
data and draw conclusions about the client’s health status.
This describes nursing diagnosis, the second step of the
nursing process. As in all phases of the nursing process,
involve the patient and family as much as possible.

Overlapping As you can see in Figure 4-1, diagnosis
overlaps with the other nursing process steps. Most
nurses actually begin diagnostic reasoning during the as-
sessment phase. For example, you probably formed your
initial impressions about Todd while you were still gath-
ering data. On learning the medical diagnosis, chronic
renal failure, you would have immediately considered
the diagnosis Risk for Imbalanced Fluid Volume, but you
would have obtained more data before actually recording
that as a nursing diagnosis. So your tentative diagnostic
conclusion would actually lead you to collect more data:
Is he still producing urine? What is his oral intake? Does he
have edema? Do you see how you would move back and
forth between assessment and diagnosis? The two stages
are not separate at all, but we present them that way to
make it easier for you to learn.

Diagnosis is critical because it links the assessment
step, which precedes it, to all the steps that follow
it (Fig. 4-2). Assessment data must be complete and
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FIGURE 4-1 Nursing diagnosis: Second phase of the nursing
process.

accurate for you to make an accurate nursing diagno-
sis. Key Point: Nursing diagnosis is the basis for
planning client-centered goals and interventions, so
accuracy is essential.

Terminology The term diagnosis is used in the nursing
literature to refer to:

= The second phase of the nursing process

= The reasoning process used in interpreting assess-
ment data

= A formal diagnostic statement of the client’s health
status, containing both the problem and etiology (factors
contributing to the problem)

= The list of standardized terms (labels) used to write
diagnostic statements. Those terms are actually
problem labels; you must add a second part (etiology)
in order to create a complete diagnostic statement.
To see the entire list of NANDA-I diagnostic labels,

Assessment

« Activities focus on
identifying the nursing
diagnosis

wursing diagnosig

 Describes client’s
present health status
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Go to Student Resources: Student 4, Standardized
Language, NANDA-I Taxonomy II: Domains, Classes, and
Diagnoses (Labels), on DavisPlus.

Table 4-1 summarizes and provides examples of how
we use nursing diagnosis terminology in this text.

What Are the Origins of Nursing
Diagnosis?

Before the 1950s, nurses assisted physicians by collect-
ing data to help them diagnose and treat disease. Nurs-
ing care was thought of as a set of tasks and organized as
a list of things to do. The term nursing diagnosis was first
used in 1953 to differentiate nursing from medicine,
when Fry (1953) stated that a nursing diagnosis identi-
fies the client’s needs for nursing rather than for medical
care. Until the early 1970s, nursing diagnosis was not
widely used in nursing practice, but two major events in
1973 spurred change:

= The First Conference on Nursing Diagnosis was held
(Gebbie, 1976). A national task force was formed to
begin developing a language to describe the health
problems treated by nurses.

= The American Nurses Association (ANA) Standards
of Nursing Practice included nursing diagnosis as an
expectation of professional nurses.

In 1980, the ANA published ANA Social Policy Statement,
which characterized nursing as “the diagnosis and treat-
ment of human response to actual or potential health prob-
lems” (ANA, 1980, p. 2). As a result of this definition and
the work of the nursing diagnosis task force, most state
nurse practice acts began to designate nursing diagnosis as
an exclusive responsibility of registered nurses. Nursing
diagnosis is now widely used in nursing education and
practice. Key Point: The formal list of nursing diagnostic
labels describes health problems that can be addressed by
independent nursing actions and, in that sense, forms the
body of knowledge that is unique to nursing.

Since the first conference, the nursing diagnosis group
has continued to meet every 2 years. In 1982 it adopted
the name North American Nursing Diagnosis Associa-
tion (NANDA). In 2002 the organization changed its
name to NANDA International (NANDA-I), to reflect its
large number of members from countries outside the

: als/interyep,:
ning 90 ent;
\?\a“m ntation, and eVa/uZ,.S’

e
\ 0\° ‘op,

« Activities focus on planning
and implementing care to
meet the needs identified by
the nursing diagnosis

FIGURE 4-2 Diagnosis links the assessment phase to the rest of the nursing process.
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Table 4-1 > Nursing Diagnosis Terminology

TERMINOLOGY USED

TERM AND EXISTING MEANINGS IN THIS BOOK EXAMPLE

Diagnosis

I. The second phase of the nursing process |. Diagnosis With Todd (Meet Your Patient), you used
2. The reasoning process used in identifying 2. Diagnostic process, diagnostic GIEZIERE (O (1B Gefyien 2e s

patient problems and strengths

Nursing Diagnosis

I. The end product of the diagnostic reasoning I. Nursing diagnosis, diagnostic
statement

. Label, NANDA-| label,
problem label, diagnostic label

process: a full diagnostic statement describing
client health status. It contains both problem 2
and etiology.

2. A standardized problem label from the
NANDA-I taxonomy (e.g., Anxiety)

reasoning, or diagnosing

his problems.This was the diagnosis
phase of the nursing process.

For Todd, you might have made a
nursing diagnosis of Excess Fluid Volume
secondary to renal failure.To write that
statement, you would have used the
NANDA-I label Fluid Excess Volume.

United States and Canada. NANDA-I continues to review
and refine the diagnostic labels and to discuss new and
revised labels at each biannual conference. The diagnoses
on the official list are approved for clinical use and further
study; the list is not intended to represent a finished prod-
uct, because many of the diagnoses are only partially
substantiated by research. NANDA-I encourages individ-
ual nurses and nursing organizations to submit new and
revised diagnoses.

Knowledge

= Why is the diagnosis step so critical to the other phases of
the nursing process?

= Which two nursing organizations have been responsible for
making diagnosis a part of the professional nursing role?

What Are Health Problems?

A health problem is any condition that requires inter-
vention to promote wellness or to prevent or treat
disease or illness. After you identify a health problem,
you must decide how to treat it: independently or in col-
laboration with other health professionals. The answer
determines whether it is a nursing diagnosis, a medical
diagnosis, or a collaborative problem. See Table 4-2 for a
comparison of these problem types.

Recognizing Nursing Diagnoses

A nursing diagnosis is a statement of client health status
that nurses can identify, prevent, or treat independently.
It is stated in terms of human responses (reactions) to
disease, injury, or other stressors, and it can be either a
problem or a strength. Human responses can be biologi-
cal, emotional, interpersonal, social, or spiritual. For ex-
ample, in the Meet Your Patient scenario, Todd’s medical
diagnosis is chronic renal failure. A physical response to
renal failure might be Excess Fluid Volume. Admission
to the ED is also a stressor, to which his emotional response
might be Anxiety or Fear. What other actual or possible

responses were identified for Todd in the situation? Take
a moment to write them down.

Recall that Todd has decreased sensation in his lower
extremities. This is a stressor, to which he has responded
with slightly impaired mobility. Perhaps you identified
that because of diminished feeling in his feet, Todd
might be at risk for falling (safety), impaired skin or tis-
sue integrity, and ineffective management of his ther-
apy. All of those are responses to disease, illness, or
stressors. Also note that in addition to being a stressor,
the decreased sensation in Todd’s lower extremities can
be considered a physical response to type 2 DM. Was
this response on the list you just made?

»
£AA Like a Nurse
Imagine that you have been in an automobile accident.You have
internal injuries and broken bones and will be hospitalized for
at least 2 weeks, right before your final exams.What human
responses (physical, emotional, interpersonal, social, spiritual)
would you have?

NANDA-I officially defines nursing diagnosis as “a
clinical judgment about individual, family, or commu-
nity experiences/responses to actual or potential
health problems/life processes. A nursing diagnosis
provides the basis for selection of nursing interven-
tions to achieve outcomes for which the nurse has ac-
countability” (approved at the ninth NANDA confer-
ence; amended in 2009) (NANDA-I, 2012, p. 514). This
definition emphasizes the clinical judgment aspect of
diagnosing.

Recognizing Medical Diagnoses

Todd has two medical diagnoses: chronic renal failure
and type 2 DM. A medical diagnosis describes a dis-
ease, illness, or injury. Its purpose is to identify a pathol-
ogy so that appropriate medical treatment can be given.
A medical diagnosis is more narrowly focused than is a
nursing diagnosis.
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Table 4-2 » Comparison of Nursing Diagnoses, Medical Diagnoses, and Collaborative Problems

NURSING DIAGNOSIS

MEDICAL DIAGNOSIS

COLLABORATIVE PROBLEM

Definition A clinical judgment about
individual, family, or community
responses to a health problem

Focus The individual/person

Characteristics Holistic; describes physiological,
psychological, social,
interpersonal, and spiritual

responses

Who Diagnoses? Professional nurse

Who Orders
Treatment?

Professional nurse, primarily

Problem Status Can be actual, potential, or

possible

Purpose of
Nursing
Interventions

Treat or prevent the problem;
relieve the symptoms

Example of Ineffective Denial related to
Diagnostic difficulty coping with new
Statement diagnosis of “heart attack”

Example of Waited more than 6 hours

Data to Support
the Diagnosis

before coming to hospital.
Minimizes symptoms, refuses
pain medications. States, “I've
got to get back to work. | can’t
stay in the hospital.” Laughing,
joking, saying, “It’s nothing.”

Disease, illness, injury, or
condition validated by signs
and symptoms and medical
diagnostic studies

Disease, pathology, and medical
treatments/procedures

Describes disease or pathology;
does not consider the broader
range of human responses

Physicians, advanced practice
nurses, physician’s assistants

Physician, advanced practice
nurse, physicians’ assistants

Actual or possible (rule out)

Carry out medical prescriptions
for treatment; monitor for
improvement or worsening of
the condition.

Myocardial infarction

Cardiac enzyme levels elevated;
has had severe chest pain;
elevated white blood cell
count; electrocardiogram
(ECG) and echocardiogram
diagnostic of cardiac muscle
ischemia

Certain potential physiological
complications that are always
associated with a disease,
test, or treatment

Pathophysiology (complications
caused by the disease process)

Describes potential
physiological complications
only; not holistic

Nurses

Physician prescribes primary
interventions; however, the
nurse can order some as well.

Always potential; if the
problem actually develops, it
is then a medical diagnosis.

Monitor for development of
the complication; institute
some, but not all, preventive
interventions.

Potential Complication of
myocardial infarction:
congestive heart failure

58-year-old man with diagnosis
of myocardial infarction (Ml);
acknowledges chest pain;
ECG and lab work diagnostic
of Ml

Key Point: Except for advanced practice nurses, nurses
cannot legally diagnose or treat medical problems. Your
assessment data will help the medical team to identify dis-
ease states and evaluate the effects of medical therapies.
For example, if your assessment indicates that a medica-
tion does not adequately relieve a patient’s pain, you
would inform the primary care provider, who would pre-
scribe a different medication or dosage. You need to know
the pathophysiology of the patient’s illness to understand
and evaluate the effects of medical treatments and to
know how to focus your assessments. The following are
differences between medical and nursing diagnoses:

= You cannot predict a patient’s nursing diagnoses just
by knowing his medical diagnosis or pathology.
Nursing diagnoses are human responses, which are
complex and unique to each person. A medical diagno-
sis, in contrast, remains the same as long as a particular

injury or pathology is present. In the Meet Your Patient
scenario, Todd’s medical diagnosis of type 2 DM will
not change, because the fact that his body cannot use
glucose normally will not change. This is not true for
nursing diagnoses. Suppose Todd has a nursing diag-
nosis of Noncompliance with diabetic diet r/t (related
to) lack of knowledge about food groups. If he learned
about the foods and began following his diet, he
would no longer have this nursing diagnosis. But he
would still have the medical diagnosis of type 2 DM.
A medical diagnosis, disease, or pathological condition
can have any number of nursing diagnoses associated
with it. For example, in response to his type 2 DM, Todd
might have nursing diagnoses of Noncompliance and
Risk for Impaired Skin Integrity.

Clients with the same medical diagnosis may have
different nursing diagnoses. Another client with type
2 DM may not have a diagnosis of Noncompliance,
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but instead may have a diagnosis of Ineffective Denial
because he simply cannot accept that he truly has dia-
betes. Other patients with type 2 DM might have diag-
noses of Anxiety, Deficient Knowledge, Disturbed Body
Image, and perhaps others, depending on their unique
responses to the stressor, type 2 DM.

Recognizing Collaborative Problems
Collaborative problems are “certain physiologic com-
plications [of diseases, medical treatments, or diagnostic
studies] that nurses monitor to detect onset or changes in
status” (Carpenito, 2006, p. 19). They have the following
characteristics:

All patients who have a certain disease or medical
treatment are at risk for developing the same complica-
tions. That is, the collaborative problems (complications)
are determined by the medical diagnosis or pathology.
Consider these examples:

Todd, because he has type 2 DM, has the collabora-
tive problem Potential Complication of type 2
DM: hyperglycemia and/or hypoglycemia. All
other patients with type 2 DM also have those po-
tential complications.

All patients having surgery have the collaborative
problem Potential Complication of surgery:
infection.

Use your theoretical knowledge of anatomy, physiol-
ogy, microbiology, pathophysiology, and so on as the
basis for identifying the complications associated with
a particular disease or treatment.

A collaborative problem is always a potential problem.
If it becomes actual, then it is no longer a collaborative
problem, but a medical diagnosis requiring physician in-
terventions. Consider what would be needed if the pre-
ceding potential complications became actual problems:

Actual hyperglycemia (high blood glucose) or ac-
tual hypoglycemia (low blood glucose)

Actual infection of a surgical incision

Either condition would require medical intervention
to prevent serious harm to the patient.

If you can prevent the complication with independ-
ent nursing interventions alone, it is not a collabora-
tive problem. Collaborative problems require both
medical and independent nursing interventions to pre-
vent them or minimize the complications. The purpose
of independent nursing interventions is primarily to
monitor for onset of the complication, although nurses
can provide some independent preventive measures.

See Figure 4-3 for an algorithm to help you differentiate

nursing diagnoses from medical diagnoses and collabora-
tive problems.

Knowledge

State whether each of the following represents a nursing

diagnosis, medical diagnosis, or collaborative problem:

= After giving birth, all women are at risk for developing
postpartum hemorrhage.

Does data analysis indicate a health problem?

T 1
NO YES

v

Can the nurse legally provide

Wellness diagnosis most of the interventions to
or patient strength prevent or treat the problem?
I 1
NO YES

Is it an actual problem?
¢ Nursing diagnosis

T 1
NO YES

v Y

Is it a potential physiological
complication of a disease, treatment, Medical diagnosis
or diagnostic procedure?

NO YES
Reanalyze ;
data Collaborative

problem

FIGURE 4-3 Algorithm for distinguishing among nursing,
medical, and collaborative problems.

= A patient has signs and symptoms of appendicitis, which must
be treated with surgery and antibiotics.

= A client is at risk for constipation because he postpones
defecation and also does not consume enough dietary fiber
and fluids. The problem can be prevented by patient teaching,
which the nurse is licensed to do.

Types of Nursing Diagnoses

You must determine the status, or type, of each nursing
diagnosis: Is it an actual, risk (potential), possible, syn-
drome, or wellness nursing diagnosis? Figure 4-4 pro-
vides an algorithm for determining the type of diagnosis,
and Table 4-3 compares the diagnosis types. Identifying
the type is important because each status requires (1) dif-
ferent wording in the diagnostic statement and (2) differ-
ent nursing interventions.

Knowledge

= What are the five types (statuses) of nursing diagnoses?
= What type of nursing diagnosis is each of the following?
a. Jane Thomas regularly engages in exercise but tells you she
would like to increase her endurance.
b. Mrs. King has several of the signs and symptoms (defining
characteristics) of the nursing diagnosis Ineffective Coping.
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At the time of assessment, does the patient have enough signs and symptoms
(defining characteristics) to identify the specific nursing diagnosis?

Y

YES

Y

Actual nursing

I
NO

Y

Are there risk factors present that make
it likely that a problem will develop if you

cleniness do not intervene?
. [
Determine
etiology YES

Risk (potential)
Intervene to treat nursing diagnosis
and/or relieve

symptoms +

Intervene to remove
risk factors

Possible nursing diagnosis

Type of nursing diagnosis

Nursing actions

Continue to assess for
more defining characteristics

|
NO

Y

Are there signs and symptoms

(defining characteristics) that indicate

the possibility of an actual nursing diagnosis,
but not enough for you to be certain?

Y

I I
YES NO

v Y

Wellness diagnosis

Y Y

Institute interventions to
promote health

FIGURE 4-4 Algorithm for determining whether a nursing diagnosis is an actual diagnosis, a risk (potential) diagnosis, a possible

diagnosis, or a wellness diagnosis.

c. Alicia Hernandez seems anxious, but you are not sure
whether she actually is.You would like to have more data
in order to diagnose or rule out a diagnosis of Anxiety.

d. Charles Oberfeldt has no symptoms of constipation.
However, he reports that he does not include many fiber-
rich foods in his diet and drinks few liquids. In addition, he
is now fairly inactive because of a back injury.These are all
risk factors for a diagnosis of Constipation.

WHAT IS DIAGNOSTIC REASONING?

A comprehensive patient assessment produces a great
deal of data. Diagnostic reasoning is the thinking
process that enables you to make sense of it. This text
presents diagnostic reasoning (also referred to as analy-
sis) in separate steps so that it is easier to learn, but that
is not the way it really occurs (Fig. 4-5). When you first
begin to use diagnostic reasoning, follow the steps in the
order presented so that you will not miss anything. But
just as you move back and forth between assessing and
diagnosing, you will soon find yourself moving back
and forth among the steps of diagnostic reasoning, skip-
ping steps, returning to previous steps, and doing some
steps simultaneously.

In diagnostic reasoning, you will use your critical
thinking to analyze and interpret data, draw conclu-
sions about the patient’s health status, verify problems
with the patient, prioritize the problems, and record the
diagnostic statements.

Analyze and Interpret Data

As you analyze and interpret the data, you will gradu-
ally narrow the quantity of data you must deal with.
But even as you narrow the field of data to the signifi-
cant points and patterns, you will note the need for new
information and further assessments. To analyze and
interpret data, follow three steps: (1) Identify signifi-
cant data, (2) cluster cues, and (3) identify data gaps
and inconsistencies.

Step I. Identify Significant Data

Significant data (also called cues) are data that influence
your conclusions about the client’s health status. A cue
should alert you to look for other cues that might be re-
lated to it (form a pattern). You may be thinking, “How
will I recognize a cue?”
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Table 4-3 > Types of Nursing Diagnoses: Actual, Risk, Possible, Syndrome, and Wellness

DIAGNOSIS TYPE

DEFINITION AND CHARACTERISTICS

MEET YOUR PATIENT OR OTHER EXAMPLE

Actual Nursing Diagnosis:

Problem Is Present

Risk (Potential) Nursing
Diagnosis:

Problem May Occur

Possible Nursing
Diagnosis:
Problem May Be
Present

Syndrome Nursing
Diagnosis:

Several Related
Problems Are Present

Wellness Nursing
Diagnosis:
No Problem Is Present

A problem response that exists at the time
of the assessment

Signs and symptoms (cues) that are present

A problem response that is likely to
develop in a vulnerable patient if the
nurse and patient do not intervene to
prevent it

No signs/symptoms of the problem, but the
risk factors are present that increase the
patient’s vulnerability

The patient is more susceptible to the
problem than others in the same or a
comparable setting (e.g., one who is
undernourished or who has a compromised
immune system).

Use when your intuition and experience
direct you to suspect that a diagnosis is
present, but you do not have enough data to
support the diagnosis.The main reason for
including this type of diagnosis on a care
plan is to alert other nurses to continue

to collect data to confirm or rule out the
problem.

Represents a collection of nursing diagnoses
that usually occur together.

Use when you notice that the patient
has more than one nursing diagnosis with
the same etiology (cause, contributing
factors).

Describes health status, but does not
describe a problem; can apply to an
individual, family, group, or community

Use when the client is in transition from one
level of wellness to a higher level

Two conditions must be present:

I. The client’s present level of wellness is
effective.

2. The client wants to move to a higher
level of wellness.

Todd (Meet Your Patient) may have at least one
actual nursing diagnosis (Impaired Walking or
perhaps Impaired Physical Mobility), related to
his lack of peripheral sensation; however, no
signs and symptoms were given in the scenario
to support that diagnosis.

I. Todd'’s (MYP) loss of lower limb sensation is
a risk factor for a diagnosis of Risk for Falls
even though Todd has no symptoms or history
of falling.

2. All surgical patients have at least some risk
for developing infection, so do not routinely
write Risk for Infection on every surgical care
plan. Instead, write Potential Complication of
surgery: infection (incision and systemic).

Todd (MYP) has a symptom, mildly impaired
mobility. This could indicate the diagnoses
Impaired Physical Mobility, Impaired Walking,
or Risk for Falls.You need more data to decide
which nursing diagnosis is appropriate, so you
might write a nursing diagnosis of Possible
Risk for Falls related to decreased sensation
in both legs.

The NANDA-I label Risk for Disuse Syndrome is
used to represent all the complications that can
occur as a result of immobility (e.g., pressure
ulcer, constipation, stasis of pulmonary secretions,
thrombosis, body image disturbance).

Suppose that Todd (MYP) tells you that he prays,
participates in religious activities, and trusts in
God, but he would like to feel even closer to
God. He asks to meet with the minister from
his church.You might make a diagnosis of
Readiness for Enhanced Spiritual Well-Being.

A cue is usually an unhealthy response. One way to
recognize cues is to draw on your theoretical knowledge
(e.g., of anatomy, physiology, psychology) and compare
each piece of data with standards and norms. For exam-
ple, suppose you have noted that a woman’s pulse rate

is 110 beats/min. Is this an unhealthy response—a cue?
You would of course use as one standard the average rate
(80 beats/min) and normal range (60-100 beats/min) for
an adult pulse. But this woman is a long-time cigarette
smoker who also drinks coffee and caffeinated energy
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FIGURE 4-5 The process of diagnostic reasoning.

drinks. These habits increase pulse rate, so 110 beats/min
may be a normal finding for this client. See Box 4-2 for
other indications of cues.

Knowledge
= What is a cue?!
= What are five ways you can recognize a cue!

Step 2. Cluster Cues

A cluster is a group of cues that are related to each other
in some way. The cluster may suggest a health problem.
To help ensure accuracy, you should always derive a
nursing diagnosis from data clusters rather than from a
single cue.

Consider this example: Alma was transferred to the
hospital from a long-term care facility. Because of a
CVA (cerebrovascular accident, or stroke), Alma can
make sounds but cannot speak; and because of joint
contractures, she cannot use her hands and arms. Alma
is frequently incontinent of urine, so the nurses have
diagnosed Overflow Urinary Incontinence and are re-
signed to the idea that Alma will not be able to control
her urine. Because Alma makes loud vocal noises, they
have placed her in a room near the nurses’ station.
When a nursing student is assigned to the care for Alma,
the student looks for cues in addition to urinary inconti-
nence. The student notices that Alma is often inconti-
nent after loud vocalizing. She sees a pattern in these
cues: urinary incontinence, cannot use hands and arms,
and cannot communicate verbally. The student changes
the nursing diagnosis to Self-Care Deficit: Toileting
related to immobility and inability to communicate the
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BOX 4-2 = Recognizing Cues

The following may indicate cues.
A deviation from population norms

Example: For a well-conditioned athlete who is not a
smoker; a baseline heart rate of 120 beats/min would
probably be an unhealthy response (cue). But remember
that in addition, you must always consider whether the
response is normal for the patient or the situation.

Changes in usual health patterns not explained
by developmental or situational changes

Example: What change has Todd (Meet Your Patient)
experienced in the 3 days before admission to the ED?
Is there any developmental or situational explanation
for his decreased sensation and mobility? No. It is an
unhealthy response: a cue.

Indications of delayed growth and development

Example: A 17-year-old girl has not yet experienced
menses, her breasts are just barely developed, and she
has very scant pubic and underarm hair.

Changes in usual behaviors in roles or relationships

Example: During her first year at college, a previously
successful student begins to skip classes. She stays up
late partying and sleeps most of the day. She no longer
keeps in contact with her friends, and despite a previous
close relationship with her parents, she barely talks to
them when they contact her.

Nonproductive or dysfunctional behavior

This may or may not be a change in behavior. It could be a
long-standing dysfunctional behavior.

Example: A man has been abusing alcohol for many years,
even though it is causing many problems with his family
and job and has begun to damage his liver.

Source: Adapted from Gordon, M. (1994). Nursing diagnosis: Process
and application (3rd ed.). St. Louis, MO: C.V. Mosby.

need to void. After the student provides a call device
that fits under Alma’s arm, Alma is able to press the
device and call the nurse when she needs to void. She is
no longer incontinent of urine.

AA Like a Nurse

For each of the following cue clusters, decide whether the cues
represent a pattern; that is, are all the cues related in some way?
If so, explain how they are related. If not, state which cue does
not fit. If you do not have enough theoretical knowledge to
know for sure, draw on your past experiences and discuss the
clusters with other students.

a. Dry skin, abnormal skin turgor (more than 4 seconds), thirst,
and scanty, dark yellow urine

b. Pain and limited range of motion in knees, uses walker,
medical diagnosis of osteoarthritis

c. Hard, painful bowel movement about every 3 days; does not
exercise regularly; eats very little dietary fiber; skin is dry.

Clustering data forces you to think about the relation-
ships between the cues. For item (c) in the preceding
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example, you would think, “What might cause hard,
painful bowel movements? I know that dietary fiber
promotes peristalsis, so lack of fiber might contribute to
constipation. And I remember that lack of exercise is as-
sociated with constipation. I don’t see how dry skin
would be related to constipation.”

Step 3. Identify Data Gaps and Inconsistencies
As you cluster and think about relationships among the
cues, you will identify the need for data that was not ap-
parent before. In Think Like a Nurse item (c), you have
enough data to support a diagnosis of Constipation.
However, you still need to identify factors contributing
to the problem. You have two: lack of dietary fiber and
lack of exercise. But you should also ask about other
causes of Constipation. Does the patient postpone defe-
cation? Does he have a history of relying on laxatives?
How much fluid does the client drink? (For example,
Todd’s skin is dry [Meet Your Patient]. Could that be
because he is fluid deficient?)

Data Gaps As another example, look again at Todd’s
data. Except for medical diagnoses, there are very few
data. The following data gaps exist:

= His admitting diagnosis, chronic renal failure, suggests
the possibility of fluid imbalance; however, there are no
other data to support that. What is his intake? His out-
put? His skin turgor? The appearance of his urine?
Does he have edema? Does he complain of thirst? What
are his hemoglobin and hematocrit levels?

= Admission to the ED could cause Anxiety. To pursue
that line of thinking, observe for physical and verbal
symptoms of Anxiety.

= Decreased sensation in his lower extremities might
create mobility or safety problems. You would need to
know the degree of sensation loss and the exact mean-
ing of “slight loss of mobility” to determine whether
to focus on the mobility or the safety issue.

= The effect of diabetes on circulation and skin certainly
places Todd at risk for skin problems. However, you
need more data to determine whether he has any ac-
tual skin problems (e.g., presence or history of sores
on his feet).

Inconsistencies In addition to missing data, look for
inconsistencies in the data. Suppose a client tells you, “I
really don’t eat much. Three meals a day, and I don’t
snack between meals.” However, she is 5 ft tall and
weighs 190 Ib. This seems inconsistent because your theo-
retical knowledge tells you that obesity is often caused by
excessive intake of calories. Even though there are many
causes for overweight, you wonder if someone could be
so much overweight without “eating much.” You would
need more specific data about what this client actually
eats, so consider having her keep a food diary of every-
thing she eats for a week or two. What else would you
want to know? For example, does she have any medical
problems that might cause obesity (e.g., hypothyroidism)?

Is there any reason she might not want to tell you the truth
about her eating pattern? Does she know the number of
calories in various foods? Is she actually aware of how
much she is eating? More data will help answer your
questions.

Draw Conclusions About Health Status

After clustering cues and collecting any missing data, the
next step is to begin drawing conclusions about the
patient’s health status—strengths as well as problems.
Decide which one of the following the cluster represents:

= Nursing Diagnosis: Possible, actual, risk, or wellness (see
Table 4-3)

= Medical diagnosis. Nurses are not licensed to make med-
ical diagnoses. If you recognize signs and symptoms
suggestive of a medical diagnosis, refer the patient to a
physician for diagnosis and treatment.

= Collaborative problem. The client’s medical diagnosis or
treatment indicates the need to monitor for develop-
ment of complications and to take some measures to
prevent the complication, but you cannot prevent or
treat the problem independently.

= Patient strength. If data seem to meet standards and
norms, you can conclude the patient has a strength in
that area. For example, Todd’s strengths might be his
marital status, family involvement, and employment
status.

= No problem. If data seem to meet standards for normal
and no nursing interventions are needed, you can con-
clude no problem exists in that area. If, in addition, the
patient expresses the wish to achieve a higher level of
wellness, you would make a wellness diagnosis.

Step I. Make Inferences

Making inferences is a critical-thinking skill. Recall that
cues are facts (or data), whereas inferences are conclusions
(judgments, interpretations) that are based on the data. An
inference is not a fact, because you cannot directly check
its truth or accuracy. For example:

Fact: Patient is crying. (You can observe that
directly.)
Patient is trembling. (You can observe
that directly.)

Inference: ~ Patient is anxious. (You cannot observe

anxiety, but you know that crying and
trembling may be signs of anxiety.)

Even though you can never be completely sure that an
inference is accurate, clearly some inferences are sup-
ported by more complete and reliable data than others. In
the preceding example, suppose you said to the patient,
“You seem upset. Can you tell me what’s going on?” And
the patient replied, “I've never been in the hospital
before. So much has been happening, I guess I'm just anx-
ious about everything.” Now you have enough data to
support your inference, and you can be reasonably sure
that it is accurate (valid). But remember, you can’t be



absolutely certain. For example, although it is unlikely,
the patient might be exaggerating or not telling you the
truth. Perhaps she is crying because her husband said
hurtful things to her, and she is too embarrassed to share
that with you. Or perhaps she is a spy and is trying to
divert your attention while an accomplice finds the hos-
pital’s hidden secrets. Yes, that is far-fetched, but that
exaggerated example should convince you that an
inference—even one that appears to be more valid than
this one—is not a fact.

Key Point: Nursing diagnoses, because they are infer-
ences, are only your reasoned judgment about a pa-
tient’s health status. So try not to think of a diagnosis
as being right or wrong, but instead as more accurate or
less accurate. Realize that you can never construct a
perfect diagnosis, but strive to make your diagnostic
statements as accurate as possible. Incorrect diagnoses
result in ineffective care.

Knowledge
® What are the possible conclusions you can draw about a
client’s health status (e.g., that no problem exists)?
= What is the difference between a cue and an inference?
= How can you be satisfied that you have made a valid inference?!

Step 2. Identify Problem Etiologies

An etiology consists of the factors that are causing or
contributing to the problem. Etiologies may be patho-
physiological, treatment related, situational, social, spir-
itual, maturational, or environmental. It is important to
correctly identify the etiology because it directs the
nursing interventions. Consider this nursing diagnosis:

Constipation related to inadequate intake of dietary fiber

The etiology suggests that you encourage the client to
eat more high-fiber foods. You might also teach the client
about foods that are high in fiber. But what if that etiol-
ogy is incomplete? What if you overlooked the fact that
the client does not drink enough fluids? Or that he gets
very little exercise? And what if you didn’t realize that he
often postpones defecation because he is a kindergarten
teacher in a crowded, bustling classroom, and he simply
cannot leave the children unattended except at sched-
uled times? In that case, your efforts to increase intake of
high-fiber foods would probably not help relieve the
client’s constipation.

To identify the etiology of a health problem, use your
theoretical knowledge (e.g., of psychology, physiology,
disease processes) and the patient data to answer ques-
tions such as the following:

= What factors are known to cause this problem?

What patient cues are present that may be contribut-
ing to this problem?

How likely is it that these factors are contributing to
the problem?

What past experiences do I have that support my
judgment that these factors are linked to the problem?
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= Are these cues causing the problem, or are they merely
symptoms of the problem?

Key Point: An etiology is always an inference because
you can never actually observe the “link” between eti-
ology and problem. For example, in the preceding Con-
stipation diagnosis, you could measure (observe) the
person’s fiber intake. You could also observe infre-
quent, hard stools (Constipation). But you cannot
observe that the lack of fiber is the cause of the Consti-
pation. You have to infer that link based on your knowl-
edge of normal elimination and your experiences with
other patients.

£AA Like a Nurse
= How would your nursing interventions be different for the
following diagnoses?
a. Constipation related to lack of knowledge about laxative
use
b. Constipation related to weak abdominal muscles secondary
to long-term immobility
= How would your nursing interventions be different for the
following diagnoses?
a. Ineffective Breastfeeding related to lack of knowledge about
breastfeeding techniques
b. Ineffective Breastfeeding related to inability of infant to latch
on to the breast and to coordinate sucking and swallowing,
secondary to prematurity

Verify Problems With the Patient

After identifying problems and etiologies, verify them
with the patient. A diagnostic statement is an interpreta-
tion of the data, and the patient’s interpretations may
differ from yours. For example, if you have diagnosed
Ineffective Breastfeeding related to lack of knowledge
about breastfeeding techniques, you might verify it by
saying, “It seems to me you are having difficulty breast-
feeding your baby because you are not sure how to po-
sition him and get him to latch on to your breast. Does
this seem accurate to you?” The woman might confirm
your diagnosis, or she might say, “No. I do know how to
do it; I am just tired and a little nervous with you watch-
ing me.” Think of nursing diagnoses as tentative, and
remain open to changing them based on new data or
insights from the patient.

Prioritize Problems
Up to this point, the diagnostic process has focused on
identifying and validating health problems. However,
clients often have more than one problem, so you must
use nursing judgment to decide which ones to address
first and which it is safe to address later. This is prioritiz-
ing. Prioritizing places the problems in order of impor-
tance, but it does not mean you must resolve one problem
before attending to another.

You will usually prioritize problems when you are
recording them. You can indicate the priority by desig-
nating each problem as high, medium, or low priority or
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by ranking all the problems in order from highest to
lowest (i.e., 1, 2, 3, and so on). For example:

Labeling Each Problem Ranking the Problems
Pain (high) 1—Risk for Falls
Risk for Falls (high) 2—Pain
Chronic Low Self-Esteem 3—Imbalanced
(low) Nutrition
Imbalanced Nutrition 4—Chronic Low
(medium) Self-Esteem

Notice that risk problems can have a higher priority
than actual problems. In this example, it is more urgent
to prevent falls than to treat low self-esteem.

Problem priority is largely determined by the theoret-
ical framework you use (e.g., whether your criteria are
human needs, problem urgency, future consequences, or
patient preference).

Maslow’s Hierarchy of Human Needs

Even though it is not a nursing framework, many nurses
use Maslow’s hierarchy to prioritize nursing diagnoses
(Fig. 4-6). In Maslow’s model, basic needs must be met

Transcendence
of self; helping
others self-actualize

Self-actualization
Personal growth,
reaching potential

Aesthetic
Symmetry, order, beauty

Cognitive
Knowledge, understanding, exploration

Self-esteem
Pride, sense of accomplishment,
recognition by others

Love and belonging
Giving and receiving affection, meaningful
relationships, belonging to group(s)

Safety and security
Protection, emotional and physical
safety and security, order, law, stability, shelter

Physiological
Food, air, water, temperature regulation,
elimination, rest, sex, and physical activity

FIGURE 4-6 Maslow’s Hierarchy of Human Needs can be
used for prioritizing problems. Most nursing diagnoses fall at
the cognitive and lower levels. (Source: Adapted from Maslow,A. (1971).
The farther reaches of human nature. New York:The Viking Press; and Maslow, A, &
Lowery,R. (Eds.). (1998). Toward a psychology of being (3rd ed.). New York: John
Wiley & Sons.)

before a person can focus on higher needs. Maslow (1970)
ranks human needs on eight levels, beginning with the
most basic needs. Table 4-4 shows examples of nursing
diagnoses at various levels of Maslow’s hierarchy. For
further information on the Maslow theory, see Chapter 8.

AA Like a Nurse

Prioritize the following nursing diagnosis labels (problems) based
on the Maslow framework. (1) First assign each diagnosis a high,
medium, or low priority. Some may have the same priority. (2) Next
rank them in order of importance, with | being most important
and 5 being least important; use each number only once.

Ineffective Airway Clearance
Ineffective Breathing Pattern
Diarrhea

Risk for Falls

Impaired Memory

Problem Urgency

If you use problem urgency as your ranking criteria, you
would rank the problems according to the degree of
threat they pose to the patient’s life or to the immediacy
with which treatment is needed. Assign:

High priority to problems that are life threatening
(e.g., Ineffective Airway Clearance) or that could
have a destructive effect on the client (e.g., sub-
stance abuse)

Medium priority to problems that do not pose a direct
threat to life, but that may cause destructive phys-
ical or emotional changes (e.g., Ineffective Denial,
Unilateral Neglect)

Low priority to problems that require minimal
supportive nursing intervention (e.g., Risk for
Delayed Development, Interrupted Breastfeeding,
mild Anxiety)

Future Consequences

Even though a problem is not life threatening, and even
though the patient does not see the problem as a priority,
it may result in harmful future consequences for the
patient. For example, suppose that Todd (Meet Your
Patient) is hospitalized for 5 days and undergoes inpa-
tient dialysis. His physician prescribes a renal diet and
insulin (instead of his previous oral medications) to treat
the diabetes. Todd announces that he would like to go
home as soon as possible. “I need to get back to my job
and my family,” he tells you. He resists learning about
his medicines and how to administer his insulin. “Just
give me a list of my medicines, and I'll take them when I
get home,” he says. You are aware that his renal failure is
secondary to uncontrolled DM and that he often neg-
lected to take his medication in the past. You suspect that
he has not been taking his medicines because he is in de-
nial about his health problems. Clearly his Ineffective
Denial may lead to further problems with his treatment
plan. You would assign high priority to this problem and
address it before attempting to provide teaching for his
nursing diagnosis of Deficient Knowledge (insulin).
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Table 4-4 » Using Maslow’s Hierarchy to Prioritize Diagnoses

BASIC NEEDS (MOST
BASIC TO HIGHEST)

EXAMPLES OF HUMAN NEEDS

EXAMPLES OF NURSING DIAGNOSES

Physiological

Safety and Security

Love and Belonging

Food, air, water; shelter, sleep and rest, elimination,
activity, temperature regulation

(Includes both physical and psychological safety);
law, order, shelter, stability

Roles, relationships, the need to give and receive
affection, the feeling of belonging

Imbalanced Nutrition: Less Than Body
Requirements

Impaired Gas Exchange
Risk for Falls
Fear

Risk for Self-Directed Violence

Impaired Social Interaction
Ineffective Sexuality Pattern
Risk for Impaired Attachment
Chronic Low Self-Esteem

Social Isolation

Acute Confusion

Self-Esteem Feelings of confidence, capability,and independence;
respect, recognition, and appreciation from others

Cognitive Knowledge, understanding, exploration

Aesthetic Symmetry, order, beauty

Self-Actualization

Transcendence
others reach their potential

Connecting to something beyond self, helping

Impaired Memory

Delayed Growth and Development

(It is unusual for nursing diagnoses to fall
into this, or the two higher, categories.)

Personal growth, reaching one’s highest potential

Readiness for Enhanced Spiritual Well-Being

Spiritual Distress (and Risk for Spiritual
Distress)

Sources: Adapted from Maslow, A. (1971). The farther reaches of human nature. New York: The Viking Press; and Maslow, A., & Lowery, R. (Eds.). (1998). Toward a

psychology of being (3rd ed.). New York: John Wiley & Sons.

Patient Preference

Give high priority to problems the patient thinks are
most important, provided that this does not conflict with
basic/survival needs or medical treatments. Patients
cooperate more fully with interventions they consider
important. In addition, they may be more motivated
to work on other problems after their own priorities are
addressed.

Consider this example. Mr. Amani has had a major
surgery within the past 24 hours. His main concern is to
obtain pain relief. He refuses to turn, deep-breathe, and
cough (TDBC) because it causes pain. However, as his
nurse, you realize that these activities are essential for
preventing Ineffective Airway Clearance, so you cannot
safely support Mr. Amani’s priorities. You should of
course provide pain medication before helping him
TDBC, but it may be impossible for him to be entirely
pain free during these activities. You would explain
your actions and continue to emphasize the importance
of TDBC. When you explain the importance of your pri-
orities, patients often come to agree with them.

AA Like a Nurse

Suppose that on Todd’s transfer from the ED (Meet Your Patient),
you made the following nursing diagnoses for him. Using problem
urgency as your criterion, assign each of these diagnoses a low,
medium, or high priority.You may not have much theoretical
knowledge about type 2 DM and chronic renal disease, but use
the information provided in the scenario and in the etiologies
to prioritize as well as you can. Discuss the case with your
classmates and your instructor.
= Risk for Imbalanced Fluid Volume secondary to renal failure
= Risk for Falls related to decreased sensation and mobility
in legs
= Anxiety r/t unknown prognosis of renal failure and ED
environment
= Deficient Knowledge (renal disease process) r/t new diagnosis
of renal involvement secondary to type 2 DM

Computer-Assisted Diagnosing

Many institutions use computers for planning and doc-
umenting patient care. Some expert (knowledge-based)
systems allow you to enter assessment data, and the
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computer program will generate a list of possible prob-
lems. After you choose a problem label, the computer
will provide a screen with the definition and defining
characteristics of the problem so you can compare them
to the actual patient data. After you “accept” the diag-
nostic label, you complete the problem statement by
choosing etiologies from the next computer screen. To
see examples of such computer screens,

a % Go to Student Resources: Chapter 4, Tables, Boxes,
Figures: ESG Figures 4-1 and 4-2, on DavisPlus.

Knowledge

List the steps in the diagnostic process.

REFLECTING CRITICALLY ON YOUR
DIAGNOSTIC REASONING

Diagnostic reasoning is complex and vulnerable to
error. Therefore, after prioritizing your list of problems,
you need to evaluate the list for accuracy. With the
implementation of electronic health records, there is an
even greater need for accuracy of nursing diagnoses
(Hdyrinen, Lammintakanen, & Saranto, 2010; Lunney,
2008). When diagnosing, you apply critical thinking to
your theoretical and self-knowledge and to the patient
data and situation (recall the full-spectrum nursing
model in Chapter 2).

Critical thinking + Knowledge + Data =
Statement of health status

Think About Your Theoretical

Knowledge
The better your knowledge base is, the better is your diag-
nostic reasoning. Ask yourself the following questions:

= Is this diagnosis based on sound knowledge (e.g., of
pathophysiology, psychology, nutrition, and other
related disciplines)?

= Do I have sound knowledge about the defining char-
acteristics associated with various nursing diagnoses?

= Do I feel reasonably sure I have interpreted the data
correctly?

= Have I identified the problem type correctly—that is,
can this problem be treated primarily by nursing
interventions?

= Am [ qualified to make this diagnosis, or should I con-
sult with a more experienced nurse or other member
of the collaborative healthcare team?

To avoid diagnostic error, build a good knowledge
base and learn from your clinical experiences. If you
lack knowledge in an area, review the literature. Solid
theoretical knowledge will help you (1) to recognize
cues and patterns, (2) to associate patterns with the
correct problem, (3) gain confidence in your ability to
reason, and (4) keep from relying too much on authority
figures (Wilkinson, 2011).

Think About Your Self-Knowledge

Realize that your beliefs, values, and experiences affect
your thinking and can be misleading. For example,
imagine that a nurse in a labor and delivery unit be-
lieves it is important to be strong and uncomplaining,
even when experiencing severe pain. When this nurse
cares for a woman in early labor who cries out and
complains of pain, the nurse sees it as a problem of
either Anxiety or Ineffective Coping, not as a problem
of Pain. Can you see how that changes the focus of the
nurse’s care? Ask yourself the following questions
(Wilkinson, 2011):

What biases and stereotypes may have influenced
my interpretation of the data? A bias is the tendency
to slant your judgment based on personal opinion or
unfounded beliefs, as the nurse did in the preceding
example. Stereotypes are judgments and expectations
about an individual based on the personal beliefs
you have about this group (e.g., men are unemotional;
Asians are intelligent; teenagers are irresponsible). Re-
ferring to patients by their diagnosis or developmental
group is a form of stereotyping (e.g., “the elderly man in
room 110”; “the broken hip in 288”). You form stereo-
types by making flawed assumptions when you have
little or no actual experience with a person or group.

Did I rely too much on past experiences? This is
like stereotyping in that you draw conclusions about an
individual based on what you know about people in
similar situations. Consider, for example, a nurse who
has cared for many first-time mothers (primiparas) dur-
ing labor. Most of these women experienced moderate
anxiety even during early labor. Now each time the
nurse cares for a primipara, she expects to see anxiety,
and she tends to identify cue clusters as Anxiety, failing
to check for other explanations such as Pain or Deficient
Knowledge.

Did | rely too much on the client’s medical diagnosis,
the setting, or what others say about the client instead
of on the data? Medical diagnoses and statements
from others can help you to think of possible explana-
tions for your data, but they can also bias your thinking
and prevent you from gathering your own data. For ex-
ample, Ms. Grayson has cancer. She returned to the unit
last evening after undergoing a total colectomy and
colostomy (removal of the colon and creation of an arti-
ficial opening for removal of stool). She had expected
her surgery to be only an exploratory laparotomy to
evaluate abdominal symptoms. This morning in report,
the night shift nurse stated, “Ms. Grayson is aware
that she has cancer and is coping well.” While bathing
Ms. Grayson, you begin to talk to her about her
colostomy. She seems shocked. “I didn’t know they did
that! What’s wrong with me?” As you answer her ques-
tions, you realize that she has been very groggy from the
anesthesia and pain medication and does not recall
being told about her surgery and cancer.



Think About Your Thinking

After reflecting on your knowledge, think about how
you used the diagnostic process. Be sure your analysis
of the data was thorough, that you have accurately iden-
tified the patient’s problems, and that they are logically
linked to the etiologies. Review your interactions with
the patient: Do the diagnostic statements reflect his
perceptions and priorities, or did he just give you the
answers he thought you wanted? Use the questions in
Box 4-3 to critique your thinking during the diagnostic
process.

Knowledge

To help you fix them in your mind, list at least 10 questions to
ask yourself when evaluating your diagnostic reasoning. Refer
to Box 4-3 if you need help preparing this list.

Practicalknowledge
knowing how

After you have completed the diagnostic reasoning
process, the final activity in the diagnosis step is to record
patient strengths and problem statements. Practical knowl-
edge regarding nursing diagnosis involves selecting the
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correct standardized problem labels and writing the diag-
nostic statements. The remainder of this chapter will help
you learn to apply the concepts you learned in the Theoret-
ical Knowledge section.

STANDARDIZED NURSING LANGUAGES

In order to communicate, people need a shared language.
A standardized language is one in which the terms are
carefully defined and mean the same thing to all who use
them. One example is the periodic table for chemical ele-
ments. When a chemist in the United States writes Fe or
Zn, all other chemists in the world know that she means
iron or zinc. Moreover, they know exactly what is meant
by iron and zinc, because each is defined by its own
atomic number, atomic mass, number of protons, number
of neutrons, and so on. There is no confusion. Standard-
ized nursing languages are a comparatively recent
attempt to bring such clarity to communication about
nursing knowledge and nursing thinking. Nurses need
clear, precise, consistent terminology when referring to
the same clinical problems and treatments. A standard-
ized language can do the following:

= Support electronic health records.
= Define, communicate, and expand nursing knowledge.

BOX 4-3 = Critiquing Your Diagnostic Reasoning Process

Data Analysis

Did you:

= |dentify all the significant data (cues)?

= Omit any important cues from the cluster?

= Include unnecessary cues that may have confused your
interpretation?

= Try more than one way of grouping the cues?

= Consider the patient’s social, cultural, and spiritual beliefs
and needs!?

= |dentify all the data gaps and inconsistencies?

Drawing Inferences and Interpretations of the Data

= Did you consider all the possible explanations for the cue
cluster?

= |s this the best explanation for the cue cluster? Remember
that a variety of explanations may be possible.

= Did you have enough data to make that inference!? If not,
suspend judgment until you gather more data.

= Did you look at patterns, not single cues?

= Did you look at behavior over time, not just isolated incidents?

= Did you jump to conclusions? Or did you take the time to
carefully analyze and synthesize the data?

Critiquing the Diagnostic Statement
(Problem + Etiology)

= |s the diagnosis relevant, and does it reflect the data?

= Does the diagnostic statement give a clear and accurate
picture of the patient’s problem or strength?

= When identifying the problem and etiology, did you
look beyond medical diagnoses and consider human
responses?

= Did you consider strengths and wellness diagnoses?

= Can you explain how the etiology relates to the
problem—that is, how it would produce the problem
response?!

= Does the complete list of problems fully describe the
patient’s overall health status?

Verifying the Diagnosis

= Did the patient verify this diagnosis?

= When you verified the diagnosis are you certain the
patient understood your description of his health
status?

= Did you obtain feedback from the patient, or did you
merely assume that the patient agreed?

= Did you keep an open mind, realizing all diagnoses
are tentative and subject to change as you acquire
more data?

Prioritizing

= Considering the whole situation, what are the most
important problems?

= What aspects of the situation require immediate attention?

= Did you consider patient preferences when setting
priorities? If not, was there a good reason?
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= Increase visibility and awareness of nursing inter-
ventions.

= Facilitate research to demonstrate the contribution of
nurses to healthcare and influence health policy deci-
sions (Shever, 2011).

= Improve patient care by providing better communica-
tion among nurses and other healthcare providers and
facilitating the testing of nursing interventions.

For a full discussion of the benefits of a uniform nurs-
ing language,

a Go to Student Resources, Chapter 4, Supplemental
7 Materials: Why Do We Need a Standardized Nursing
Language? on DavisPlus.

What Is a Taxonomy?

A taxonomy is a system for classifying ideas or objects
based on characteristics they have in common. Classifi-
cations are created and used for various reasons. As
mentioned earlier, the periodic table classifies elements
according to their atomic mass, number of protons, and
so on. Medications are classified in various ways; one
way is to classify them according to their use (e.g., anal-
gesics, antibiotics). The following classification systems
are widely used in healthcare:

= The American Psychiatric Association’s (APA) Diag-
nostic and Statistical Manual (DSM-5) describes mental
disorders (e.g., bipolar disorder, schizoaffective disor-
der) (APA, 2013).

= The Manual of the International Classification of Disease
and Related Health Problems (ICD-10) names and classi-
fies medical conditions (World Health Organization
[WHO], 1992).

» The Current Procedural Terminology: CPT 2010, used for
reimbursement of physician services, names and de-
fines medical services and procedures (American
Medical Association [AMA], 2010).

The following are classification systems that the
American Nurses Association (ANA) has recognized for
describing nursing diagnoses (some describe outcomes
and interventions as well):

= NANDA International. The first use of standardized
nursing language began in the 1970s, with the NANDA
classification of nursing diagnoses. This taxonomy in-
cludes more than 200 diagnostic labels with etiologies,
risk factors, and defining characteristics. Most chapters
of this textbook use NANDA-I terminology.

= Clinical Care Classification (CCC). Similar to the NANDA-I
system; includes nearly 200 labels. Contains interven-
tions as well as nursing diagnoses. The CCC was de-
veloped for home health use, but can be used in any
setting.

» Omaha System. Contains about 42 nursing diagnosis
“concepts” (also interventions and outcomes). The
Omaha system is primarily for community health use,
but can be used in other settings.

= Perioperative Nursing Data Set (PNDS). For use in periop-
erative nursing only. Consists of 64 nursing diagnoses
(also includes nursing interventions and patient out-
comes). This was the first nursing language developed
by a nursing specialty.

= International Classification for Nursing Practice (ICNP).
Includes diagnoses, outcomes, and nursing actions.
The ICNP intends to provide a common language for
nurses in various clinical settings worldwide (Interna-
tional Council of Nurses, 2011).

NANDA-I Taxonomy of Diagnostic

Terminology
Which of the following could you group together?
In what ways are the grouped objects similar?

a five-dollar bill a penny
weeds (still growing) new grass
an iron skillet aneedle

You could make these groupings:

A $5 bill and a penny (because they are both money).

A penny, an iron skillet, and a needle (because they
are all metal).

A $5 bill, grass, and weeds (because they are all green).

Maybe you thought of other groupings, too. Any
number of principles can be used to classify things and
to organize a taxonomy.

The first NANDA taxonomy was simply an alphabet-
ical list. To see that taxonomy,

Go to Additional Resources: NANDA-I Nursing Diagnoses,
2012-2014 Alphabetical List, on DavisPlus.

NANDA'’s Taxonomy II categorizes nursing diagnoses
into 13 domains and 47 classes (NANDA-I, 2012). A
domain is an area of activity, study, or interest (e.g.,
health promotion, nutrition). A class is a subdivision of
a domain (e.g., health awareness is a class under health
promotion; digestion is a class under nutrition). To see
Taxonomy II,

¢ Go to Student Resources: Chapter 4, Standardized
—7 Language, NANDA-I Taxonomy II: Domains, Classes, and
Diagnoses (Labels), on DavisPlus.

One strength of the NANDA taxonomy is that it has
been developed by nurses from the areas of administra-
tion, education, practice, and research, and from all spe-
cialties (e.g., maternity, mental health, medical-surgical,
community). Because they represent the thinking of a
broad spectrum of nurses, the diagnostic labels can be
used in any setting or specialty.

What Are the Components of a NANDA-I
Nursing Diagnosis?

Each nursing diagnosis in the NANDA-I taxonomy has
four parts: label, definition, defining characteristics, and
related or risk factors. You must consider all four parts
when formulating a nursing diagnosis.



Diagnostic Label The diagnostic label (title or name)
is a word or phrase that represents a pattern of related
cues and describes a problem or wellness response, such
as Disturbed Body Image or Readiness for Enhanced Nu-
trition. Some labels include descriptors for time, age, and
other factors (e.g., acute, deficient, delayed). For the com-
plete list of descriptors for NANDA-I nursing diagnoses,

g Go to Chapter 4, Descriptors for NANDA-I Nursing
Diagnoses, in Volume 2.

Definition The definition explains the meaning of the
label and distinguishes it from similar nursing diagnoses.
For example, for a patient with a sleep problem, would
you label the problem Sleep Deprivation or Disturbed
Sleep Pattern? The following definitions can help you to
decide:

Sleep Deprivation: Prolonged periods of time without
sleep

Disturbed Sleep Pattern: Time limited disruption of
sleep amount and quality

Defining Characteristics The cues (signs and symp-
toms) that allow you to identify a problem or wellness
diagnosis are called defining characteristics. To use a
problem label appropriately, a cluster of defining charac-
teristics must be present in the patient data. For example,
you cannot decide to use the label Sleep Deprivation
merely by reading the definition. You must be sure the
patient actually has some of the defining characteristics
for Sleep Deprivation.

Related Factors The cues, conditions, or circumstances
that cause, precede, influence, contribute to, or are in
some way associated with the problem (label) are called
related factors. They can be pathophysiological, psy-
chological, social, treatment related, situational, matura-
tional, and so on. NANDA-I lists the related factors that
are most often associated with each problem label, but
keep in mind that:

u The list is not exhaustive. Factors other than those listed by
NANDA-I could also be associated with the problem.
For example, imagine the vast number of factors that
might cause someone to have Chronic Low Self-Esteem.

u The problem may have more than one related factor. Human
beings are complex, and their problems rarely have one
single cause. Nursing diagnoses may have multiple
factors as their etiology.

= An individual patient’s etiology will not include all the re-
lated factors that NANDA-I lists for the diagnosis.

Risk Factors Events, circumstances, or conditions that
increase the vulnerability of a person or group to a health
problem are called risk factors. They can be environmen-
tal, physiological, psychological, genetic, or chemical.
For example, ignoring the urge to defecate and being
pregnant increase the risk a person will become consti-
pated. The diagnostic statement would be: Risk for Con-
stipation r/t pregnancy and habitually ignoring the urge
to defecate.
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For potential (risk) nursing diagnoses, risk factors
function as the defining characteristics. They must be
present to make the diagnosis, and they almost always
form at least a part of the etiology of the diagnostic state-
ment. If related factors are present, an actual, rather
than potential, problem exists.

Key Point: To help you remember, as a rule:

Related factors are similar to signs and symptoms
(of actual problems)

Risk factors are similar to etiologies (of potential
problems)

Knowledge
= What are the four parts of a NANDA-I nursing diagnosis?
= What purpose does each part of the nursing diagnosis serve
for directing the care of the client?

How Do | Know Which Label to Use?

For the following sections, you will need access to the
NANDA-I labels, definitions, and so on, as well as to
Taxonomy II. You can use either a NANDA-I handbook
or a nursing diagnosis handbook; or if you wish, print
out NANDA-I Taxonomy II and use that,

.' Go to Student Resources: Chapter 4, Standardized
Language, NANDA International—Approved Nursing
Diagnoses (2012-2014), Taxonomy II: Domains, Classes,
and Diagnoses (Labels), on DavisPlus.

During the diagnostic process, you will already have
determined the general topic of the problem and per-
haps even have some tentative problem labels in mind.
Follow these steps:

1. First, identify the broad topic (or domain) that seems
to fit the cue cluster. You can look at the NANDA-I
taxonomy to see which domain the problem seems to
fit. For example, suppose that after further assess-
ment, you find that Todd (Meet Your Patient) has the
following defining characteristics:

Intake exceeds output.
Oliguria (low volume of urine)
Generalized edema
Recent rapid weight gain
Which of the following NANDA domains are sug-

gested by those cues?
Health Promotion Role Relationships
Nutrition Self-Perception
Elimination Activity /Rest

The most logical guesses would be Nutrition and
Elimination. However, you would need to read the do-
main definitions in the table, NANDA International—
Approved Nursing Diagnoses (2012-2014), Taxonomy
II: Domains, Classes, and Diagnoses Labels (on the
ESG); also look at the classes to be sure.

2. Narrow your search (to the class or most likely
labels). In the NANDA-I taxonomy, read the defini-
tions for the Nutrition and Elimination domains.
Then look at the classes in each. Under Elimination,
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you will find that Class 1 is Urinary Function. Because
Todd has renal failure, you may think that his nursing
diagnosis will be found in this class. However, re-
member that renal failure is a pathology or pathologi-
cal condition; you are looking for Todd's responses to
renal failure. On examining the diagnosis labels in the
Urinary Function class, you will see none of those re-
ally represents Todd’s defining characteristics.

Now look at the Nutrition domain. You will see the
classes Ingestion, Digestion, Absorption, Metabolism,
and Hydration. Look at the diagnostic labels listed
for the class Hydration. All five of those labels
describe fluid balance. You can easily eliminate both
risk labels because Todd has an actual problem (he
has symptoms). You can eliminate Readiness for En-
hanced Fluid Balance because it is a wellness diagno-
sis. So, you must choose between Deficient Fluid
Volume and Excess Fluid Volume. From this point,
you simply compare Todd’s cue cluster to the defin-
ing characteristics and definitions of those two labels
and choose the best match.

3. Using a nursing diagnosis handbook, compare defini-
tions and defining characteristics of the diagnostic
labels to your cue cluster. A brief look at a NANDA-I
alphabetical list should convince you that you cannot
know exactly what a diagnostic label means from the
label name alone. For example, suppose you have a
patient who is not sleeping well at night. As a result,
she is too tired to concentrate during the day. Which
label would you use to describe this problem: Activity
Intolerance, Fatigue, or Acute Confusion? You can an-
swer that question only if you know the definition
and defining characteristics of those nursing diagnosis
labels.

Not all of the defining characteristics need to be pres-
ent, but recall that the more data you have when you
make an inference, the more certain you can be that
your inference is correct. For example, NANDA-] lists
14 defining characteristics for Ineffective Thermoregu-
lation, including the following:

Fluctuations in body temperature above and below

normal range

Cyanotic nailbeds

Pallor

Slow capillary refill

Tachycardia

You could diagnose Ineffective Thermoregulation
on the basis of the first defining characteristic alone,
but you might be more certain of your diagnosis if the
other cues were also present.

AA Like a Nurse

= In the preceding example, what if the first defining characteristic
(temperature fluctuations) were not present and you had only
cyanotic nailbeds, pallor, and slow capillary refill as cues? Could
you conclude that Ineffective Thermoregulation is causing those
signs? What other explanations might there be for cyanotic
nailbeds, pallor, and slow capillary refill?

= What if the tachycardia was present without fluctuations in
body temperature above and below normal range? What
could cause tachycardia? Do you see the importance of using
clusters rather than individual cues?

WRITING DIAGNOSTIC STATEMENTS

A diagnostic statement consists of a problem and an
etiology linked by a connecting phrase.

Problem The problem describes the client’s health sta-
tus (or a human response to a health problem) and identi-
fies a response that needs to be changed. Use a NANDA-I
label when possible. As noted earlier, many NANDA-I
labels include a descriptor such as acute, impaired, or de-
ficient. You will see them arranged in alphabetical lists
with the descriptor after the main word (e.g., Physical
Mobility, Impaired). However, you should record them as
you would say them; for example:

Incorrect: Physical Mobility, Impaired r/t pain in left
knee

Correct: Impaired Physical Mobility r/t pain in left
knee

Etiology As discussed earlier, the etiology contains
the factors that cause, contribute to, or create a risk for
the problem. The etiology may include a NANDA-I
label, defining characteristics, related factors, risk fac-
tors, or other factors. Remember that an etiology may
consist of several factors.

= The etiology will help you to individualize nursing care be-
cause etiologies are unique to the individual. For example,
suppose two patients have the following nursing
diagnoses:
John: Anxiety r/t lack of knowledge of the treat-
ment procedure
Janet: Anxiety r/t prior negative experiences and
lack of trust in health professionals
The problem, Anxiety, has the same definition for
both patients. They probably share some of the
same defining characteristics, and you would use
some of the same interventions for both John and
Janet. For example, for all anxious patients, regard-
less of etiology, a calm, reassuring approach is
important. However, to prevent the anxiety from re-
curring, you would need to treat its cause. To re-
lieve John’s anxiety, you would teach him what to
expect from the impending procedure. But teaching
would do nothing to relieve Janet’s anxiety. For her,
you would need to spend time building a relation-
ship that demonstrates you can be trusted. You
would also encourage her to talk about her fears
and feelings.
= Because the etiology directs the nursing interventions,
include only factors that are influenced by nursing interven-
tions. For example, do not use a medical diagnosis or
treatment as an etiology, because you cannot write
nursing orders to change it. As another example, there
are no independent nursing actions that would change



the etiologies in the following diagnosis: Deficient
Fluid Volume related to medical order of NPO (noth-
ing by mouth).

Most NANDA-I-related factors are listed in nonspecific
terms, so you will usually need to individualize them to re-
flect each person’s unique problem etiology. For example,
one of the related factors for Impaired Skin Integrity is
“extremes in age.” To plan care, you need to know
whether this means very old or very young; even bet-
ter, you should specify the exact age. You would write
the diagnostic statement as Impaired Skin Integrity
r/t very young age (2 days).

Connecting Phrase (related to) Most nurses use re-
lated to (r/t) to connect the problem and etiology, be-
lieving that the phrase due to implies a direct causal re-
lationship. Because humans are complex, there are
usually many factors that combine to “cause” a prob-
lem, so it is nearly impossible to prove an exact cause.
In fact, even if you eliminate the etiological factors,
the problem might remain. For example, even if Janet
begins to trust health professionals, she may become
anxious for another reason.

Formats for Diagnostic Statements

A diagnostic statement should describe the client’s
health status as specifically as possible. The format will
vary depending on the type of problem you are describ-
ing (Table 4-5).

Basic Two-Part Statement
The two-part statement is used for actual, risk, and
possible diagnoses. The format is:

Problem r/t
Or
NANDA-I label r/t

Etiology

related factors

For actual diagnoses, the etiology consists of related
factors; for risk diagnoses, it consists of risk factors. For
example, for a client with excessive vomiting you might
write Risk for Deficient Fluid Volume r/t excessive
losses through vomiting.

Basic Three-Part Statement

The three-part statement is also called the PES format
(problem, etiology, and symptom). Some nurses use
AEB (as evidenced by) whereas others use AMB (as mani-
fested by). The format is:

Problem r/t etiology as manifested by (AMB) signs or

symptoms

This format adds the patient signs or symptoms that
led you to make the diagnosis. For example:

Constipation r/t inadequate intake of fluids and fiber-rich
foods AMB painful, hard stool and bowel movement every
3 or 4 days.
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This is a good method for students because it helps to
ensure that you have enough data to support the prob-
lem you have identified.

Although ideally the problem and etiology should
thoroughly describe the patient’s health status, you can
sometimes make the description more clear and useful by
including the cues in the statement. However, this method
can create a long, unwieldy statement. For example:

Decisional Conflict (whether to accept chemotherapy) r/t de-
sire to protect family from financial hardship of a lingering
illness AMB verbalizing uncertainty about what to do and
feelings of distress; indecision about having and not having
chemotherapy; exhibiting physical signs of anxiety (in-
creased heart rate, restlessness); questioning personal values
and beliefs (“I'm not sure what to do. I hate to leave them
any sooner than I have to, but I don’t want to ruin them
financially, either”).

For such situations, you can record the cues in the
nurses’ notes instead of in the diagnostic statement.
Another alternative is to list the signs and symptoms
below the nursing diagnosis on the care plan instead of
including it as part of the statement, as in the following
example:

Decisional Conflict (whether to accept chemotherapy) v/t de-
sire to protect family from financial hardship of a lingering
illness
Subjective cues: Verbalizes uncertainty about what to
do and feelings of distress; vacillates between hav-
ing and not having chemo; questions personal val-
ues and beliefs (“I'm not sure what to do. I hate to
leave them any sooner than I have to, but I don’t
want to ruin them financially, either”).
Objective cues: Exhibits physical signs of anxiety (in-
creased heart rate, restlessness)

Obviously you cannot use the PES format for risk
nursing diagnoses, because symptoms are not present
with risk diagnoses.

One-Part Statement
You can omit the etiology from certain kinds of diagnostic
statements:

Syndrome Diagnoses Recall that a syndrome diagno-
sis is a label that represents a collection of several nursing
diagnoses. A syndrome diagnosis usually does not need
an etiology.

Wellness Diagnoses As a rule, NANDA-I wellness
diagnoses are one-part statements beginning with the
phrase Readiness for Enhanced (e.g., Readiness for En-
hanced Parenting). Because the wellness label does not
describe a problem, no etiology (“cause”) is needed.

Very Specific Labels A few NANDA-I labels are so
specific that they imply the etiology, or the only possible
etiology is a medical diagnosis (e.g., Death Anxiety,
Latex Allergy Response). For Latex Allergy Response, it
would be redundant to write Latex Allergy Response
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Table 4-5 » Examples of Diagnostic Statements

FORMAT

PROBLEM TYPE

PROBLEM (CLIENT
RESPONSE; NANDA
LABEL)

ETIOLOGY
(RELATED OR RISK
FACTORS)

DEFINING
CHARACTERISTICS
OR “SECONDARY”

Basic One-Part

Basic Two-Part

Basic Three-Part

Variations

Collaborative
Problems

Wellness diagnosis

Syndrome diagnosis

Very specific label

Actual problem

Potential problem

Possible problem

Actual Problem

Possible Problem

(Specify)

Secondary to

Two-part
NANDA-| label

Adding words to
the label

Unknown etiology

Complex etiology

Potential
complications of
disease, test, or
treatment

Readiness for
Enhanced Nutrition

Disuse Syndrome

Death Anxiety

Impaired Social
Interaction

Risk for Impaired
Attachment

Possible Impaired
Attachment

Impaired Social
Interaction

Impaired Social
Interaction

Decisional Conflict
(whether to accept
chemotherapy)

Decisional Conflict
(whether to accept
chemotherapy)

Imbalanced Nutrition:
Less Than Body
Requirements

Impaired Physical
Mobility: Inability to
turn self in bed

Parental Role Conflict

Chronic Low Self-
Esteem

Potential
Complication of
preeclampsia: renal
failure

None

None

None

r/t self-consciousness
following amputation
of bilateral lower
extremities

r/t separation from infant
at birth because of
mother’s illness

r/t separation from infant
at birth because of
mother’s illness

r/t self-consciousness
following amputation
of bilateral lower
extremities

r/t self-consciousness
following amputation
of bilateral lower
extremities

r/t desire to protect family
from financial hardship of
a lingering illness

r/t desire to protect family
from financial hardship of
a lingering illness

r/t loss of appetite from
nausea

r/t generalized weakness
r/t unknown etiology
or possibly

r/t recent divorce

r/t complex etiology

None

AEB avoidance of
others, social isolation,
blaming others for
current condition

AEB blaming others for
current condition

Secondary to diagnosis
of terminal cancer

Secondary to
side effects of
chemotherapy

Secondary to residual
effects of stroke

AEB = as evidenced by




r/t sensitivity to latex. The etiology adds nothing to
your understanding of the problem, nor does it suggest
interventions different from those suggested by the
problem label. The same is true for Death Anxiety.

Format Variations
The following are some variations of the basic two- and
three-part formats.

“Specify” You will see the word specify in some
NANDA-I labels, for example, Decisional Conflict
(specify). This means that the label is useful only if you
describe the problem more specifically (see Table 4-5 for
an example).

“Secondary to” When the defining characteristics
are vague (e.g., Chronic Pain r/t chronic physical
disability) you may need to add a second part to the
etiology following the words secondary to (2°). This
second part is usually a pathophysiology or disease
process (e.g., Chronic Pain r/t chronic physical disability
secondary to rheumatoid arthritis). As a rule, you should
avoid using pathophysiology or medical diagnoses in
the etiology because they cannot be addressed by
independent nursing interventions. The words secondary
to make it clear the nurse is not ultimately responsible for
the pathophysiological part of the etiology. Do not use
this phrase routinely. Use it only if it adds to the
understanding of your diagnostic statement.

Two-Part NANDA-I Label Some NANDA-I labels
have two parts. The first part describes a general re-
sponse; the second part, following a colon, makes it
more specific (see Table 4-5).

Adding Words to the NANDA-I Label The problem
phrase must describe the client’s health status precisely be-
cause general categories are not useful for planning nurs-
ing care. For example, what do you think the problem label
Impaired Physical Mobility means? Does it mean that the
patient cannot grasp objects with her hands, or that she
cannot walk, or that she cannot move at all? For such la-
bels, you will need to add your own words to the label to
make it more descriptive (see example in Table 4-5).

Other labels that often need to be clarified include:
Acute Pain, Chronic Pain, Risk for Infection, and Risk for
Injury. Think carefully about whether the clarifying
words belong in the problem or the etiology. For example,
you may see a pain diagnosis written as: Acute Pain r/t
surgical incision. However, surgical incision is a medical
treatment and should not be used as the etiology. It
would be better to write: Acute pain (abdominal incision)
r/t turning and moving secondary to abdominal surgery.

Key Point: The “rule” for adding words is to first try
to make the statement specific or descriptive by writing
a good etiology, using the PES format, or adding sec-
ondary to. If that does not fully describe the health sta-
tus, add descriptive words to the problem label.
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Unknown Etiology Sometimes you will be able to
identify the patient’s problem but not know the etiol-
ogy. For example, your patient might have defining
characteristics for Parental Role Conflict, but you may
need more information to determine the cause. Per-
haps there is an impending divorce; perhaps she has
just had to take on the care of an elderly parent, and so
on. In this case, you could write Parental Role Conflict
r/t unknown etiology. Later, when you obtain more
data, you will be able to complete the etiology. A simi-
lar situation exists when you have some, but not
enough, information about the etiology. In this case
you would write Parental Role Conflict possibly r/t
recent divorce.

Complex Etiology Some problems have too many
etiological factors to list, or the etiology is too complex
to explain in a brief diagnostic statement. For example,
imagine the number of factors that might contribute to
problems such as Chronic Low Self-Esteem, Disabled
Family Coping, and Adult Failure to Thrive. For such
problems you can replace the etiology with the phrase
complex factors (e.g., Disabled Family Coping r/t com-
plex factors).

Collaborative Problems

A collaborative problem is always a potential problem
(e.g., a complication of a disease, test, or medical treat-
ment). The disease, test, or treatment is actually the etiol-
ogy of the problem. Because you cannot treat the etiology
with independent nursing interventions, you should not
use the problem + etiology format. The focus of your
interventions is monitoring for and preventing the com-
plication. The format is:

Potential Complication of thrombophlebitis: Pulmonary
embolism

Can you see that the word(s) following the colon rep-
resent the problem you are monitoring and trying to
prevent?

Key Point: In actual practice, you would not write an
etiology for a collaborative problem. However, as a stu-
dent, you may wish to do so when it clarifies your diag-
nostic statement or when it helps to suggest nursing in-
terventions (Wilkinson, 2011). For example, a student
statement might be:

Potential Complication of magnesium sulfate therapy: Respi-
ratory depression r/t increased blood levels of magnesium
because of decreased kidney function secondary to preeclamp-
sia (a pregnancy-related disorder with hypertension as a
major pathology).

In addition to alerting you to monitor for respiratory
depression, this statement might remind you to monitor
the serum magnesium level, assess for other data related
to kidney function, and monitor blood pressure.
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Knowledge
Write an example of each of the following diagnostic statement
formats, using the listed components—mix and match:
Problem labels: Anxiety, Pain (lower back)
Etiologies: Unknown outcome of surgery; muscle strain and tissue
inflammation
Cues: Exhibits physical manifestations of anxiety (e.g., hands
shaking); states pain is 9 on a scale of | to 10.
= Basic two-part statement
= Basic three-part statement
= Basic two-part statement, using “secondary to” (create your
own disease/pathology)
= Statement with unknown etiology
= Possible nursing diagnosis
= Risk nursing diagnosis

How Does the Nursing Diagnosis Relate

to Outcomes and Interventions?

Key Point: As a general rule, the problem suggests goals,
and the etiology suggests interventions. Keep in mind
that there are exceptions to this rule.

The Problem Suggests Goals

The problem describes a health status that needs to be
changed. From the problem, you can determine the pa-
tient outcomes for measuring this change. Consider the
following diagnostic statement: Risk for Impaired Skin
Integrity r/t complete immobility 2° spinal cord injury.

» The goal, or outcome, is the opposite of the unhealthy
response: Skin will remain intact and healthy.

» The goals suggest assessments, which are actually a type
of nursing intervention. For example, the diagnosis
Risk for Impaired Skin Integrity tells you to monitor
the patient’s skin condition.

u If the problem is not an accurate statement of health status,
then your goals and resulting assessments will be wrong. If
you incorrectly identified the previous problem as
Impaired Physical Mobility 2° spinal cord injury, then
the goal would suggest that you monitor the patient’s
mobility—which would not improve—and you might
miss a developing skin problem.

The Etiology Suggests Interventions
Key Point: The aim of the nursing interventions is to re-
move or alter the factors contributing to the problem. In
the preceding example, Impaired Physical Mobility 2°
spinal cord injury, you could not cure the spinal cord in-
jury or restore the patient’s ability to move about. How-
ever, you could provide some mobility by turning and
repositioning the patient frequently. This would help pre-
vent Impaired Skin Integrity (which is the best diagnosis).
If the etiology is incorrect or incomplete, you might
omit important nursing interventions. For the diagnosis
Risk for Impaired Skin Integrity r/t complete immobility 2°
spinal cord injury, you would focus on supporting mobil-
ity in order to prevent Impaired Skin Integrity. However,
what if that etiology is incomplete, and the diagnosis
should have been Risk for Impaired Skin Integrity r/t

poor nutritional status and complete immobility 2° spinal cord
injury? Now you can see that interventions that focus
only on supporting mobility would not be adequate to
prevent Impaired Skin Integrity.

REFLECTING CRITICALLY ABOUT
DIAGNOSTIC STATEMENTS

Just as you critiqued your diagnostic reasoning process,
you must reflect on the content, format, and meaning of
your diagnostic statements. In this section, you will also
begin to reflect on the nature of standardized language
and the NANDA-I taxonomy of nursing diagnoses.

Guidelines for Judging the Quality

of Diagnostic Statements
After you have written your diagnostic statements, use the
following criteria to judge their quality (Wilkinson, 2011).

In choosing a NANDA-I label, do not rely on the label
definition alone. Always compare patient data with the
defining characteristics of the label as well as with the def-
inition. Consider the diagnosis Parental Role Conflict:

Definition: Parental experience of role confusion and
conflict in response to crisis

Defining Characteristics: Include “Reluctant to partici-
pate in usual caretaking activities”

Notice that you cannot actually observe role confu-
sion and conflict in a patient; however, the defining
characteristics for this label include more specific cues to
help you make the diagnosis.

Include both problem and etiology, with cause and
effect stated correctly. A quick check of this is to read
your statement backward: “Etiology causes problem,”
and see if it makes sense.

Correct example: Ineffective Breastfeeding r/t Defi-
cient Knowledge (positioning infant at breast)
Read backward, this statement says deficient
knowledge about positioning the infant at
breast “causes” Ineffective Breastfeeding. This
makes sense.
Incorrect example: Deficient Knowledge r/t Ineffective
Breastfeeding (incorrect positioning infant at breast)
Read backward, this statement says Ineffective
Breastfeeding causes deficient knowledge. This
does not make sense.

Be sure that the etiology does not merely restate

the problem.

Incorrect example: Impaired Physical Mobility r/t in-
ability to walk

Correct example: Impaired Physical Mobility: Inability
to walk r/t weakness and pain in legs

In the incorrect example, inability to walk is the spe-
cific impaired physical mobility. The etiology should
state the factors that are causing the inability to walk.



Avoid using medical diagnoses and treatments as
etiological factors. The nurse should be able to provide
interventions to change or remove the etiological fac-
tors. What could the nurse do to change the following
etiology?

Incorrect example: Risk for Impaired Skin Integrity
(ulcers, infection) r/t diabetes mellitus

The answer, of course, is that the nurse can do noth-
ing to change or get rid of the DM. Try the following
approaches to reword the diagnosis:

= Reword the etiology in terms of something the nurse
can change, as follows:

Correct example: Risk for Impaired Skin Integrity
(ulcers, infection) r/t lack of knowledge of self-
care measures for inspecting feet and trimming
toenails

= If you cannot reword the etiology in terms of some-
thing the nurse can change, you may have identified
the problem incorrectly; perhaps it is merely the stim-
ulus for another patient problem that you can address
independently. In the following example, Risk for
Impaired Skin Integrity is one possible response to the
stimulus, Impaired Physical Mobility.

Incorrect example: Impaired Physical Mobility (total)
r/t paralysis secondary to high spinal injury

Correct example: Risk for Impaired Skin Integrity
(pressure ulcers) r/t Impaired Physical Mobility
(total) secondary to high spinal injury

= If none of these seem to work, you can resort to using
“secondary to” instead of “related to,” as in the follow-
ing example: Risk for Deficient Fluid Volume secondary
to prescribed NPO.

Write the statement clearly. The statement should
give a clear picture of the client’s health status, and other
health professionals should be able to understand it readily.
Avoid abbreviations and jargon as much as possible. For ex-
ample, do you know what the first statement below means?

Incorrect example: Imp. Phys. Mobility (inability to get
OOBw/o assist.) r/t muscle weakness and painin LL

Correct example: Impaired Physical Mobility (inability
to get out of bed without assistance) r/t muscle
weakness and pain in left leg

Write the statement concisely. A wordy statement
is likely to be unclear. The following will help limit
statement length:

= Use “complex etiology” instead of listing numerous
etiological factors.

= If there are numerous signs and symptoms, either do
not use PES format, or describe the signs and symp-
toms in the nurses’ notes.

Incorrect example: Constipation r/t habitually ignor-
ing the urge to defecate, insufficient exercise,
weak abdominal muscles, side effects of iron
medications, insufficient intake of fluids and
fiber, and longstanding reliance on laxatives.
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Correct example: Constipation r/t complex factors
(see nurses’ notes)

Be sure the statement is descriptive and specific. A
vaguely stated problem and/or etiology cannot provide
guidance for formulating goals and nursing interven-
tions. Follow this guideline even if it means the statement
is not as concise as you'd like. You can make the
NANDA-I labels more specific by doing the following:

= Include all appropriate etiological factors.
= Review the label definition. Do not write the definition,
but when you know the meaning of the label, you may
find that it is descriptive enough.
= Use PES format to add the patient’s signs and symptoms.
= Add qualifying words (e.g., mild, severe, occasional,
or constant) to the label.
Example: Severe Neck Pain r/t muscle spasms 2°
herniated intervertebral disc
= Add “secondary to” to the etiology.
Example: Severe Neck Pain r/t muscle spasms 2°
herniated intervertebral disc
= Add a colon and descriptors to the label.
Example: Impaired Physical Mobility: Inability to
walk r/t weakness and pain in legs

State the problem as a patient response.
= A problem is not a patient need. As a rule, avoid
using the word need in a problem statement. A
need may cause a problem, but it is not a human
response.
Incorrect example: Needs increased fluids related
to...
Correct example: Risk for Deficient Fluid Volume, or
Deficient Fluid Volume related to . . .
= A problem is not a medical test, treatment, diagnosis,
or equipment.
Incorrect examples
Starting on diabetic diet

Correct examples

Deficient Knowledge,
Ineffective Denial

Risk for Infection,
Urinary Retention

Risk for Ineffective
Airway Clearance

Impaired Physical
Mobility

= A problem is not a nursing goal, a nursing problem,

or a nursing action.

Foley catheter in place
Risk for pneumonia

Traction to left leg

Incorrect examples Correct examples
Prevent urinary tract Risk for Urinary Tract
infection (nursing Infection

goal)

Combative, hits
(nursing problem)
caregivers

Risk for Other-Directed
Violence, Ineffective
Coping, Acute
Confusion

Anxiety, Decisional
Conlflict, Grieving

Provide emotional
support (nursing
action)
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Use nonjudgmental language. If you examined your
biases during the diagnostic process, your statements will
probably be neutral. Look for phrases that may imply
criticism of a patient, for example:

Incorrect: Risk for Infection r/t poor hygiene and

housekeeping

Better: Risk for Infection r/t lack of information about

sanitation and hand washing

Avoid legally questionable language. Be alert for
legal implications. Look for phrases that seem to blame
caregivers or patients or that refer negatively to patient
care. For example, do not write: Risk for Falls r/t lack of
staff to adequately supervise ambulation.

£AA Like a Nurse
Rewrite the preceding diagnostic statement so it contains no
legally questionable language. Use imaginary etiological factors
if you need to.

Critiquing the NANDA-I System

Despite the potential benefits, some nurses have criticized
the use of standardized language and the NANDA-I tax-
onomy in particular. The following are some objections
and responses to counter them:

1. Criticism: The labels are hard to use or not useful.
They are too abstract to be useful (e.g., Ineffective
Coping).

Some labels are merely reworded medical diag-
noses (e.g., Decreased Cardiac Output).

Few people outside nursing know what the labels
mean (e.g., “Why not just say ‘tooth decay’ or ‘miss-
ing teeth’ instead of ‘Impaired Dentition’?”).

Response: These are legitimate concerns, but when
you know the label definition, the term is more mean-
ingful. Also, you can make the labels more specific and
useful by adding descriptors, etiological factors, and
defining characteristics to the diagnostic statement.
Compared with the terminology for describing medical
diagnoses, the NANDA-I system is relatively new (re-
call that it was begun just over 30 years ago). Consider
that not long before that time, AIDS was not a medical
diagnosis. All classification systems evolve and change,
so many of the difficulties with individual labels will be
revised as the terminology is refined.

2. Criticism: The NANDA-I diagnoses have not been
researched. Historically, this has been true.

Response:

An elected diagnostic review committee evaluates
each submitted diagnosis to determine whether it
complies with the criteria for inclusion in the taxon-
omy. Also, a label can be approved for testing. It
must be validated by the literature, preferably re-
search based, to remain on the approved list.
Research on the labels has been conducted and is
continuing. In 1994, a research team at the University
of Iowa (the Nursing Diagnosis Extension Classifica-
tion [NDEC]) began collaborating with NANDA-I to
extend and refine the NANDA-I work. They have
begun to address some of the difficulties with the
labels, such as specificity, clinical usefulness, and
clinical testing.

3. Criticism: Using a NANDA-I label to describe
health status is “labeling”—it dehumanizes and
stereotypes the patient. The most serious criticisms
are leveled by those who say that nurses should not
use any standardized languages to describe nursing
knowledge and nursing work.

Response:
If this is true, then medical diagnoses would meet
the same objection.
This objection ignores the fact that we must name
objects and ideas in order to communicate them to
other people.
Many of the criticisms arise out of disillusionment. It
may be that nurses expect too much from nursing di-
agnosis. Although it is important, it is, after all, merely
a process for identifying, naming, and communicat-
ing patient health status. We should not expect it to be
the “magic bullet” that single-handedly cures all
problems of the nursing profession and the patients.

Try not to reject the idea of standardized language
just because of a few problematic labels. You do not
need to use the official NANDA-I labels exclusively. If
you are uncomfortable with a label, change the wording
to make it more useful, or write a completely new label.
Key Point: Remember, the point of a standardized lan-
guage is to more clearly communicate the nature of the
patient problem in nursing terms.

For a more comprehensive critique of standardized
nursing language, and the NANDA-I system in particular,

) Go to Student Resources: Chapter 4, Supplemental
' Materials: Critique of Standardized Nursing Language,
on DavisPlus.
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Toward Evidence-Based Practice

Nursing diagnoses, interventions and outcomes—application
and impact on nursing practice: Systematic review. Journal of
Advanced Nursing, 56(5),514-531.

| Miiller-Staub, M., Lavin, M.A., Needham, |, et al. (2006).

Researchers analyzed the content of 36 published studies to
examine the outcomes of using nursing diagnosis. Specifically,
they looked at effects on quality of patient assessments,
accuracy, and completeness of nursing diagnoses, and on
coherence among nursing diagnoses, interventions, and
outcomes documented. They found the following:

= Nursing diagnosis use improved the quality of
documented patient assessments.

= The completeness of nursing diagnoses in practice is
problematic; signs and symptoms or etiology were often
lacking or incompletely described.

= There was some evidence for coherent use of documented
nursing diagnoses, interventions, and outcomes.

.m To explore learning resources for this

chapter,

E Go to DavisPlus at DavisPl.us/Wilkinson3.

Chapter Resources for Chapter 4:
Response sheets for all learning activities
Resources for Caregivers and Health Professionals

Reading More About Nursing Process: Diagnosis
(suggested readings)

Concept Map of chapter content
Interactive Case Studies
NCLEX-Style and Chapter Review Questions
Chapter Overview Podcasts

For references cited in this chapter,

E Go to Volume 2, References Cited.

= There was some evidence that nursing diagnosis
improved the quality of interventions documented.

= There was no evidence that use of nursing diagnosis
improved outcomes in patients.

I. What do you think “coherence among nursing diagnoses,
interventions, and outcomes” means?

2. From this study, could you reasonably infer that using nursing
diagnosis would improve the quality of your nursing assessments?
Why or why not?

3. From this study, could you reasonably infer that using nursing
diagnosis led to nurses’ documenting their interventions better!
Why or why not?

Go to Student Resources: Chapter 4, Toward Evidence-
Based Practice Suggested Responses, on DavisPlus.
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B Outcomes

Learning Outcomes Key Concepts

After completing this chapter, you should be able to:

» Describe formal, informal, initial, » Define the following terms: goal, outcome, Goals/outcomes
ongoing, and discharge planning. expected outcome, nursing-sensitive outcome. Patient care plan
» ldentify patients who need a » Differentiate between short-term and Planning
comprehensive, formal discharge plan. long-term goals.
» Explain the importance of a written » Explain how a goal is derived from a Related Concep’rs
plan of care. nursing diagnosis. See the Concept Map on DavisPlus.
» Describe the information contained ina  » Differentiate between essential and
comprehensive patient care plan. nonessential goals.
» Compare critical pathways to integrated  » Write appropriate goals for actual, risk,
plans of care (IPOCs) and other and possible nursing diagnoses.
standardized care-planning documents.  » Use standardized terminology to state
» Discuss the advantages and disadvantages patient goals.
of computerized care planning. > Write realistic specific, concrete, and
» Describe a process for writing an observable goals that do not conflict
individualized care plan, making use of with the medical plan of care and are
available standardized care-planning stated in terms of patient responses/
documents. behaviors.

MeetVour Patient

Ben Ivanos has just been admitted to an orthopedic unit
after a motorcycle accident. Mr. Ivanos is 24 years old, nor-
mally healthy, and takes no medications. He has casts and
traction on both legs and a cast on one arm. He is receiv-
ing morphine sulfate intravenously via a patient-controlled
analgesia (PCA) pump. Imagine that you are an orthopedic
nurse and must plan care for Mr. lvanos.You rank the fol-
lowing nursing diagnoses as highest priority:

I. Acute Pain secondary to musculoskeletal trauma (arms,
legs, body) and muscle spasms

2. Risk for Peripheral Neurovascular Dysfunction second-
ary to casts/traction

84
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You write the following desired outcomes (goals) on
the care plan:

Qoals for diagnosis 1

Demonstrates correct use of PCA pump.
Rates pain not higher than 4 on a scale of | to 10 at all times.

Qoals for diagnosis 2

Peripheral pulses palpable
Fingers and toes warm

TheoreticalKnowledge
knowing why

This text separates the process of planning outcomes
from the process of planning interventions because, al-
though related, they are distinctly different activities.
This chapter (1) describes planning as a general process,
(2) explains how to create a patient care plan, and (3)
discusses how to write patient goals/expected out-
comes. Chapter 6 explains how to plan nursing inter-
ventions and write nursing orders.

ABOUT THE KEY CONCEPTS

To help you understand and remember the content in
this chapter, try to organize what you learn under the
key concepts of planning, goals and outcomes, and pa-
tient care plans. Planning is the broad umbrella term
that “covers” the rest of the chapter concepts. In this
chapter, you will learn how they are all related.

WHAT IS PLANNING?

The professional nurse is responsible for care planning,
and cannot delegate it. However, you should be aware
that some healthcare facilities list care planning in their
job description for licensed practical or vocational
nurses. Certainly licensed practical (or vocational)
nurses (LPNs/LVNs) can provide valuable input for
registered nurses (RNs) who are planning the care.
Box 5-1 lists American Nurses Association (ANA)
standards that specifically identify planning as the
role of the registered nurse.

Planning can be formal or informal. Formal planning
is conscious and deliberate. It involves decision making,
critical thinking, and creativity (Wilkinson, 2011). Dur-
ing the planning phases of the nursing process, you will
work with the patient and family to derive desired out-
comes from identified patient problems (e.g., nursing
diagnoses) and then to identify nursing interventions to

Fingers and toes without pallor or cyanosis
No edema of fingers and toes
Capillary refill less than 3 seconds

These goals will guide you in choosing nursing interven-
tions for relieving Mr. Ivanos’s pain and preventing peripheral
neurovascular dysfunction.VWhen the nursing shift changes,
the written care plan provides directions for the new care-
givers so that they will continue to focus on Mr. Ivanos’s
most important needs.

help achieve those outcomes. The end product of formal
planning is a holistic plan of care that addresses the
patient’s unique problems and strengths.

Not all plans are written. Informal planning occurs
while you are performing other nursing process steps.
For example, while performing neurovascular checks
for Ben Ivanos, you might discover that he is not obtain-
ing adequate pain relief. Reflect on this situation. What
would you do? Any response in that scenario would re-
quire some mental planning. For example, you might
make a mental note (plan) to notify the patient’s pre-
scriber for an increase in the analgesic dose.

How Is Planning Related to Other Steps

of the Nursing Process?

Nursing process steps are overlapping and interdependent.
To develop a plan of care with realistic goals and effective
nursing orders, you must have accurate, complete assess-
ment data and correctly identified and prioritized nursing
diagnoses. The goals/desired outcomes flow logically from the
nursing diagnoses. By stating what is to be achieved, the
goals then suggest nursing interventions (which are written
as nursing orders in the planning interventions phase). The
plan of care is carried out in the implementation phase. In the
evaluation step, the goals/desired outcomes serve as criteria
for evaluating whether the nursing care has been effective.
Figure 5-1 illustrates the relationship of planning outcomes
to the other stages of the nursing process.

Initial and Ongoing Planning

Initial planning begins with the first patient contact.
It refers to the development of the initial comprehen-
sive care plan, which should be written as soon as
possible after the initial assessment. The nurse who
performs the admission assessment has the benefit of
personal contact (rather than relying completely on
the written database), has the best information about
the patient, and, ideally, is the one who should initiate
the care plan.
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BOX 5-1 m American Nurses Association Standards of Nursing Practice for Outcomes and Planning

Standard 3. Outcomes ldentification

The registered nurse identifies expected outcomes for
a plan individualized to the patient or the situation.
Competencies

The registered nurse:

Involves the healthcare consumer, family, healthcare providers,
and others in formulating expected outcomes when
possible and appropriate.

Derives culturally appropriate expected outcomes from the
diagnoses.

Considers associated risks, benefits, costs, current scientific
evidence, expected trajectory of the condition, and clinical
expertise when formulating expected outcomes.

Defines expected outcomes in terms of the healthcare
consumer, healthcare consumer culture, values, and ethical
considerations.

Includes a time estimate for attainment of expected outcomes.
Develops expected outcomes that facilitate continuity of care.

Modifies expected outcomes based on changes in the status
of the healthcare consumer or evaluation of the situation.

Documents expected outcomes as measurable goals.

Standard 4. Planning

The registered nurse develops a plan that prescribes
strategies and alternatives to attain expected outcomes.
Competencies

The registered nurse:

Develops an individualized plan in partnership with the person,
family, and others considering the person’s characteristics or
situation, including, but not limited to, values, beliefs, spiritual
and health practices, preferences, choices, developmental

level, coping style, culture and environment, and available
technology.

Establishes the plan priorities with the healthcare consumer,
family, and others as appropriate.

Includes strategies in the plan that address each of the
identified diagnoses or issues.These may include, but are
not limited to, strategies for:

= Promotion and restoration of health

= Prevention of illness, injury, and disease

= The alleviation of suffering

= Supportive care for those who are dying
Includes strategies for health and wholeness across the life span.
Provides for continuity in the plan.

Considers the economic impact of the plan on the healthcare
consumer, family, caregivers, or other affected parties.

Integrates current scientific evidence, trends, and research.

Utilizes the plan to provide direction to other members of
the healthcare team.

Explores practice settings and safe space and time for the
nurse and the healthcare consumer to explore suggested,
potential, and alternative options.

Defines the plan to reflect current statutes, rules and regulations,
and standards.

Modifies the plan according to the ongoing assessment of
the healthcare consumer’s response and other outcome
indicators.

Documents the plan in a manner that uses standardized
language or recognized terminology.

Note:There are additional standards for advanced practice nurses.
Source: American Nurses Association. (2010). Nursing: Scope and
standards of practice (2nd ed.). Silver Spring, MD: Author.

You may sometimes need to begin care planning even
though the initial database is incomplete. For example,
the patient may require emergency care before assess-
ment is complete. Or a different patient may need your
immediate attention. In such situations, make a prelimi-
nary plan with whatever information you have. You can
complete and refine the plan when you are able to per-
form a more detailed assessment.

Ongoing planning refers to changes made in the
plan (1) as you evaluate the patient’s responses to care
or (2) as you obtain new data and make new nursing
diagnoses. For example, the nurses discovered that Ben
Ivanos (Meet Your Patient) had not slept well on his first
night in the hospital. They identified a new nursing di-
agnosis for him: Disturbed Sleep Pattern r/t unfamiliar
environment and pain. They then developed a plan for
addressing this problem. Ongoing planning allows you
to decide which problems to focus on each day that you
care for the patient.

Discharge Planning

If the recommended length of stay for patients with sur-
gical reduction of fractures is 2 days, then Ben Ivanos
will still have casts on his arm and both legs when he
leaves the hospital. Obviously, he will not be able to
manage his own activities of daily living (shopping,
cooking, bathing, etc.). What questions come to your
mind when you think about how he will manage after he
leaves the hospital? Stretch your mind—take a moment
now to jot down your ideas.

You may have thought of some questions: Is there
anyone who can help Mr. Ivanos with his personal care?
Will he need to go up and down stairs? Who will drive
him home from the hospital? Can he be discharged
home or will he need to go to a rehabilitation facility?
How soon does he need to see his primary care
provider? Can he get to the provider’s office? How will
he manage his pain at home; what will he use in place of
the PCA narcotics?
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FIGURE 5-1 Nursing process phases: Planning outcomes.

Discharge planning is the process of planning for
self-care and continuity of care after the patient leaves
a healthcare setting. Ben Ivanos’s case is not unusual.
In the United States, outpatient surgeries and short
hospital stays are the norm. Many patients are dis-
charged despite ongoing need for nursing care and
complex treatments. Therefore, nurses must prepare
family members to perform tasks such as bathing,
changing sterile dressings, and monitoring intra-
venously administered medications. If family mem-
bers are not available or if skilled nursing care is
needed, arrangements must be made for home health-
care or transfer to a skilled nursing or rehabilitation fa-
cility. Sometimes a case manager is assigned, but often
staff nurses must plan and coordinate services. If ap-
propriate services are not provided or if family mem-
bers perform care incorrectly, the patient may experi-
ence delayed recovery or complications that require
further treatment or hospital readmission.

To learn more about the process of discharging
patients from an institution, refer to the section
Maintaining Trust During Transitions in Chapter 11
and

‘ Go to Chapter |1, Procedure 11-4, Discharging a Patient
from the Healthcare Facility, in Volume 2.

Discharge Planning Begins at Assessment
Because patients are in the surgery center or hospital for
such a short time, discharge planning must begin at the

CHAPTER 5 Nursing Process: Planning Outcomes 87

initial assessment, which should include the following
patient data:

= Physical condition and functional and self-care
limitations

= Emotional stability and ability to learn

= Financial resources (e.g., personal finances, insur-
ance, community resources such as food stamps,
Medicaid)

= Family or other caregivers available

= Caregiving responsibilities the patient may have for
others

= Environment, both home and community (e.g., stairs,
space for supplies and equipment, availability of trans-
portation to healthcare services)

= Use of community services before admission

= Estimated date of discharge. Some agencies require
this be done at the time of admission, except for situ-
ations such as admission from the emergency depart-
ment or a critical care unit. This may require collabo-
rative effort.

Written Discharge Plans

All patients need at least some discharge planning, but
you will not always need a separate, written discharge
plan. For example, a middle-aged patient who has been
hospitalized for deep vein thrombosis (a blood clot in a
major vein, usually the lower leg) will be able to care for
herself independently when she goes home. For this pa-
tient, you could simply write on the comprehensive care
plan a nursing order to teach her about the side effects of
the warfarin (Coumadin, an anticoagulant) she will be
taking at home. In contrast, you will probably need a
comprehensive, formal discharge plan if the patient is an
older adult or has one or more of the following (Jweinat,
2010; NSW Department of Health, 2011; Walker, Hogstel,
& Curry, 2007):

= Personal characteristics that interfere with self-care, such as
the following:
Difficulty learning or a memory deficit
Emotional or mental illness
Poor mobility
Self-care deficits (e.g., dressing, feeding, bathing,
toileting)
Incontinence
= Disease or treatment characteristics; coexisting illness
Terminal illness
Complicated major surgery
Complex treatment regimen or more than three med-
ications to continue at home
An illness with an expected long period of recovery
A newly diagnosed or multiple chronic health prob-
lems (e.g., diabetes, chronic pain)
Preexisting wound
Malnutrition
= Social or family factors
Inadequate services available in the community
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Inadequate financial resources
No family or significant others to help provide care

For an example of a discharge planning form,

.3 Go to Chapter 5, Discharge Planning Form, inVolume 2.

' ‘4_3: Discharge Planning for Older Adults

The percentage of older adults in hospitals is
quite high, and they tend to have complex needs
when discharged. Therefore, when an older adult is
hospitalized, it is especially important to start dis-
charge planning at the initial admission assessment.
This means that assessment of functional abilities,
cognition, vision, hearing, social support, and psycho-
logical well-being must be a part of the initial assess-
ment so that you can identify needed services at dis-
charge. A comprehensive discharge process for older
adults should help to achieve the following objectives:

= Maintain functional ability.

= Lengthen the time between rehospitalizations.

= Involve all concerned parties in decision making.

= Improve interagency communication (e.g., hospital
to nursing home).

= Emphasize client and family involvement and inter-
disciplinary collaboration (Walker, Hogstel, & Curry,
2007).

Discharge Planning Requires Collaboration
Comprehensive discharge planning involves signifi-
cant collaboration. Ideally, it is done with, not for, the
patient—patient involvement is important for achiev-
ing desired outcomes. In addition, a patient’s postdis-
charge needs often call for services from a multidiscipli-
nary team, which may include home care service
personnel; private-duty nurses; physical therapists;
social service professionals; speech, occupational, and
hearing therapists; physicians; and members of the
patient’s family.

Knowledge

= What does the nurse do in the planning phases of the nursing
process!

= What is the purpose of initial planning? Ongoing planning?
Discharge planning?

PATIENT CARE PLANS

The comprehensive patient care plan (also called nurs-
ing care plan) is the central source of information needed
to guide holistic, goal-oriented care to address each
patient’s unique needs. It is a document—usually several
documents—that specifies dependent, interdependent,
and independent nursing actions necessary for care of a
specific patient. It usually combines both standardized
and individualized approaches to care.

Why Is a Written Patient Care Plan

Important?
A well-written comprehensive care plan benefits the
patient and the healthcare institution by:

= Ensuring that care is complete. Specific written
directions are less likely to be overlooked by busy
caregivers (e.g., “Turn patient hourly”).

= Providing continuity of care. This helps ensure that
when an effective intervention is found, all caregivers
will use the same approach with the patient. For ex-
ample, suppose a child who is dehydrated refuses to
drink any liquids. The day nurse discovers the child
will eat red, and only red, popsicles. If he fails to note
that on the care plan, the night nurse may be unable to
persuade the child to take oral liquids and may have
to administer fluids intravenously to prevent further
dehydration.

= Promoting efficient use of nursing efforts. Specific,
written instructions help to ensure that nurses do
not waste time on ineffective approaches. In the pre-
ceding example, the night nurse may waste a great
deal of time trying to persuade the child to drink
liquids.

= Providing a guide for assessments and charting.
Nursing orders and goals/expected outcomes on the
care plan can help you plan your activities and ensure
nothing is omitted from your documentation.

= Meeting the requirements of accrediting agencies.
The Joint Commission and professional standards re-
view organizations (PSROs) require a patient-specific
plan of care.

What Information Does a Comprehensive

Patient Care Plan Contain?

Regardless of their format, comprehensive care plans
include directions for four different kinds of care and
include both medical and nursing interventions:

1. Basic needs and activities of daily living (ADLs). This
includes the routine assistance that the patient needs
with hygiene, nutrition, elimination, and so on, re-
gardless of her nursing diagnoses.

2. Medical/multidisciplinary treatment. Nurses need to
know the medical orders for each patient (e.g.,
prescriptions for IV fluids and medications) and
the nursing activities necessary for carrying out
those orders.

3. Nursing diagnoses and collaborative problems. This
section may be referred to as the nursing diagnosis
care plan. It contains goals and nursing orders for
the patient’s nursing diagnoses and collaborative
problems.

4. Special discharge needs or teaching needs. Finally,
the plan should contain instructions for formal
discharge planning and special teaching if they are
needed.



What Documents Make Up a

Comprehensive Patient Care Plan?

You will use a variety of documents to create a care
plan. Care plans vary widely in format, appearance, and
use. In most healthcare organizations, caregivers use
preprinted, standardized plans that can be adapted to
meet individual needs. Figure 5-2 shows the documents
that are most commonly included in a comprehensive
patient care plan.

Form for Client Profile and Basic Needs

Some essential client data either do not change or are
used or updated often. This includes the client’s profile
(e.g., age, providers, drug allergies, and so on), basic
needs (e.g., for hygiene, nutrition, and elimination), and
diagnostic tests and treatments (e.g., laboratory tests,
radiology procedures, and respiratory therapy). To pro-
vide quick and easy access, such information is usually
recorded on standardized forms and not organized ac-
cording to medical or nursing diagnoses (see Fig. 5-2A).
These are often in electronic format, but may be printed
on cardstock and kept in a central location easily acces-
sible to all care providers. For an example of a printed
Kardex,

Go to Student Resources: Chapter 5, Tables, Boxes,
Figures: ESG Figure 5-1, on DavisPlus.

For clients who require more than routine attention
to their basic needs, you may need to write a nursing
diagnosis care plan. Examples include a client with
no appetite and the nursing diagnosis Imbalanced
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Nutrition: Less Than Body Requirements, or an immo-
bile client with the diagnosis Risk for Impaired Skin
Integrity.

Preprinted, Standardized Plans

As shown in Figure 5-2B, a comprehensive care plan
usually includes one or more preprinted, standardized
documents. It would be too time consuming to hand-
write a complete care plan for every patient. Standard-
ized plans save nursing time, promote consistency of
care, and help ensure that nurses do not overlook im-
portant interventions. You will find standardized in-
structions for patient care in a variety of documents. A
document may (1) contain nursing or multidiscipli-
nary interventions and (2) prescribe care for one or
more nursing diagnoses (e.g., Anxiety) or a disease or
medical condition (e.g., pneumonia). The following
are examples of standardized, preprinted instructions
for care.

Policies and Procedures

Policies and procedures are similar to rules and reg-
ulations. When a situation occurs frequently or re-
quires a consistent response regardless of who handles
it, management develops a policy to govern how it is to
be handled. You should consider individual needs and
use critical thinking to interpret policies in a caring
manner. For example, in some critical care units a pa-
tient is allowed one visitor for 10 minutes each hour.
Imagine, though, that a patient is expected to die soon,
and that his daughter has come from a distant state

Client profile, basic needs Critical pathways
AN Policies and procedures
AAAANA N — .
(A) Form for C“‘em Standards of care
A~ A profile, basic —
neE‘d_S,_ ADL_& and Practice guidelines |
multidisciplinary
plans Preprinted nursing ||
diagnosis care plans
No. 1 (B) Preprinted,
Nursin Nursin Protocols standardized
diagnogis Goals ordersg Evaluation || plans, both
nursing and
multidisciplinar
No. 2 P y
Nursing Nursing )
diagnosis Coas orders SR Special discharge Special teaching
. lan/instructi I
FIGURE 5-2 Components of a patient — panneTeTone e
care plan. A, Form for client profile, ABhE SAANAN | A
i idiccipli Nursing Nursing ) AN AAASAANA
basic needs,A!DLs, and multld.lsapllnary dingnouis | @S | orders” | Evaluation PUPSAR I PPN
plans. B, Preprinted, standardized plans, PSS PSS
both nursing and multidisciplinary. C, R Bl B P I PU S
.. . AAAL | A AN
Individualized care plans to address P (C) Individualized (D) Special (E) Special
nursing diagnoses. D, Special discharge care plans to discharge teaching
plan and/or instructions. E, Special address nursing plan and/or plan

teaching plan.

diagnoses instructions
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and brought her three children for one last visit. Would
you tell the daughter to take the children in to see their
grandfather? Would you insist that she follow the rule
and send them in without her, one at a time over a pe-
riod of 3 hours?

Protocols

Protocols cover specific actions usually required for
a clinical problem unique to a subgroup of patients.
For example, not every patient on a medical-surgical
unit is at risk for falls, but many are. Therefore the
nurse would add a falls protocol to the care plan for
a patient in that subgroup, such as in Figure 5-3.
Protocols may be written for a particular medical diag-
nosis (e.g., seizure), treatments (e.g., administration of
oxytocin to induce labor), or diagnostic tests (e.g., bar-
ium enema). They contain both medical and nursing
orders. Some include definitions and rationales for
interventions.

Unit Standards of Care

Unit standards of care describe the care that nurses are
expected to provide for all patients in defined situations
(e.g., all women admitted to a labor unit or all patients
admitted to the critical care unit). In this way, they are
similar to protocols. Unlike protocols, however, they
(1) apply to every patient in a defined situation, rather
than a subgroup; (2) do not become part of the patient’s
care plan but are kept on file on the unit; and (3) do not
usually include specific medical orders. Instead of de-
scribing ideal care, standards of care describe the mini-
mum level of care the nurses are expected to achieve
given the institution’s resources and the client popula-
tion. Unit standards of care usually are not organized ac-
cording to nursing diagnoses and they usually resemble
a list of “things to do” (e.g., complete comprehensive
assessment within 2 hours of admission) rather than
detailed instructions for care.

(/! Shawnee Mission

™= Medical Center

A Seventh-day Adventist Community Service

Patient Care Protocol

Title: Fall or Injury/Disruption of Care, Care of the Patient at Risk for

Effective Date: mm/dd/yyyy

Expected Outcome:

Relevant Information:
Assessment: 1.

Interventions:
® Avoiding clutter in room.

Educate patient and family about:

The patient at risk for falls will be identified and preventive measures initiated.

The patient will not pull out indwelling devices.

Initiate this protocol for adult patients who have a Conley Fall Scale score of >3.

The Conley Fall Scale will be administered on admission to adult inpatients. Further assessment
will be based on patient population and identified patient need.

Make alterations in environment, such as:

e Moving patient closer to Nursing Station if indicated.
e  Making sure call light, telephone, and other personal items are within reach

»  The possibility that family and friends may be called upon to stay with patient with high
risk for fall or injury or who attempts to pull out indwelling devices.

» The possibility that, if the above measures are not successful in reducing the patient’s fall
risk or preventing attempts to pull out indwelling devices, alternative measures such as the
use of restraints may have to be considered.

Evaluation: 1.

Evaluate frequently to determine whether expected outcome is being met. Change

strategies as needed to reduce fall risks or to prevent disruption of indwelling devices.

2. Criteria for initiation of Restraint Protocol:

= Ifinterventions have been implemented and patient continues to be at risk of falling or
disrupting medical treatment, the protocol Care of the Patient in Restraint for
Medical/Surgical Management is initiated.

e  The CRN/Supervisor is notified at the time the restraint is initiated for med/surg
management and reviews the need for restraint.

FIGURE 5-3 Portion of Patient Care Protocol for patient at risk for falls. (Source: Courtesy of Shawnee Mission Health System, Shawnee Mission,

KS, 66204.)
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= Think of some other “defined situations” for which unit
standards of care might be useful.
= Suggest some other subgroups for which a protocol might be
appropriate.

Standardized Patient Care Plans

Standardized (model) patient care plans detail the
nursing care that is usually needed for a particular nurs-
ing diagnosis or for all nursing diagnoses that com-
monly occur with a medical condition. Figure 5-4 is a
standardized care plan for a single nursing diagnosis.
Although similar to unit standards of care, model care
plans are different in that they usually:

= Provide more detailed interventions. They may add to
or delete from unit standards of care.

= Are organized by nursing diagnosis and include spe-
cific patient goals and nursing orders.

= Are a part of the patient’s comprehensive care plan
and become a part of the permanent record.

= Describe ideal rather than minimum nursing care.

= Allow you to incorporate addendum care plans.

= Include checklists, blank lines, or empty spaces so that
you can individualize goals and interventions.

Students sometimes purchase model care plan books.
You can use them as guides, but be aware that they do
not address a client’s individual, specific needs. For this
reason, they may lead you to focus on the common,
predictable problems and overlook an unusual—and
perhaps more important—problem the person is experi-
encing. Beginning with the standardized plan may stifle
your creativity. It is best to first use the process for
writing a patient care plan (see What Is the Process for
Writing an Individualized Patient Care Plan? later in
this chapter) and then consult the model plan to see
whether you have missed anything.

Critical Pathways

Critical pathways are often used in managed care sys-
tems. They are outcomes-based, interdisciplinary plans
that sequence patient care according to case type. They
specify predicted patient outcomes and broad interven-
tions for each day, or in some situations, for each hour
(Fig. 5-5). They describe the minimal standard of care
required to meet the recommended length of stay for pa-
tients with a particular condition or diagnosis-related group
(DRG; e.g., postpartum, myocardial infarction, or total hip
replacement). An agency usually develops critical path-
ways for its most frequent case types or for situations in
which standardized care can produce predictable out-
comes. Although critical pathways are developed by a
multidisciplinary team, they tend to emphasize medical
problems and interventions. Because critical pathways de-
scribe the expected outcomes of multidisciplinary care,
they do not provide a way to judge nursing effectiveness—
you will learn about nursing-sensitive outcomes later in the
chapter.
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Integrated Plans of Care

Integrated plans of care (IPOCs) are standardized
plans that function as both care plan and documentation
form. Therefore, there is a different form—or sometimes
a different column—for each day of care. Many critical
pathways are designed as IPOCs; however, IPOCs do
not necessarily (1) organize care according to diagnosis,
(2) describe minimal standards of care, or (3) specify a
timeline for interventions and outcomes. For an exam-
ple of an IPOC,

g Go to Chapter 5, Tables, Boxes, Figures: ESG Figure 5-2,
' on DavisPlus.

Individualized Patient Care Plans

Nurses use individualized patient care plans to address
nursing diagnoses unique to a particular client (Fig. 5-2C).
These care plans reflect the independent component of
nursing practice, and therefore best demonstrate the
nurse’s critical thinking and clinical expertise. In addition
to including goals and nursing orders that you write
specifically for a patient, a complete individualized care
plan may contain standardized single-problem care plans
(see Fig. 5-4).

Standardized plans focus on the common problems
and interventions needed by most patients. They do not
address unusual problems and may not meet a patient’s
individual needs. You should always adapt standard-
ized plans by adding the necessary nursing diagnoses,
goals/outcomes, and nursing orders they do not in-
clude. For example, a standardized plan for a client with
a myocardial infarction (heart attack) would undoubt-
edly prescribe care for the nursing diagnosis Pain and
the potential complication of heart failure. However, it
might not address the needs of a person who is not com-
plying with treatments because he is in denial about his
illness (nursing diagnosis: Ineffective Denial). An indi-
vidualized plan for resolving the patient’s denial would
improve the likelihood that the rest of the plan will be
successful.

You may sometimes include medical orders in a nurs-
ing diagnosis or collaborative problem care plan, espe-
cially in a student care plan. For example, for a client
with a nursing diagnosis of Deficient Fluid Volume, you
might list the medical prescription for intravenously
administered fluids in the Nursing Orders column.

Nursing Diagnosis

Deficient Fluid Volume
related to vomiting
and diarrhea

Nursing orders
1. Check skin turgor q4hr
2. Medical order:

IV normal saline,

150 mL/hr

Special Discharge or Teaching Plans

Anursing plan of care may also contain one or more dis-
charge or teaching plans (see Fig. 5-2D). These are some-
times referred to as special-purpose or addendum care
plans. You can address routine discharge planning and
teaching needs by using standardized plans or by
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PATIENT PLAN OF CARE - GENESIS MEDICAL CENTER - Davenport, lowa

PAIN, ACUTE: Experience of an unpleasant sensory and emotional sensation for a duration of less than 6 months.
SIGNS & SYMPTOMS: Observed or reported (select at least 2)

D Change in BP

D Patient’s self-report of pain

|:| Change in respiratory pattern

D Restlessness
D Diaphoresis
|:| Whimpering

D Grimacing
D Increased muscle tension

|:| Whining

OUTCOME SCORING

D Crying

D Change in pulse rate

RELATED FACTORS OUTCOMES ADM INTERVENTIONS
[ ] Physical injuring Pain-control behavior [ ] Pain management
agent — Recognizes
|:| bsvehological causal factors |:| Analgesic administration
Psychologica — Uses non-
injuring agent analgesic relief ] Patient-controlled analgesic (PCA)
measures assistance
— Uses analgesics
appropriately |:| Analgesic administration: Intraspinal
— Reports pain
controlled |:| Environmental management: comfort
Pain level ) )
—_ Anxiety reduction
— Oral/facial D
expressions of [ ] Transcutaneous electrical nerve
pain . stimulation (TENS)
— Change in
respiratory rate, [ ] Heat/cold application
heart rate, BP
— Restlessness Distraction
— Reported pain D
Comfort level [ ] simple relaxation therapy
— Reported .
satisfaction with [] simple massage
symptom control
—yExF[)Jressed |:| Developmental care
satisfaction with
pain control [ ] Preparatory sensory information
— Reported o
physical well- [ ] Positioning
being
Definition of 2 3 4 5
scoring scales
Pain control — Never Rarely Sometimes Often Consistently
Personal actions to demonstrated demonstrated demonstrated demonstrated demonstrated
control pain
Pain level — Severe Substantial Moderate Slight None
Severity of reported
pain
Comfort level — None Limited Moderate Substantial Extensive
Extent of physical
and psychological
ease
Diagnosis
Date Initiated RN Initials

Date Resolved

FIGURE 5-4 Computer printout of standardized care plan for a single nursing diagnosis using standardized language. (Source:

Adapted from Genesis Medical Center, Davenport, IA, 52804. Used with permission.)
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HOSPITAL OF THE UNIVERSITY OF PENNSYLVANIA
B
| TOTAL LOWER JOINT (HIP/KNEE)
CLINICAL PATHWAY
ELIGIBILITY CRITERIA: All primary unilateral total hip or total knee
replacements
EXPECTED LOS: 3 Days ADDRESSOGRAPH
CLINICAL KEYS:
1. Pain managed midpoint on painscale
2. Transfer to chair/commode with assistance POD 1; Ambulate in room, bathroom POD2
3. DVT precautions
4. Discharge plan completed by POD2
5. Patient verbalizes knowledge of hip or knee precautions
6. Knee motion 10 to 70 or better (TKA patients only)
PACU IMMED. POST- OP POD 1 POD 2 POD 3-4
ASSESSMENTS [ ¢« NV checks with VS * NV check / VS q 4hr — * NV check / VS q 8hr —
glh x 4
« Pain - — - -
« Effects of narcotics/ | — - - -
tolerance
*1&0 X 24hr *S/S DVT - - -
* Pulse Ox g8ifon 02 |— « Pulse Ox X 1 on RA |+ D/C pulse ox if 02 D/C
« Dsg/wound status g4 |+ Dsg/wound status q8 | —
CONSULTS *PT — (If not done already)
* PMR — (If not done already)
TESTS « A/P hip X-ray (THA) «CBC - « A/P hip X-ray
* A/P knee X-ray (TKA) * INR (if on warfarin) -
TREATMENTS |+ 02 * D/C O2 if sat 94% - -
* Incentive spirometry — - -
« Order walker (hip « D/C foley
chair, elevated « Dressing change (1st |+ Dressing change q -
commode if needed) dsg change by MD) day and pm
* Pneumatic - - -
compression device
(ankle for knees, calf
for hips)
MEDICATIONS [+ PCA or epidural - « IV heplock * D/C heplock
» Anticoagulation - - -
« Consider conversion |+ D/C PCA/PCEA
to oral pain meds * PO pain meds
ACTIVITY « Bedrest - * OOB to chair BID *+ OOB TID -
« Hip precautions if — - - -
THA — - - -
* CPM for total knee * Weight bear per order | — -
* Ambulate with - -
assistive device
*PT X2 -
NUTRITION *NPO * NPO — ice — advance | * Regular - -
to full as tolerated
EDUCATION / [+ Deep breathing  Pain management - N -
D/C PLANNING | exercises « Initiate d/c plan * Home vs rehab » S/S wound infection -
decision » Medications -
« Anticoagulation if « Activity level « Car transfer
indicated * D/C plan in place
Transfer to rehab when: Discharge to home when:
1. Able to participate in care 1. Mobility and ADL'’s appropriate for degree of assistance at home
2. Tolerating 2 physical therapy sessions and home environment
3. Not requiring IV pain medicine 2. Appropriate assistive device and necessary adaptive equipment is used
4. Blood values are stable 3. Independent with hip/knee precautions
5. Motivation is commensurate with projected 4. Independent with home exercise program or ongoing PT in the
functional status home or outpatient
**|F D/C TO HOME, ENSURE APPROPRIATE CONSULTS TO ARRANGE
HOME CARE FOLLOW-UP AND EQUIPMENT

FIGURE 5-5 Portion of a critical pathway. (Source: Hospital of the University of Pennsylvania, Philadelphia, PA. Used with permission.)
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including teaching as part of the nursing orders on an
individualized care plan. For example, a care plan for
the diagnosis Acute Pain might include the nursing
order, “Teach patient to splint incision when turning in
bed.” Chapter 19 shows an example of a teaching plan
for the diagnosis Deficient Knowledge.

Computer Plans of Care

Many healthcare organizations use electronic health
records, including computer-generated care plans. The com-
puter stores standardized plans (e.g., for nursing diag-
noses, medical diagnoses, or diagnosis-related groups
[DRGs]). When you enter a diagnosis or a desired out-
come, the computer generates a list of suggested interven-
tions. You then choose appropriate interventions from the
list, individualize by choosing from checklists, or type in
your own interventions and strategies.

Computer prompts help ensure that you consider a
variety of actions and keep you from overlooking com-
mon and important interventions. After the initial learn-
ing curve, they also reduce the time spent on paperwork.
However, computerized planning requires constant use
of a step-by-step thinking process, which may cause a
decrease in intuition, insight, ability to care, and nursing
expertise (Harris, 1990; Kossman & Scheidenhelm, 2008).
You must resist the temptation to accept “one size fits
all” solutions. Always look for creative approaches that
might be more effective for a particular individual.
Think, “What would work for this person?”

ESG Figure 5-3 at DavisPlus shows a computer screen
displaying a care plan for the nursing diagnosis Im-
paired Mobility. Most computer programs allow you to
print the plan.

a Go to Student Resources: Chapter 5, Tables, Boxes,
= Figures: ESG Figure 5-3, on DavisPlus.

Knowledge

= In addition to care related to the patient’s basic needs, what
other types of information does a comprehensive care plan
contain?

= How are critical pathways different from other standardized
care plans?

= What is the main disadvantage of computerized and
standardized care plans?

»
£AA Like a Nurse
Suppose a nurse sees one of your student care plans and says to
you,“You’re wasting your time writing those things.We never use
the nursing process in the real world.” Take a few minutes to
write how you might respond.

Student Care Plans

You may have noticed that the care plans you see in clin-
ical settings look different from the ones you create as a
part of your clinical preparation. This is because student
care plans are a learning activity as well as a plan of care.
They are designed to help you learn and apply concepts

from the nursing process, physiology, and psychopathol-
ogy. For this reason, they may contain more detailed
nursing orders as well as other information the instructor
requires (e.g., information about lab tests, medications,
and assessment data to support the nursing diagnoses).
Some instructors may ask you to write rationales and cite
references to support them. Rationales state the scientific
principles or research that supports nursing interven-
tions. Writing rationales helps ensure that you under-
stand the reasons for the interventions. Key Point:
Understanding why you do what you do is one aspect
of functioning as a professional. For an example of a
student care plan,

e Go to Student Resources: Chapter 5, Student Care Plan
Example, on DavisPlus.

Mind-Mapping Student Care Plans
Mind-mapping is a technique for showing relationships
among ideas and concepts in a graphical, or pictorial,
way. Mind-mapping is thought to stimulate “whole-
brain” and critical thinking, and to foster the develop-
ment of holistic plans of care (Mueller, Johnston, Bligh,
& Wilkinson, 2002). A mind-mapped care plan uses
shapes and pictures to represent the parts of the nursing
process (i.e., assessment data, nursing diagnoses, pa-
tient goals, interventions, and evaluation), as well as the
patient’s pathophysiology, medications, and other perti-
nent information. For complete information about
mind-mapping,

" Go to Student Resources: Chapter 5, Supplemental Materials:
Mind-Mapping Student Care Plans, on Da