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Preface

Fundamentals of Nursing offers a concise and contemporary approach to teaching nursing practice for today's students. It responds to the challenges faced in the nursing profession, including how to apply knowledge-based care and how to adapt to changes in innovations and technology. It guides student nurses through the professional and clinical concepts they will need to master in order to lead and educate in various settings, and to treat and maintain an individual's most healthy and safe state. Information is presented in a practical and easy to understand format that is desirable for achieving optimal patient care. It begins with a basic understanding of the nursing profession, and progresses students through the nursing process and into the safe and systematic methods of applying care. The nursing process is introduced in Chapters 5 to 9 and is then integrated and used throughout the text and clinical skills chapters.

Fundamentals of Nursing has three important criteria that will help students succeed as care providers in the twenty-first century.


Relevancy: Concise and Contemporary Approach

The Yoost/Crawford team has introduced an approach to nursing practice that focuses on the essential “need to know” concepts. Nursing students have a lot of information they need to digest in a short amount time, and Fundamentals of Nursing presents that information in a clear and concise manner that prepares students to understand the role of the nurse, how to critically think and analyze, and how to confidently and accurately perform the nursing care skills and procedures that will make them successful. To reinforce this approach, every Learning Objective in Fundamentals of Nursing is directly tied to the content that elaborates that objective.




Organization: Building-Block Approach to Teaching Nursing

Most nursing faculty agree that students get easily overwhelmed and confused trying to understand the art and science of nursing if the information is not presented in the appropriate way. And yet all other nursing books introduce difficult concepts early in their texts, thus bombarding students early in the course with an overload of concepts and terms. The Yoost/Crawford team believe that by slowing down the pace of the information and giving students time to practice and gain mastery, this building-block approach leads to greater student success.

Fundamentals of Nursing is organized in 6 units and 42 chapters. It is shorter than other nursing textbooks but still covers all essential fundamental concepts and skills—just in a clearer, more easy-to-understand manner. Students are not frustrated with repetitive discussions and unnecessary information.




Technology: Powerful Tools for Teaching and Study

Students have different learning styles and conflicting time commitments, so they want technology tools that help them study more efficiently and effectively. A rich amount of resources will help them maximize their study time and make their learning experience more enjoyable. Fundamentals of Nursing is accompanied by the interactive Conceptual Care Map creator, an online-only Case Study, a Fluid & Electrolytes tutorial, Body Spectrum (a program designed to help students understand or review anatomy and physiology), a Calculations tutorial, animations, skills videos clips, and other resources for the instructor and student.




Pedagogical Features

A Case Study opens every chapter of Fundamentals of Nursing, and is designed to help students develop their analytical, critical thinking, and clinical reasoning skills. These case studies represent situations similar to those the nurse may encounter in daily practice. Students are encouraged to consider the case study as they read through the chapter, and to check their understanding by answering the Critical Thinking Exercises. These exercises appear throughout each chapter and tie directly to the case study scenario introduced at the beginning of the chapter. Students are required to use the case study content and what they have learned from the chapter materials to apply critical thinking and sound clinical judgment when answering the questions.

The Conceptual Care Map is a unique, interactive learning tool developed to assist students in their ability to make clinical judgments and synthesize knowledge about the whole patient. Although the first part employs some principles of a traditional concept map, the Conceptual Care Map requires the student to develop a plan of care after analyzing and clustering related patient assessment data. This tool assists students in recognizing the importance of each type of assessment data that provides the foundation for individualized, patient-centered care plan development.




Boxed Features


• Collaboration and Delegation boxes stress the importance of effective and accurate communication among the health care team about a patient's condition and treatment, as well as the importance of assigning tasks appropriately.

• Ethical, Legal, and Professional Practice boxes address ethical and legal dilemmas commonly faced in nursing to prepare students to act in a professional and nonjudgmental manner while protecting patient rights.

• Patient Education and Health Literacy boxes stress the importance of patient education and how to deliver information in an understandable manner based on the patient's level of health literacy.

• Health Assessment Question boxes help students to learn how to properly ask and use assessment questions when interviewing patients.

• Diversity Considerations boxes prepare students to care for and communicate with patients of diverse ages, cultural, ethnic, and religious backgrounds, as well as various morphological characteristics.

• Evidence-Based Practice and Informatics boxes provide students with current research and resources that, combined with clinical expertise, will contribute to improved patient care outcomes.

• Home Care Considerations boxes highlight issues that pertain specifically to transitional nursing practice from the acute care setting to home.

• Safe Practice Alert! boxes underscore significant patient safety concerns and provide information to ensure the safety of both the patient and the nurse.

• QSEN Focus! boxes illustrate application of the six Quality and Safety Education for Nurses (QSEN) competencies for prelicensure nursing students: (1) patient-centered care, (2) teamwork and collaboration, (3) evidence-based practice, (4) quality improvement, (5) safety, and (6) informatics.






Nursing Skills

Skills are written in a clear and concise manner, with the nursing care actions and rationale presented in a straightforward, step-by-step format and supported by evidence-based practice notations, photographs, and illustrations.

Nursing Care Guidelines provide guidelines and resources to reduce risk and ensure safety for the patient and nurse.




End-of-Chapter Features

The Summary of Learning Outcomes reinforce key concepts integral to achieving a basic understanding of chapter content and applying theory to nursing practice.

Every chapter ends with ten review questions. An additional five review questions are available on the accompanying Evolve site. These questions help students review what they have learned and evaluate their understanding by providing complete answers and rationales.
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Unit I

Nursing Basics

Outline


Chapter 1 Nursing, Theory, and Professional Practice

Chapter 2 Values, Beliefs, and Caring

Chapter 3 Communication

Chapter 4 Critical Thinking in Nursing






Chapter 1

Nursing, Theory, and Professional Practice

Learning Outcomes

Comprehension of this chapter's content will provide students with the ability to:


LO 1.1 Define nursing.

LO 1.2 Differentiate among the functions and roles of nurses.

LO 1.3 Describe historical events in the evolution of nursing.

LO 1.4 Summarize nursing theories.

LO 1.5 Identify non-nursing theories that influence nursing practice.

LO 1.6 Articulate the criteria of a profession as applied to nursing.

LO 1.7 Discuss standards of practice and nurse practice acts.

LO 1.8 Describe the socialization and transformation process of a nurse.

LO 1.9 Explain the levels of educational preparation in nursing and differentiate among the nurse's roles depending upon education.

LO 1.10 List possible certifications in various arenas of nursing and professional organizations in nursing.

LO 1.11 Discuss the future directions in nursing.




Key Terms

advanced practice registered nurse (APRN), p. 15collaboration, p. 4conceptual framework or model, p. 6cultural competence, p. 13delegation, p. 5discipline, p. 5ethics, p. 12evidence-based practice (EBP), p. 4grand theory, p. 6holistic, p. 3licensure, p. 14metaparadigm, p. 6middle-range theory, p. 6nurse practice acts, p. 13nursing, p. 2nursing process, p. 3nursing theory, p. 6philosophy, p. 6profession, p. 3socialization, p. 13standards, p. 2
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• Additional Evolve-Only Review Questions With Answers

• Answers and Rationales for Text Review Questions

• Answers to Critical-Thinking Questions

• Case Study With Questions

• Glossary






Case Study
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Chris, a registered nurse (RN), arrives for work on the day shift on an acute care medical unit and receives a patient assignment for the shift. The assignment includes care of five medical patients. After receiving the night shift report, the nurse makes rounds on the five patients, does a head-to-toe assessment of each, lists each patient's problems, sets patient goals, and plans their care for the day. During the shift Chris administers intravenous (IV) medications to all five patients; ensures that all oral medications are given by the licensed practical nurse (LPN); asks the unlicensed assistive personnel (UAP) to bathe two of the patients who need assistance; assists a patient with ambulation; provides education to a patient who will be discharged on a new medication; evaluates the plan of care for each patient, with updates as necessary; and notifies the primary care providers of critically abnormal blood work results for two patients.

One patient's friend comes to visit and stops Chris in the hallway to ask detailed questions about the patient's condition. Chris states that patient information is protected and cannot be shared without the consent of the patient.

At a recent continuing education conference, Chris learned that current evidence showed that aspirating the syringe after the needle is inserted into the muscle before administering deltoid intramuscular (IM) injections was no longer recommended. He remembers this new information while preparing to give a patient an IM immunization before discharge. Chris believes that self-care maintains wholeness, and meets patients' self-care needs by doing for, guiding, teaching, supporting, or providing the environment to promote self-care abilities.

Refer back to this case study to answer the critical-thinking questions throughout the chapter.






Introduction

Registered nurses constitute the nation's largest health care profession. Nurses provide care to patients throughout the life span, from babies (and their parents) at the joyful occasion of birth to people who are at the end of life's journey. The privilege of caring for patients is the hallmark of this rewarding career. Those who follow this career path often are inspired by other nurses who have touched their lives, by stories they have read or heard about specific nurses, or by the concept of a helping profession that allows the nurse to make a difference in someone's daily life. The study of nursing requires a broad base of knowledge from the physical and behavioral sciences, humanities, nursing theories, and related non-nursing theories.

Within the field of nursing, various roles are performed in numerous arenas. Each of these roles is governed by nursing standards (minimum set of criteria) of practice to deliver quality care and by state nurse practice acts that provide legal criteria for adequate patient care. Nurses work in various areas within a hospital by focusing on a specific population, such as children or the elderly, or a specific department, such as critical care or surgery. They may concentrate on areas outside the hospital patient care environment, serving in positions such as nursing faculty member, school nurse, or legal nurse consultant, or be involved with computers in the field of nursing.

Nursing has continued to evolve throughout history to meet the needs of the patient and the changing health care environment. With a growing need for nurses, the future of nursing provides an incredible avenue for committed, caring practitioners to be involved in a profession which continues to progress to meet health care demands, utilizing innovative solutions related to the delivery of nursing care services. This complex profession that serves society by providing quality nursing care in a variety of settings is a career that combines the art of caring with scientific knowledge and skills.





LO 1.1 Definition of Nursing

In 1860, Florence Nightingale (Figure 1-1) in her Notes on Nursing stated that nursing's role was “to put the patient in the best condition for nature to act upon him” (p. 133). As nursing has progressed to the 21st century, specific nursing definitions have been developed by professional organizations. The American Nurses Association (ANA) (2010) definition of nursing echoes the description first set forth by Nightingale but illustrates how nursing has evolved:
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FIGURE 1-1 Florence Nightingale. (Courtesy Library of Congress, Washington, DC.)







Nursing is the protection, promotion, and optimization of health and abilities, 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 (p. 1).

The International Council of Nurses (ICN) (2010) definition of nursing further illuminates the autonomous role of nurses and their part in not only patient care but also health policy:



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, research, participation in shaping health policy and in patient and health systems management, and education are also key nursing roles.

Virginia Henderson (1966) is known for her specific definition of nursing:



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. And to do this in such a way as to help him gain independence as rapidly as possible (p. 15).

As illustrated by these definitions, nursing is seen as a holistic (addressing physical, mental, emotional, spiritual, and social needs) profession that addresses the many dimensions necessary to fully care for a patient. A profession is an occupation that requires at a minimum specialized training and a specialized body of knowledge. The all-encompassing nature of the nursing profession sets it apart from the medical profession, which treats an illness with a specific medical diagnosis. Nurses build upon their broad education and understanding of illness to promote wellness and health maintenance. Nurses include the patient and family in their care while collaborating with all members of the health care team. Caring, which often is considered to be synonymous with nursing, is a fundamental value for nurses in both their personal and professional lives and a critical foundation of nursing practice.





LO 1.2 Primary Roles and Functions of the Nurse

Nurses function in many roles each day to care for their patients. Nurses have various responsibilities within each role that relate to promotion of health, prevention of illness, and alleviation of suffering. Nurses assist patients with restoration of their health and help them to cope with illness, disability, and issues related to the end of their lives (ICN, 2012). The roles include care provider, educator, advocate, leader, change agent, manager, researcher, collaborator, and delegator.


Care Provider

“The nurse's primary professional responsibility is to people requiring nursing care” (ICN, 2012, p. 2). Through education, the nurse acquires critical-thinking skills to determine the necessary course of action, psychomotor skills to perform the necessary interventions, interpersonal skills to communicate effectively with the patient and family, and ethical and legal skills to function within the scope of practice and in accordance with the profession's code of ethics.

The scientific process that nurses use to care for their patients is a multistep approach called the nursing process. As a care provider, the nurse follows this process to assess patient data, prioritize nursing diagnoses, plan the care of the patient, implement the appropriate interventions, and evaluate care in an ongoing cycle. Chapter 5 provides a detailed description of the nursing process.




Educator

The nurse ensures that patients receive sufficient information on which to base consent for care and related treatment. The nurse assesses learning needs, plans to meet those needs through specific teaching strategies, and evaluates the effectiveness of patient teaching. Patients need to be informed about their medications, procedures, diagnostics, and health promotion measures. Education becomes a major focus of discharge planning so that patients will be prepared to handle their own needs at home. The nurse must understand literacy standards and regulatory guidelines related to patient rights, informed consent, educating patients, improving quality care, and meeting patient needs. The Joint Commission, an accrediting organization for health care facilities, publishes standards for patient and family education to improve health care outcomes. The Patient Education and Health Literacy box provides a definition of health literacy.


Patient Education and Health Literacy


Definition of Health Literacy


• Health literacy is defined in Healthy People 2020 as follows: “The degree to which individuals have the capacity to obtain, process, and understand basic health information and services needed to make appropriate health decisions” (U.S. Department of Health and Human Services, 2010).

• Low health literacy is associated with increased hospitalization, greater emergency care use, lower use of mammography and lower receipt of influenza vaccine (Agency for Healthcare Research and Quality, 2011).

• A goal of patient education by the nurse is to inform patients and deliver information that is understandable by examining their level of health literacy. The more understandable health information is for patients, the closer the care is coordinated with need.












Advocate

As the patient's advocate, the nurse interprets information and provides the necessary education. The nurse then accepts and respects the patient's decisions even if they are different from the nurse's own beliefs. The nurse supports the patient's wishes and communicates them to other health care providers. It is up to the nurse to be an advocate for patients, especially in situations in which they cannot speak for themselves, such as during a severe illness or under general anesthesia.




Leader

A leader provides direction and purpose to others, builds a sense of commitment toward common goals, communicates effectively, and assists with addressing challenges that arise in caring for patients in a health care setting. Other characteristics of a leader are integrity, creativity, interpersonal skills, and the ability to think critically and problem-solve. The nurse leader motivates others toward common goals. See Chapter 12 for more information about the nurse as a leader.




Change Agent

The nurse can be a change agent in a leadership role. This role requires knowledge of change theory, which encourages change and provides strategies for effecting change. In this role the nurse works with patients to address their health concerns and with staff members to address change in an organization or within a community. This role can be extended to bringing about change in the legislation on health policy issues.




Manager

A nurse manages all of the activities and treatments for patients. Promoting, restoring, and maintaining the patient's health requires coordinating all of the health care providers' services. This is accomplished efficiently and effectively within a reasonable time period for the welfare of the patient. In addition to managing a team of patients, the nurse may be the manager of a unit in a hospital. A nurse manager in a hospital oversees the staff on a patient care unit while managing the budget and resources required for necessary functions. See Chapter 12 for more information on nurses as managers.




Researcher

Although not all nurses may have had research methodology in their coursework, nurses are often involved in research. Nurses concur research studies and apply research to practice. Nurses determine care concerns and ask questions about nursing practices. Nursing problems that are identified become the basis of research. By incorporating research into their practice, nurses are involved in evidence-based practice (EBP). The Evidence-Based Practice box defines EBP and the steps in the process. Larabee (2009) devised a model to guide nurses through a systemic process for change to evidence-based practice. Chapter 13 expands on these topics.


Evidence-Based Practice


Definition of Evidence-Based Practice


• Evidence for nursing practice comes from nursing research. Potential problems are discovered during patient care, and nurse researchers gather and analyze data and report research findings in the literature.

• Evidence-based practice (EBP) is an integration of the best-available research evidence with clinical judgment about a specific patient situation.

• For EBP, the nurse assesses current and past research, clinical guidelines, and other resources to identify relevant literature.

• The application of EBP includes the following basic components:

• Assessing the need for change and identifying a problem

• Linking the problem with interventions and outcomes by formulating a well-built question to search the literature

• Identifying articles and other evidence-based resources that answer the question

• Critically appraising the evidence to assess its validity

• Synthesizing the best evidence

• Designing a change for practice

• Implementing and evaluating the change by applying the synthesized evidence

• Integrating and maintaining change while monitoring process and outcomes by reevaluating the application of evidence and assessing areas for improvement





From Larabee J: Nurse to nurse: Evidence-based practice, New York, 2009, McGraw-Hill.






Collaborator

Collaboration is the process by which two or more people work together toward a common goal. In nursing, collaboration occurs when RNs, UAP, LPNs, primary care providers, social workers, clergy, and therapists all interact productively to provide high-quality patient care. The Collaboration box describes the characteristics necessary for effective teamwork. All health care team members are responsible for patient care. The nurse plays an important role in the coordination of this care to make sure that all goals are met. The nurse is responsible for ensuring that all patient care orders are carried out and for communicating with the entire team.


[image: image] Collaboration


Characteristics of Teamwork


• Clinical competence and accountability

• Common purpose

• Interpersonal competence and effective communication

• Trust and mutual respect

• Recognition and valuation of diverse complementary knowledge and skills

• Humor











Delegator

In the process of collaboration, the nurse delegates certain activities to other health care personnel. Delegation is the process of entrusting or transferring the responsibility for certain tasks to other personnel, including UAP, licensed vocational nurses (LVNs), and LPNs. The RN needs to know the scope of practice or capabilities of each health care member. For example, UAP are capable of performing basic care that includes providing hygienic care, taking vital signs, helping the patient ambulate, and assisting with eating. The RN retains ultimate responsibility for patient care, which requires supervision of those to whom patient care is delegated. The Five Rights of Delegation as well as additional guidelines for consideration are discussed in Chapter 12.

All of these roles are interrelated as the nurse cares for patients on a daily basis (Figure 1-2). As a provider of care, the nurse assesses, leads, manages, and educates. The nurse is the patient advocate, researching appropriate care and collaborating with and delegating to other health care providers.
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1. Which roles are exhibited by Chris, and when are they displayed?
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FIGURE 1-2 Roles of the nurse.












LO 1.3 History of Nursing

Nursing had its beginnings in religious and military services in the Middle Ages, particularly during the Crusades. In 1860 Florence Nightingale's Notes on Nursing raised the profile of nursing with critical thinking and respect for patient needs and rights. Nightingale is considered the founder of modern nursing and is known for her care of the sick in the Crimean War. Her contributions influenced developments in the field of epidemiology by connecting poor sanitation with cholera and dysentery. Her role in nursing included establishing nursing as a respected profession for women that was distinct from the medical profession. She founded a nursing school and stressed the need for university-based and continuing education for nurses.

During the Civil War, two nurses emerged to further nursing. Dorothea Dix was the head of the U.S. Sanitary Commission, which was a forerunner of the Army Nurse Corps. Clara Barton (Figure 1-3) practiced nursing in the Civil War and established the American Red Cross. History continues to reveal other nurse leaders. Linda Richards was America's first trained nurse, graduating from Boston's Women's Hospital in 1873, and Lenah Higbee (Figure 1-4), superintendent of the U.S. Navy Nurse Corps, was awarded the Navy Cross in 1918.
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FIGURE 1-3 Clara Barton. (Courtesy National Park Service, U.S. Department of the Interior.)
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FIGURE 1-4 Lenah Higbee. (Courtesy U.S. Navy and the National Archives.)





After World War II, scientific and technologic advances brought changes to both principles and practices in health care delivery. This new approach required critical care specialty units and more experienced and skilled nurses. Health promotion became a greater focus, leading to a need for nurse practitioners. The timeline in Figure 1-5 provides a brief overview of modern nursing up to the present day.

[image: image][image: image]
FIGURE 1-5 Timeline of nursing.









LO 1.4 Nursing Theories

To enhance nursing as a profession, nursing works to establish itself as a scientific discipline. A discipline is a specific field of study or branch of instruction or learning. Nursing leaders believe nursing needs a theoretical base that reflects its practice. With this belief, nursing theories have emerged from the time of Nightingale to the present to give substance to the body of knowledge of nursing.


Definitions

A metaparadigm, as the most abstract level of knowledge, is defined as a global set of concepts that identify and describe the central phenomena of the discipline and explain the relationship between those concepts (Fawcett and DeSanto-Madeya, 2013). For example, the metaparadigm for nursing focuses on the concepts of person, environment, health, and nursing. The next level of knowledge is a philosophy, which is a statement about the beliefs and values of nursing in relation to a specific phenomenon such as health. A philosophy provides guidance in practice.

The third level of knowledge is a nursing conceptual framework, or model, which is a collection of interrelated concepts that provides direction for nursing practice, research, and education. A conceptual model addresses the four concepts of the nursing metaparadigm: optimal functioning of the person, or patient, how people interact with the environment, illness and health promotion, and nursing's role (Alligood and Tomey, 2014). Each is defined and described by the theorist in the model. In nursing practice, nursing models approach the nursing process in a logical, systematic way. The model influences the data the nurse collects and the care of the patient. Conceptual models often are based on other non-nursing theories such as system or stress theory. The fourth level of nursing knowledge is a nursing theory, which represents a group of concepts that can be tested in practice and can be derived from a conceptual model.

Theories include both grand theories and middle-range theories, which are derived from conceptual models. A grand theory consists of a global conceptual framework that defines broad perspectives for nursing practice and provides ways of looking at nursing phenomena from a distinct nursing perspective. Although grand theories are derived from conceptual frameworks, they remain almost as broad as the framework itself. A grand theory defines key concepts and principles of the discipline in an abstract way (Alligood and Tomey, 2009).

A middle-range theory is moderately abstract and has a limited number of variables. Therefore middle-range theories are more concrete and narrowly focused on a specific condition or population than are grand theories (Fawcett and DeSanto-Madeya, 2013). They can be tested directly through application to practice situations and are useful in nursing research and practice. These theories provide a map of how patients are assessed and how care is planned and delivered (McKenna and Slevin, 2008).




Overview of Key Nursing Theories


Florence Nightingale

Florence Nightingale's (1860) concept of the environment emphasized illness prevention, clean air, water, and housing. Her nursing theoretical work discussed environmental adaptation with appropriate noise levels, hygiene, light, comfort, socialization, hope, nutrition, and conservation of patient energy. This theory states that the imbalance between the patient and the environment decreases the capacity for health and does not allow for conservation of energy.


Hildegard Peplau

Hildegard Peplau (1952) focused on the roles played by the nurse and the interpersonal process between a nurse and a patient. The interpersonal process occurs in overlapping phases: (1) orientation; (2) working, consisting of two subphases—identification and exploitation; and (3) resolution. This theory has been used widely in psychiatric nursing and enhances the understanding of changing aspects regarding the goals and roles in the nurse-patient relationship.




Virginia Henderson

Virginia Henderson (1966) defined nursing as “assisting individuals to gain independence in relation to the performance of activities contributing to health or its recovery” (p. 15). Her 14 components were based on Maslow's hierarchy of human needs from the physiologic, psychological, sociocultural, spiritual, and developmental domains. She described the nurse's role as substitutive (doing for the person), supplementary (helping the person), or complementary (working with the person), with the ultimate goal of independence for the patient.




Martha Rogers

Martha Rogers (1970) developed the Science of Unitary Human Beings. She stated that human beings and their environments are interacting in continuous motion as infinite energy fields. The model includes four dimensions: energy fields, openness, patterns and organizations, and dimensionality. The dimensions are used in developing the three principles of resonancy (continuous change from lower to higher frequency), helicy (increasing diversity), and integrality (continuous process of the human and environmental fields). Well-being of the patient is illustrated by pattern and organization. Nurses assist the patient with repatterning to develop well-being. The resultant well-being of pattern and organization includes a symphonic interaction between the patient and the environment.




Sister Callista Roy

Sister Callista Roy's (1970) Adaptation Model is based on the human being as an adaptive open system. The person adapts by meeting physiological-physical needs, developing a positive self-concept–group identity, performing social role functions, and balancing dependence and independence. Stressors result in illness by disrupting the equilibrium. Nursing care is directed at altering stimuli that are stressors to the patient. The nurse helps patients strengthen their abilities to adapt to their illnesses or helps them to develop adaptive behaviors.




Dorothea Orem

Three interrelated theories of self-care, self-care deficit, and nursing systems constitute Dorothea Orem's (1971) Self-Care Deficit Theory of Nursing. A self-care deficit exists when patients are unable to meet their self-care needs. Nursing systems care for patients who require assistance in one of three categories: (1) wholly compensatory, (2) partly compensatory, or (3) supportive-educative. The goal of nursing care is to help patients perform self-care by increasing their independence.




Imogene King

Imogene M. King (1971) developed a general systems framework that incorporates three levels of systems: (1) individual or personal, (2) group or interpersonal, and (3) society or social. The theory of goal attainment discusses the importance of interaction, perception, communication, transaction, self, role, stress, growth and development, time, and personal space. In this theory, the nurse and the patient work together to achieve the goals in the continuous adjustment to stressors.




Betty Neuman

Betty Neuman's (1972) Systems Model includes a holistic concept and an open-system approach. The model identifies energy resources that provide for basic survival, with lines of resistance that are activated when a stressor invades the system. The person has a normal response to stress, known as normal lines of defense, whereas a flexible line defends against unusual stress. Stressors may be intrapersonal, interpersonal, or extrapersonal. Three environments—internal, external, and created—are defined, and nursing actions involve three levels of prevention—primary, secondary, and tertiary (discussed in more detail in Chapter 16). The nurse's goal is to assist with attaining and maintaining maximum wellness, focusing on patients' responses to stressors, and strengthening their lines of defense. Two theories were produced from this model: optimal patient stability and prevention as intervention.




Rosemarie Rizzo Parse

In 1981 Rosemarie Rizzo Parse formulated the Theory of Human Becoming by combining concepts from Martha Rogers' Science of Unitary Human Beings with existential-phenomenological thought. This theory looks at the person as a constantly changing being, and at nursing as a human science. Today, Parse's theory is called the Human Becoming School of Thought.




Jean Watson

Jean Watson's (1988) theory is based on caring, with nurses dedicated to health and healing. The nurse functions to preserve the dignity and wholeness of humans in health or while peacefully dying. The caring process in a nurse-patient relationship is known as transpersonal caring and includes carative factors that satisfy human needs. Additional concepts include the caring moment or occasion, caring or healing consciousness, and clinical caring processes such as sensitivity and mindfulness. The practice of nursing focuses on the goals of growth, meaning, and self-healing. Table 1-1 compares the various nursing theories and models.


TABLE 1-1

Nursing Model and Theory Comparison




	THEORIST AND THEORY OR CONCEPTUAL FRAMEWORK (YEAR)
	GENERAL CONCEPT
	METAPARADIGM



	NURSING
	PERSON
	HEALTH
	ENVIRONMENT





	
Nightingale
Environmental Theory (1860)

	Environment
	Providing fresh air, warmth, quiet, cleanliness, and proper nutrition to facilitate reparative process.
	Patient who is acted on by nurse and affected by environment has reparative powers.
	Maintaining well-being by using a person's powers and control of environment.
	Foundation of theory; included physical, psychological, and social.



	
Peplau
Theory of Interpersonal Relations (1952)

	Interpersonal
	A therapeutic, interpersonal process that functions cooperatively with others to make health possible; involves problem solving.
	An individual; a developing organism who tries to reduce anxiety caused by needs and lives in unstable equilibrium.
	Implies forward movement of the personality toward creative, constructive, productive, personal, and community living.
	Acknowledgment of the environment and influence of culture and other factors.



	
Henderson
Humane and holistic care for patients (1966)

	Helping the patient become as independent as possible
	Temporarily assisting an individual who lacks the necessary will, strength, and knowledge to satisfy 1 or more of 14 basic needs.
	The patient as a sum of parts with biopsychosocial needs, and the patient is neither client nor consumer.
	Being as independent as possible with the 14 basic needs. Affected by age, culture, and physical, intellectual and emotional factors.
	All external conditions and influences that affect life and development.



	
Rogers
Science of Unitary Human Beings Model (1970)

	Integrality, resonancy, and helicy; characterized by nonrepeating rhythmicities
	Both an art and a humanistic science supported by an organized body of knowledge arrived at by scientific research and logical analysis.
	A unitary human being is an “irreducible, indivisible, four-dimensional energy field.”
	Rogers defined health as an expression of the life process. Health and illness are part of the same continuum.
	The environment is an “irreducible, four-dimensional energy field identified by pattern and integral with the human field.”



	
Roy
Adaptation Model (1970)

	Adaptation
	The science and practice that expands adaptive abilities and enhances person and environment transformation.
	A biopsychosocial being with a unified system; an adaptive system in the four modes: physiologic-physical, self-concept–group identity, role function, and interdependence.
	Equilibrium resulting from effective coping and a state of becoming integrated and whole that reflects person-environment mutuality.
	Environment seen as all conditions that shape an individual's behavior.



	
Orem
Self-Care Deficit Theory (1971)

	Self-care maintains wholeness: theory of self-care, self-care deficit, and nursing systems
	Meets self-care needs by acting or doing for, guiding, teaching, supporting, or providing the environment to promote patient's ability.
	Patients require assistance either wholly or partially compensatory or supportive-educative.
	Structurally and functionally whole or sound; self-care deficit occurs when the person cannot carry out self-care.
	Components are internal and external; include environmental factors.



	
King
General systems framework (1971)

	Importance of the interaction between nurses and patients
	The nurse and patient mutually communicate, establish goals, and take action to attain goals.
	Human beings bring a different set of values, ideas, attitudes, and perceptions to exchange.
	Dynamic state in the life cycle; continuous adaptation to stress to achieve maximum potential for daily living.
	Constant interaction with a variety of environmental factors.



	
Neuman
Systems Model (1972)

	Holistic concepts and open systems
	Interventions are activated to strengthen lines of defense and resistance to stressors and maintain adaptation.
	The person is a complete system: physiologic, psychological, sociocultural, developmental, and spiritual aspects.
	Primarily concerned with effects of stress on health; wellness is equilibrium.
	Balance between internal and external by adjusting to stress and defending against tension-producing stimuli.



	
Parse
Human Becoming Theory (1981)

	Man's reality is given meaning through lived experiences
	A human science and art that uses an abstract body of knowledge to serve people.
	Being who is more than the sum of the parts: reaching beyond the limits that a person sets and constantly transforms.
	Open process of being and becoming; involves synthesis of values.
	Energy is exchanged with the environment.



	
Watson
Human Caring Theory (1988)

	Humanitarian and science orientation to human caring processes
	Human being to be valued, cared for, respected, nurtured, understood, and assisted.
	Complete physical, mental, and social well-being and functioning.
	Healing consciousness and self-healing.
	Caring and society affect health.
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LO 1.5 Non-Nursing Theories with Significant Impact on Nursing

Nursing requires a strong scientific knowledge base in the natural, social, and behavioral sciences. Accordingly, nursing theories often are influenced by interdisciplinary theories. Nurses use these theories in their practice.
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2. Which nursing theorist do Chris' beliefs parallel?





Maslow's Hierarchy of Needs

Maslow's hierarchy of needs specifies the psychological and physiologic factors that affect each person's physical and mental health (Figure 1-6). The nurse's understanding of these factors helps with formulating nursing diagnoses that address the patient's needs and values. Needs at the lower levels of the pyramid-shaped hierarchy must be met before needs at higher levels are addressed. At the base of the pyramid are physiologic needs, including oxygen, food, elimination, temperature control, sex, movement, rest, and comfort. These are followed by safety and security, love and belonging, self-esteem, and self-actualization. This hierarchy allows nurses to plan the care of patients by addressing their needs on the basis of priorities.
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FIGURE 1-6 Maslow's hierarchy of needs.








Erikson's Psychosocial Theory

Erikson's (1968) Psychosocial Theory of Development and Socialization is based on individuals' interacting and learning about their world. Nurses use concepts of developmental theory to care for their patients at various stages in life. Because nurses strive to meet the holistic needs of patients, they must address the developmental issues. See Chapter 17 for a detailed discussion of Erikson's theory.




Lewin's Change Theory

Nurses function as change agents in their leadership role and therefore need to understand change theory. According to Lewin's (1951) Change theory, change is a three-step process. Unfreezing, the first step, is overcoming inertia and changing the mind-set, which involves bypassing the defenses. During unfreezing, the right environment is created for change. The second step, moving or change, is the time of transition and confusion when change takes place. Change is supported and implementation of the change occurs. The third step is refreezing, during which the change is completed, reinforced and accepted. Change theory recognizes the dynamic nature of change and the need to constantly evaluate nursing practice. First, the nurse needs to recognize when change is needed. Next, the nurse analyzes the situation to determine what is maintaining the situation and what is working to change it. Then the nurse identifies methods to use in the change process and analyzes the influence of those involved in the change.




Paul's Critical-Thinking Theory

Critical thinking, according to Paul (1993), is an “intellectually disciplined process of actively and skillfully conceptualizing, applying, analyzing, synthesizing, and/or evaluating information gathered from, or generated by, observation, experience, reflection, reasoning, or communication, as a guide to belief and action” (p. 110). In applying Paul's definition, nurses analyze data, develop a patient care plan, implement a plan of action for the patient, and evaluate the plan of care. Certain intellectual values are recognized as pertinent to any subject matter, such as clarity, accuracy, precision, consistency, relevance, sound evidence, good reasons, depth, and fairness (Paul, 1993). Nursing expands upon this process of critical thinking and adapts it to the care of the patient.

Each of these critical-thinking skills is learned in the context of nursing and in the application to patient care. Chapter 4 explores more fully the concept of critical thinking in nursing.




Rosenstock's Health Belief Model

Rosenstock (1974) developed the psychological Health Belief Model. Originally, the model was designed to predict responses of patients to treatment, but recently the model has been used to predict more general health behaviors. The model addresses possible reasons for why a patient may not comply with recommended health promotion behaviors. This model is especially useful to nurses as they educate patients. Rosenstock's Health Belief Model (Figure 1-7) is based on four core beliefs of people's perceptions by their own assessment:


• Perceived susceptibility of the risk of getting the condition

• Perceived severity of the seriousness of the condition and its potential consequences

• Perceived barriers of the influences that facilitate or discourage adoption of the promoted behavior

• Perceived benefits of the positive consequences of adopting the behavior
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FIGURE 1-7 Rosenstock's Health Belief Model.












LO 1.6 Criteria for a Profession

As stated earlier, a profession is an occupation that requires at a minimum specialized training and a specialized body of knowledge. Nursing meets these requirements. Thus nursing is considered to be a profession. Specific criteria or characteristics are used to further define status as a profession. The sociologist Flexner (2001) first published a list of such criteria in 1915 that often is used as a benchmark for determining the status of an occupation as a profession.



Altruism

A profession provides services needed by society. Additionally, practitioners' motivation is public service over personal gain (altruism). Nurses recognize nursing as their life's work, being an important component of their lives and clearly defining who they are. Nurses focus on service to their patients and the community.




Body of Knowledge and Research

There is a well-defined, specific, and unique body of theoretical knowledge in nursing, leading to defined skills, abilities, and norms, that is enlarged by research. A profession is distinguished by a specific culture with norms and values common to its members. To advance knowledge in their field, professionals publish and communicate their knowledge. A profession develops, evaluates, and uses theory as a basis for practice. Nursing has been based on theory since the days of Nightingale. Numerous models for nursing practice have been developed. Nursing's reliance on research for practice is considered EBP.




Accountability

Nursing requires accountability, which involves accepting responsibility for actions and omissions. Accountability has legal, ethical, and professional implications. It is essential for developing trusting relationships with patients and coworkers.




Higher Education

Professionals are educated in institutions of higher learning. A profession requires that its members have an extended education, as well as a basic liberal foundation. Higher education provides the basis for practice and allows for lifelong educational opportunities such as earning a master's or doctoral degree with its associated advantages of professional development. Greater professional opportunities for nurses and the training necessary to extend nursing science through advanced practice and research are possible through higher education. A profession has a clear standard of educational preparation for entry into practice. Graduates with diplomas or associate's and bachelor's degrees in nursing are eligible to take the NCLEX-RN examination.




Autonomy

Members of a profession have autonomy in decision making and practice and are self-regulating in that they develop their own policies in collaboration with one another. Nursing professionals make independent decisions within their scope of practice and are responsible for the results and consequences of those decisions.




Code of Ethics

Professions have codes of ethics to guide decisions for practice and conduct. Ethics is the stan­dards of right and wrong behavior. The ICN and the ANA each have developed a code of ethics for nurses. Public opinion polls show that nurses are admired for their nursing ethics and honesty by rating them the highest of all professionals. Chapter 11 provides more information on the ANA Code of Ethics for Nurses.




Professional Organization

Numerous organizations have evolved to support and encourage high standards in nursing. Members participate in these organizations, which aim to support and advance nursing. Each organization participates in determining responsibilities and standards of conduct for individual members and the group and in regulating its members' adherence to its own professional standards. The ANA is an example of a professional organization that provides standards of nursing practice.




Licensure

A profession is committed to competence and has a legally recognized license. Members are accountable for continuing their education. An RN is committed to professional development and is required to continue to learn and maintain competency. All licensed nurses keep their knowledge base current by formal and informal continuing education and can demonstrate competency when required. Although there is more than one educational method of becoming a nurse, attainment of the legal right to practice as a RN in the United States is contingent on passing a standardized licensing examination.




Diversity

“Inherent in nursing is respect for human rights, including cultural rights, the right to life and choice, to dignity and to be treated with respect. Nursing care is respectful of and unrestricted by considerations of age, colour, creed, culture, disability or illness, gender, sexual orientation, nationality, politics, race or social status” (ICN, 2012, p. 1). Diversity includes developmental aspects, morphologic aspects (body frame size/obesity), religion, and ethnicity. In providing care, the nurse promotes an environment in which the human rights, values, customs, and spiritual beliefs of the individual, family, and community are respected. To respect the diversity of patients, nurses practice culturally competent care as defined in the Diversity Considerations box. Chapter 21 discusses the topic of diversity in detail.


[image: image] Diversity Considerations


Culture


• Cultural and linguistic competence is a set of behaviors, attitudes, and policies that come together among health care professionals and allow for effective work in cross-cultural situations.

• Culture is the integrated patterns of human behavior that include the language, thoughts, communications, actions, customs, beliefs, values, and institutions of racial, ethnic, religious, or social groups.

• Competence implies having the ability to function effectively within the context of the cultural beliefs, behaviors, and needs presented by patients.

• Cultural competence is a method of bringing health care providers together to discuss health concerns whereby cultural differences enhance, rather than hinder, the conversation through a respectful atmosphere responsive to the health beliefs, practices, and cultural and linguistic needs of diverse patients.















LO 1.7 Practice Guidelines

The profession of nursing is guided by standards of practice and nurse practice acts. The Standards of Nursing Practice published by the ANA help to ensure quality care and serve as legal criteria for adequate patient care. ANA standards have two parts. The first part, the standards of practice, includes six responsibilities for the nursing process: assessment, diagnosis, outcomes identification, planning, implementation, and evaluation (ANA, 2010). Nurses providing direct patient care continuously follow these standards as they utilize the nursing process. Further discussion of the nursing process can be found in Chapter 5.

The second part of Standards of Nursing Practice focuses on professional performance, which includes ethics, education, evidence-based practice and research, quality of practice, communication, leadership, collaboration, professional practice evaluation, resource utilization, and environmental health (ANA, 2010). Nurses who attend continuing education conferences or further their education; use evidence to guide their nursing practice; or communicate and collaborate with patients and other professionals are practicing within the standards.


[image: image]




3. Which of the ANA Standards of Nursing Practice is Chris exhibiting during the shift?




Nurse practice acts provide the scope of practice defined by each state or jurisdiction and set forth the legal limits of nursing practice. These acts are laws that the nurse must be familiar with to function in practice. Nurse practice acts are worded in broad legal terms that need to be interpreted by nurses to be clearly understood within the context of their profession. A scope of practice defines the boundaries of the practice of nursing and clarifies how it may intersect with other professions or disciplines. In addition to adhering to nurse practice acts, nurses must function within the policies and procedures of the facility in which they are employed.

Guiding the nurse's professional practice are ethical behaviors. It is essential that nurses understand and incorporate basic concepts of ethics into their practice. The main concepts in nursing ethics are accountability, advocacy, autonomy (be independent and self-motivated), beneficence (act in the best interest of the patient), confidentiality, fidelity (keep promises), justice (relate to others with fairness and equality), nonmaleficence (do no harm), responsibility, and veracity (be truthful). As an example, the nurse holds in confidence personal information and uses judgment in sharing this information about a patient. Ethical guidelines direct the nurse's decision making in routine situations and in ethical dilemmas. ANA's Principles for Social Networking and the Nurse (ANA, 2011) outlines six principles that nurses must follow to protect patient privacy and maintain professional boundaries. The ANA Code of Ethics for Nurses is discussed in detail in Chapter 11.





LO 1.8 Socialization and Transformation Into Nursing

Socialization to professional nursing is a process that involves learning the theory and skills necessary for the role of nurse. Internalizing this specific role allows the nurse to participate as a member of the profession. During this process of socialization to nursing, the student's knowledge base, attitudes, and values are affected regarding nursing practice. This process allows the person to grow both professionally and personally as the student internalizes a full understanding of the profession. This initial transformation continues after the student graduates and acquires experience while working and pursuing further education. Transformation to being a nurse requires students to become response-based practitioners with the abillity to recognize the complexity of a situation and prioritize concerns (Benner et al, 2010).

Benner (2001) used Dreyfus's (1980) model of skill acquisition in her description of novice to expert (Figure 1-8). Benner's model identifies five levels of proficiency: novice, advanced beginner, competent, proficient, and expert. The student nurse progresses from novice to advanced beginner during nursing school and attains the competent level after approximately 2 to 3 years of work experience after graduation.
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FIGURE 1-8 Benner's Novice to Expert Model. (From Benner P: From novice to expert: excellence and power in clinical nursing practice, Upper Saddle River, N.J., 2001, Prentice Hall.)





The Essentials of Baccalaureate Education for Professional Nursing Practice are provided and updated by the American Association of Colleges of Nursing (AACN) (2008). The document offers a framework for the education of professional nurses with outcomes for students to meet. If students meet these outcomes, their socialization into the role of a professional nurse will have begun. The first eight essentials describe the knowledge, skills, and attitudes required of the nursing student to meet the desired outcome. The ninth essential describes the practice of the nurse upon graduation from a baccalaureate program. In addition, other AACN documents outline competencies for nurses at the graduate education level.

The National League for Nursing (NLN) outlines and updates competencies for practical, associate, baccalaureate, and graduate nursing education programs. The titles of the competencies for each type of education program are “Human Flourishing,” “Nursing Judgment,” “Professional Identity,” and “Spirit of Inquiry.” The outcomes for each competency are progressively more complex at each educational level (NLN, 2010).





LO 1.9 Nursing Practice Licensure and Graduate Specialties

Nursing provides various educational paths to practice. The two types of licensed nurses, the LVN/LPN and the RN, have different scopes of practice, but both must obtain a license to practice by passing a specific licensure examination. Licensure is the granting of a license that provides legal permission to practice. There are three accrediting bodies for schools and colleges of nursing: the AACN's Commission on Collegiate Nursing Education (CCNE), the Accrediting Commission for Education in Nursing (ACEN), and the recently formed NLN Commission for Nursing Education Accreditation (CNEA). The CCNE accredits baccalaureate and graduate nursing programs; the CNEA and the ACEN accredit a variety of different nursing programs including practical, diploma, associate, baccalaureate, and graduate programs.


Licensed Practical Nurse or Licensed Vocational Nurse

LPNs, (or LVNs as they are called in California and Texas), are not RNs. They complete an educational program consisting of 12 to 18 months of training, and then they must pass the National Council Licensure Examination for Practical Nurses (NCLEX-PN) to practice as an LPN/LVN. They are under the supervision of an RN in most institutions and are able to collect data but cannot perform an assessment requiring decision making, cannot formulate a nursing diagnosis, and cannot initiate a care plan. They may update care plans and administer medications with the exception of certain IV medications. Later they may choose to complete an LPN/LVN-to-RN program to become an RN.




Registered Nurse

To obtain the RN credential, a person must graduate from an accredited school of nursing and pass a state licensing examination called the National Council Licensure Examination for Registered Nurses (NCLEX-RN). The student may attend a 2- or 4-year degree program or a 3-year diploma program. Entry-level pay for graduates from all types of programs who have passed their NCLEX examinations is similar. In many facilities, nurses must have a bachelor's degree to advance into management or to hold specialized positions.


Associate Degree in Nursing

Associate Degree in Nursing (ADN) programs usually are conducted in a community college setting. Most programs require that students complete courses in psychology, human growth and development, biology, microbiology, and anatomy and physiology as a basis before they begin their nursing coursework. The nursing curriculum focuses on adult acute and chronic disease; maternal/child health; pediatrics; and psychiatric/mental health nursing. ADN RNs may return to school to earn a bachelor's degree or higher in an RN-to-BSN or RN-to-MSN program.




Diploma Programs

Generally associated with a hospital, the Diploma in Nursing program combines classroom and clinical instruction, usually over a period of 3 years. The number of such programs has decreased as nursing education has shifted to academic institutions.




Bachelor of Science in Nursing

The university-based Bachelor of Science in Nursing (BSN) degree provides the nursing theory, sciences, humanities, and behavioral science preparation necessary for professional nursing responsibilities and the knowledge base in research necessary for advanced education. Bachelor's degree programs include community health and management courses beyond those traditionally provided in an associate degree program. Nursing theory, bioethics, management, research and statistics, health assessment, pharmacology, pathophysiology, and electives in complex nursing processes are covered. The Institute of Medicine (IOM) report The Future of Nursing: Leading Change, Advancing Health recommends that 80% of nurses in the United States be at least baccalaureate-educated by 2020, while encouraging health care organizations to support nurses with associate degrees or diplomas to enter baccalaureate programs within 5 years of graduation (IOM, 2011).







Master of Science in Nursing

When obtaining a master's degree in nursing, called a Master of Science in Nursing (MSN) degree, the nurse may focus on a specific area of advanced practice. There are four specialties in which nurses provide direct patient care in advanced practice roles: certified nurse midwife (CNM), nurse practitioner (NP), clinical nurse specialist (CNS), and certified registered nurse anesthetist (CRNA). Four additional advanced practice roles that do not always involve direct patient care are clinical nurse leader (CNL), nurse educator, nurse researcher, and nurse administrator.


Advanced Practice Nurses

Advanced practice registered nurse (APRN) is a designation for an RN who has met advanced educational and clinical practice requirements at a minimum of a master's degree level and provides at least some level of direct care to patient populations. APRNs have acquired theoretical research–based and practical knowledge as part of the graduate education and are either certified or approved to practice in their expanded, specialized roles. Advanced practice nurses have a set of core competencies (Hamric, 2014):


• Direct clinical practice

• Collaboration

• Expert coaching and guidance

• Research

• Ethical decision making

• Consultation

• Leadership



CNMs provide well-gynecologic and low-risk obstetric care and attend births in hospitals, birth centers, and homes. NPs work in clinics, nursing homes, hospitals, or private offices and are qualified to provide a wide range of primary and preventive health care services, prescribe medication, and diagnose and treat illnesses and injuries. NPs may focus on a specific population, working in fields such as pediatrics or gerontology, or may have a more general family practice. NPs or physicians may be the patient's primary care provider. CNSs work in hospitals, clinics, nursing homes, private offices, and community-based settings and manage a wide range of physical and mental health problems. They may work in consultation, research, or education. CRNAs, whose role is the oldest of the advanced nursing specialties, administer much of the anesthetics given to patients in the United States.




Other Advanced Roles

A new role is that of the CNL, who oversees the integration of care for a distinct group of patients and may actively provide direct patient care in complex situations utilizing evidence-based practice. This clinician functions as part of an interprofessional team and is not in an administration or management role. The CNL is a leader in the health care delivery system in all settings in which health care is delivered, not just the acute care setting. Implementation of this role varies across settings.

A master's degree can lead to one of the advanced practice roles that may not have a direct patient care component. The nurse educator option prepares nurses to practice as faculty in academic settings, such as colleges, universities, hospital-based schools of nursing, and technical schools, or as staff development educators in health care facilities. Nurse educators combine their clinical abilities with responsibilities related to designing curricula, teaching and guiding learners, evaluating learning and program outcomes, advising students, and engaging in scholarly work.

Two other options for nurses with master's degrees are researcher and administrator. Nurse researchers use statistical methodologies to discover or establish facts, principles, or relationships. They may be involved in clinical trials with patients or other clinical research regarding patient care. Nurse administrators coordinate the use of human, financial, and technological resources to provide patient care services. Positions include facilitator, manager, director, chief nurse executive, and vice president of nursing.







Doctor of Philosophy and Doctor of Nursing Practice

Doctoral nursing education can result in a doctor of philosophy (PhD) degree. This degree prepares nurses for leadership roles in research, teaching, and administration that are essential to advancing nursing as a profession. A newer practice-focused doctoral degree is the doctor of nursing practice (DNP), which concentrates on the clinical aspects of nursing. DNP specialties include the four advanced practice roles of NP, CNS, CNM, and CRNA. In addition, some DNPs focus on the CNL option.








LO 1.10 Certifications and Professional Nursing Organizations

Nurses may pursue certifications in specialty areas after they have practiced for several years. Nurses may choose membership in professional nursing organizations to network, remain current in their practice, and have access to current research.


Certifications

Nurses may become certified in a specialty. Each nursing certification has minimum work experience and education requirements. After meeting required criteria, nurses must pass an examination and maintain specific continuing education and work requirements. There are certifications for RNs as well as nurses with master's degrees and other advanced practice nurses.

The American Nurses Credentialing Center (ANCC) (2012) awards Magnet Recognition to hospitals that have shown excellence and innovation in nursing. Individual nurses in a variety of practice roles can seek certification through ANCC. For a complete list of specialties available, visit www.nursecredentialing.org/certification.aspx#specialty.




Professional Organizations

Belonging to a professional organization is an important aspect of one's profession. Nursing organizations enable the nurse to have access to current information and resources as well as a voice in the profession. Nursing organizations include the ANA, the NLN, the ICN, Sigma Theta Tau International Honor Society of Nursing, and the National Student Nurses Association (NSNA). Participating in NSNA while in nursing school is an important beginning to a nurse's professional career. There are also more than 80 specialty organizations, such as the American Association of Critical Care Nurses (AACN), the Emergency Nurses Association, the National Association of School Nurses (NASN), and the Oncology Nurses Society.








LO 1.11 Future Directions

People worldwide are living longer and healthier lives (Figure 1-9). This increase in lifespan has led to a rapidly increasing population of those 65 years of age and older. Projections indicate that by 2030, this group will total 1 billion: One person of every eight in the world will be 65 or older (National Institute on Aging, 2011). The greatest increases are seen in developing countries. Life expectancy is increasing, placing a greater burden on health care systems worldwide.
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FIGURE 1-9 The growing population of older adults will require more nurses to care for them.





Larger portions of the population are in retirement, with a consequent strain on both health and pension systems. As the Baby Boomers enter retirement, providing health care to this large portion of the population in the United States and other nations becomes a concern. This aging population will require more nurses to care for them. This need is one factor related to the current nursing shortage.

As the 21st century began, many organizations worked to make safety in health care a priority. The AACN's Quality and Safety Education for Nurses (QSEN) program, the IOM's report The Future of Nursing: Leading Change, Advancing Health, and The Joint Commission's National Patient Safety Goals will guide nurses into the future as safe and caring practitioners.


Nursing Shortage

The World Health Organization's (WHO) report A Global Survey Monitoring Progress in Nursing and Midwifery (WHO, 2010) states that 70% of countries that participated in the survey were experiencing a nursing and midwifery shortage. The report called for improvements in training, recruitment, and retention of nurses.

Buerhaus and colleagues (Buerhaus, Staiger, and Auerbach, 2009) forecast that in the United States, the shortage of nurses could reach 500,000 by 2025. With the changing demographics of an increasing elderly population and the aging nursing workforce, the total number of new nurses needed continues to grow. In March 2008, the Council on Physician and Nurse Supply, an independent group of health care leaders based at the University of Pennsylvania, determined that 30,000 additional nurses should be graduated annually. To meet this need, more nursing faculty members are required. The lack of faculty is an impediment to increasing nursing school enrollment, and many faculty members are nearing retirement age.

With an insufficient number of nurses to care for patients, nurses face an increased level of stress, which can be expected to have an adverse impact on job satisfaction. This work situation can cause nurses to leave the profession, which further contributes to the nursing shortage and affects overall access to health care. Therefore nursing is a profession that will continue to be in demand.




Quality and Safety Education for Nurses

The QSEN initiative, funded by the Robert Wood Johnson Foundation, adapted the IOM competencies for nursing. The IOM report Health Professions Education: A Bridge to Quality (IOM, 2003) outlined five core areas of proficiency for students and professionals: delivering patient-centered care, working as part of an interdisciplinary team, practicing evidence-based medicine, focusing on quality improvement, and using information technology. QSEN adds safety as a competency. The six QSEN competencies are patient-centered care, teamwork and collaboration, evidence-based practice, quality improvement, safety, and informatics. Knowledge, skills, and attitudes for each competency were developed for use in prelicensure nursing education (Cronenwett et al, 2007) and graduate education.




Institute of Medicine Report

The Future of Nursing: Leading Change, Advancing Health (IOM, 2011) identified several goals for nursing in the United States:


• Nurses should practice to the full extent of their education and training.

• Nurses should achieve higher levels of education and training through an improved education system that promotes seamless academic progression.

• Nurses should be full partners with physicians and other health care professionals in redesigning health care in the United States.

• Effective workforce planning and policy making require better data collection and an improved information infrastructure.



The report outlined recommendations and specific actions to achieve these goals.




National Patient Safety Goals

The Joint Commission is the accrediting organization for health care facilities in the United States. In 2003 The Joint Commission established the first set of National Patient Safety Goals to improve patient safety for a variety of accredited health care facilities, including hospitals. The hospital goals for 2014 include the following broad categories:


• Identify patients correctly

• Improve staff communication

• Use medicines safely

• Use alarms safely

• Prevent infection

• Identify patient safety risks

• Prevent mistakes in surgery



Each category has specific elements of performance that are required for the health care worker to meet the goals (The Joint Commission, 2014). As new problems in patient care emerge, the safety goals are reassessed and revised.




Independent Nursing Practice

As previously mentioned, one characteristic of a profession is autonomy. Nurses have attained increased autonomy over time. Nursing has control over its education, practice, and legal recognition through licensure. State nurse practice acts regulate scope of practice, and state board examinations are required to practice. Nursing has a code of ethics that reflects current issues. This autonomy leads to functioning independently of any other profession or external entity. As employees of organizations, nurses do not always have full freedom in deciding on patient care within the defined scope of nursing practice. Striving toward this independence is a goal of nursing. Advanced practice nurses in some states work in collaboration with a physician, but NPs are increasing independence in their practice. The introduction of the DNP as the practice doctoral degree for advanced practice nurses is intended to place them on the same level as those with other professional degrees. Thus nursing continues to establish itself as a full-fledged profession.







Summary of Learning Outcomes


LO 1.1 Define nursing: Nursing is a holistic profession that addresses the many dimensions necessary to fully care for a patient.

LO 1.2 Differentiate among the functions and roles of nurses: Nurses provide care to patients while functioning in multiple roles as care provider, educator, advocate, leader, change agent, manager, researcher, collaborator, and delegator.

LO 1.3 Describe historical events in the evolution of nursing: Historically, the nursing profession has evolved from a religious and military background to meet the nursing needs of society.

LO 1.4 Summarize nursing theories: Nurses use nursing theories to guide their practice. Nursing theories began with Florence Nightingale's work in 1860 and continue to the present. Each theory discusses the four concepts of nursing, person, health, and environment.

LO 1.5 Identify non-nursing theories that influence nursing practice: Non-nursing theories that influence nursing practice include systems theory, developmental theory, change theory, theory of human needs, and leadership theories.

LO 1.6 Articulate the criteria of a profession as applied to nursing: Nursing is evaluated against the criteria of a profession, which include altruism, body of knowledge, accountability, higher education, autonomy, code of ethics, professional organization, and licensure.

LO 1.7 Discuss standards of practice and nurse practice acts: ANA standards of practice guide and direct the practice of nursing; state nurse practice acts define nurses' scope of practice.

LO 1.8 Describe the socialization and transformation process of a nurse: Socialization into the nursing profession follows a process from novice to advanced beginner during nursing school. The nurse reaches the competent level after several years of practice. Transformation takes place when the student gains the ability to perceive and prioritize the situational needs of complex care.

LO 1.9 Explain the levels of educational preparation in nursing and differentiate among the nurse's roles depending on education: Numerous levels of education (diploma, associate, baccalaureate, master's, and doctoral degrees) and career opportunities in nursing can be pursued.

LO 1.10 List possible certifications in various arenas of nursing and professional organizations in nursing: Many different certifications are available to nurses who meet specific requirements and pass qualifying examinations. Nursing organizations represent all nurses and nursing specialties.

LO 1.11 Discuss the future directions in nursing: Future directions in nursing include dealing with the nursing shortage, implementing new patient safety programs, and exploring the role of the independent nurse.



[image: image] Responses to the critical-thinking questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.





Review Questions


1. In comparing the American Nurses Association (ANA) and International Council of Nurses (ICN) definitions of nursing, what component does the ICN mention that is not included in ANA's definition and is indicative of a more global focus?

a. Advocacy

b. Health promotion

c. Shaping health policy

d. Prevention of illness

2. A profession has specific characteristics. In regard to how nursing meets these characteristics, which criteria are consistent and standardized processes? (Select all that apply.)

a. Code of ethics

b. Licensing

c. Body of knowledge

d. Educational preparation

e. Altruism

3. Which specific aspect of a profession does the development of theories provide?

a. Altruism

b. Body of knowledge

c. Autonomy

d. Accountability

4. Health care workers are discussing a diverse group of patients respectfully and are being responsive to the health beliefs and practices of these patients. What important aspect of nursing professional practice are they exhibiting?

a. Autonomy

b. Accountability

c. Cultural competence

d. Leadership

5. A nurse makes a medication error, immediately assesses the patient, and reports the error to the nurse manager and the primary care provider. Which characteristic of a professional is the nurse demonstrating?

a. Autonomy

b. Collaboration

c. Accountability

d. Altruism

6. Which components are included in the American Nurses Association (ANA) standards? (Select all that apply.)

a. Standards for professional performance

b. A code of ethics

c. Standards of care

d. Legal scope of practice

e. Licensure requirements

7. Which core competency of advanced practice nursing is the Master of Science in Nursing (MSN) nurse educator exhibiting when counseling a student in therapeutic communication techniques?

a. Leadership

b. Ethical decision making

c. Direct clinical practice

d. Expert coaching

8. Which statements describe a component discussed in nursing theories? (Select all that apply.)

a. Optimal functioning of the patient

b. Interaction with components of the environment

c. Conceptual makeup of the hospital administration

d. The illness and health concept

e. Safety aspect of medication administration

9. Which factors are affecting the nursing shortage? (Select all that apply.)

a. Aging faculty

b. Increasing elderly population

c. Job satisfaction due to adequate number of nurses

d. Aging nursing workforce

e. Greater autonomy for nurses

10. A nurse has performed a physical examination of the patient and reviewed the laboratory and diagnostic test results on the patient's chart. The nurse is performing which specific nursing function?

a. Diagnosis

b. Assessment

c. Education

d. Advocacy



[image: image] Answers and rationales for the review questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.






References

Agency for Healthcare Research and Quality. Health literacy interventions and outcomes: An updated systematic review. [Evidence Report/Technology Assessment No. 199] Author: Rockville, Md; 2011.

Alligood M, Tomey A. Nursing theorists and their work. ed. 7. Mosby: St. Louis; 2014.

American Association of Colleges of Nursing. The essentials of baccalaureate education for professional nursing practice. Author: Washington, D.C.; 2008.

American Nurses Association (ANA). Nursing: Scope and standards of practice. ed. 2. Author: Silver Spring, Md; 2010.

American Nurses Association (ANA). ANA's principles for social networking and the nurse. Author: Silver Spring, Md.; 2011.

American Nurses Credentialing Center. ANCC certification center. [Retrieved from]  www.nursecredentialing.org/certification.aspx#specialty; 2012.

Benner P. From novice to expert: Excellence and power in clinical nursing practice. Prentice Hall: Upper Saddle River, N.J.; 2001.

Benner P, Sutphen M, Leonard V, Day L. Educating nurses: A call for radical transformation. Jossey-Bass: San Francisco; 2010.

Buerhaus P, Staiger D, Auerbach D. The future of the nursing workforce in the United States: Data, trends, and implications. Jones & Bartlett Publishers: Sudbury, Mass.; 2009.

Cronenwett L, Sherwood G, Barnsteiner J, et al. Quality and safety education for nurses. Nurs Outlook. 2007;55(3):122–131.

Dreyfus HL, Dreyfus SE. A five-stage model of the mental activities involved in directed skill acquisition. Storming Media: Washington, D.C.; 1980 [Oxford, England, Basil Blackwell].

Erikson EH. Identity: Youth and crisis. Norton: New York; 1968.

Fawcett J, DeSanto-Madeya S. Contemporary nursing knowledge: Analysis and evaluation of nursing models and theories. ed. 3. F.A. Davis: Philadelphia; 2013.

Flexner A. Is social work a profession? Res Soc Work Pract. 2001;11(2):152–165.

Hamric AB. A definition of advanced practice nursing. Hamric AB, Spross JA, Hanson CM. Advanced practice nursing: An integrative approach. Saunders: St. Louis; 2014:75–94.

Henderson V. The nature of nursing: A definition and its implications for practice, research, and education. Macmillan: New York; 1966.

International Council of Nurses. Definition of nursing. [Retrieved from]  www.icn.ch/about-icn/icn-definition-of-nursing; 2010.

International Council of Nurses. ICN code of ethics for nurses. Author: Geneva, Switzerland; 2012.

The Joint Commission. 2014 national patient safety goals. [Retrieved from]  www.jointcommission.org/assets/1/6/HAP_NPSG_Chapter_2014.pdf; 2014.

King IM. Toward a theory of nursing. Wiley: New York; 1971.

Larabee J. Nurse to nurse evidence-based practice. McGraw-Hill: New York; 2009.

Lewin K. Field theory in social science. Harper & Row: New York; 1951.

McKenna H, Slevin O. Vital notes for nurses: Nursing models, theories and practice. Wiley-Blackwell: West Sussex, UK; 2008.

National Institute on Aging. Why population aging matters: A global perspective. Author: Washington, D.C.; 2011.

National League for Nursing (NLN). Outcomes and competencies for graduates of practical/vocational, diploma, associate degree, baccalaureate, master's, practice doctorate, and research doctorate programs in nursing. Author: New York; 2010.

Neuman B. The Neuman Systems Model: Application to nursing education and practice. Appleton-Century-Crofts: New York; 1972.

Nightingale F. Notes on nursing: What it is and what it is not. D. Appleton & Co: New York; 1860.

Orem DE. Nursing: Concepts of practice. ed. 3. McGraw-Hill: New York; 1971.

Parse RR. Man-living-health: Theory of nursing. Wiley: New York; 1981.

Paul R. Critical thinking: How to prepare students for a rapidly changing world. Center for Critical Thinking and Moral Critique: Rohnert Park, Calif.; 1993.

Peplau HE. Interpersonal relations in nursing. Putnam: New York; 1952.

Rogers ME. Theoretical basis of nursing. F.A. Davis: Philadelphia; 1970.

Rosenstock I. Historical origin of the health belief model. Health Educ Monogr. 1974;2:334.

Roy C. Adaptation: A conceptual framework for nursing. Nurs Outlook. 1970;18:42–45.

U.S. Department of Health and Human Services. Healthy People 2020: Understanding and improving health. U.S. Government Printing Office: Washington, DC; 2010.

U.S. Institute of Medicine. Health professions education: A bridge to quality. National Academies Press: Washington, D.C.; 2003.

U.S. Institute of Medicine. The future of nursing: Leading change, advancing health. National Academies Press: Washington, D.C.; 2011.

Watson J. Nursing: Human science, human care: A theory of nursing. National League for Nursing: New York; 1988.

World Health Organization (WHO). A global survey monitoring progress in nursing and midwifery. [Retrieved from]  www.who.int/hrh/nursing_midwifery/en; 2010.






Chapter 2

Values, Beliefs, and Caring

Learning Outcomes

Comprehension of this chapter's content will provide students with the ability to:


LO 2.1 Describe the differences between beliefs and values and how they develop.

LO 2.2 Explain the use of the values clarification process in dealing with a values conflict.

LO 2.3 Summarize how the beliefs of nurses and patients influence health care.

LO 2.4 Discuss the major concepts of four nursing theories of caring.

LO 2.5 Articulate ways in which nurses develop into caring professionals.

LO 2.6 Identify behaviors that demonstrate caring.




Key Terms

belief, p. 22caring, p. 26codependency, p. 29first-order beliefs, p. 22generalizations, p. 23higher-order beliefs, p. 23paradigms, p. 25prejudice, p. 23stereotype, p. 23values, p. 22values clarification, p. 24values conflict, p. 24values system, p. 23
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Case Study
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Hwa Yeon Lee calls herself “Clara” for the benefit of her American friends who cannot pronounce her Korean name. She is a 20-year-old college student who arrives in the emergency department accompanied by an older Korean man, who is a longtime friend of her family. Her major complaint is a throbbing headache, which she reports “has not let up for the past 3 days and nights.” She rates the pain as an 8 or 9 on a scale of 0 to 10. Hwa expresses concern that “it might be something serious,” because she has never experienced anything like this before. In fact, she states, “I can't remember ever having a headache that lasted longer than a half hour.”

While awaiting diagnostic test results, Hwa tells the nurse that her parents still live in a small village in Korea and sacrificed a great deal to send her to the United States to attend college. She traveled to this country alone at the age of 16 and lived with her parents' friends until she graduated from high school. She now lives in a one-room apartment near the small private college that she attends.

When diagnostic test results show no abnormalities, the physician writes a prescription for a mild narcotic analgesic (pain medication) without asking Hwa what type of treatment she typically prefers for pain relief. He attributes the pain to stress, a migraine headache, or possibly hormones, because her menstrual period began the day before. When the nurse tries to administer the medication to Hwa, she respectfully refuses it, saying, “No, thank you.” Hwa explains that she came to the emergency department only to find out if the cause was something serious, but now that she knows it is not, she prefers alternative therapy such as meditation or acupuncture for pain relief. After Hwa leaves, the nurse is bewildered and somewhat angry over her refusal to take the medication. The nurse turns to a colleague and asks, “Why did she come here if she didn't want our help?”

Refer back to this case study to answer the critical-thinking questions throughout the chapter.






Introduction

Nurses are called on to provide care for patients with beliefs and values that may be vastly different from their own. In fact, the beliefs of many patients and their families may seem strange or, at times, perplexing to the nurse. In a multicultural practice environment, gaining an understanding of what beliefs and values are, how they develop, and in what ways they shape the behaviors of both patients and nurses will help nurses to assist patients toward better health outcomes (Pescosolido and Olafsdottir, 2010).





LO 2.1 Beliefs and Values

Patients and their families look to nurses to support and guide them through some of the most difficult and vulnerable periods of their lives. They need to know that the nurse will be sensitive to their beliefs and values and will strive to understand how they want to be treated. It is important for nurses to have strong professional values to guide their practice that are consistent with society's expectations of a trusted professional. It is essential that nursing students develop and continue to adhere to critical professional nursing values throughout their careers (LeDuc and Kotzer, 2009). Understanding the importance and the relatedness of beliefs and values is a vital first step.

A belief is a mental representation of reality or a person's perceptions about what is right (correct), true, or real, or what the person expects to happen in a given situation (Miller, 2009). In a religious or spiritual sense, to have a belief means to place trust or have faith in a deity such as God or in something such as a religious ritual, tradition, or philosophy (Sartori, 2010). Three types of beliefs are recognized: zero-order beliefs, most of which are unconscious, such as object permanence; first-order beliefs, which are conscious, typically based on direct experiences; and higher-order beliefs, which are generalizations or ideas that are derived from first-order beliefs and reasoning (Bem, 2002).

Values are enduring ideas about what a person considers is the good, the best, and the “right” thing to do and their opposites—the bad, worst, and wrong things to do—and about what is desirable or has worth in life (Rassin, 2010). Values determine the importance and worth of an idea, a belief, an object, or a behavior. Personal values include the life principles that are most important to people and shape their thoughts, feelings, and, ultimately, actions. Values play a large part in how individuals view and evaluate themselves (self-concept) and others. Values strongly influence each person's selection of friends, professional decisions, organizational membership, and support of social causes (Carr and Mitchell, 2007; Rassin, 2010).


First-Order Beliefs

First-order beliefs serve as the foundation or the basis of an individual's belief system (Bem, 2002) (Table 2-1). People begin developing first-order beliefs about what is correct, real, and true in early childhood directly through experiences (e.g., most nurses are female) and indirectly from information shared by authority figures such as parents or teachers (e.g., anyone, regardless of gender, can become a nurse). People continue to develop first-order beliefs into adulthood through both direct experiences and the acquisition of knowledge from a vast number of sources with various degrees of expertise and levels of influence. People seldom question their first-order beliefs and rarely replace one, because to do so would require a great deal of rethinking about both that belief (which has been perceived as real or true) and similar or closely associated beliefs (Thompson, Teal, Rogers, et al, 2010). Nurses need to keep in mind that presenting information to patients that challenges their first-order beliefs may cause a great deal of emotional or cognitive upset (Rassin, 2010).


TABLE 2-1

Overview of Beliefs and Values Formation



	FIRST-ORDER BELIEFS
	HIGHER-ORDER BELIEFS
	VALUES



	Purposes


	
• Provide basic information about what is real or true

• Indicate what a person expects on the basis of information shared or obtained from others

• Are the foundation for the formation of all other beliefs



	Categorize or bring order to a multitude of ideas
	
Establish the foundation of self-concept

Indicate a person's judgments of ideas, objects, or behavior

Provide a framework for decision making

Guide life decisions on the basis of what a person views as most important





	Derived From


	
• Life experiences

• Respected authorities:

• Parents or caregivers

• Culture

• Ethnicity

• Education

• Religion

• Spirituality



	Assumptions based on first-order beliefs
Inductive reasoning
Deductive reasoning
	Personal experiences
Family of origin
Spirituality
Religious beliefs
Cultural/ethnic background
Education
Professional development


	Examples


	
• Most nurses are female.

• Anyone, regardless of gender, can become a nurse.



	
Generalization: All nurses wear white uniforms.
Stereotype: Nurses are more caring than other adults.
Prejudice: Women are better nurses than men.
	Professional nursing values include human dignity, the prevention of suffering, reliability, and faithful relationships between nurses and patients (Rassin, 2010).
Others include trust, honesty, discretion, loyalty, integrity, caring, excellence, activism, professionalism, and justice (Grypma, 2009).
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Higher-Order Beliefs

Higher-order beliefs are ideas derived from a person's first-order beliefs, using either inductive or deductive reasoning (Bem, 2002). In the process of learning, people form generalizations (general statements or ideas about people or things) to relate new information to what is already known and to categorize the new information, making it easier to remember or understand. Generalizations may arise at an unconscious level. People may remain unaware of how they came to believe certain ideas in the first place, and even though generalizations are mental abstractions, they may be considered as real and true as first-order beliefs. One of the major problems with generalizations is that they are not true in all instances. When generalizations are treated as if they are always true, they are called stereotypes.

A stereotype is a conceptualized depiction of a person, a group, or an event that is thought to be typical of all others in that category (Acorn, 2006). One problem with stereotypes is that sometimes people use stereotypes to rationalize personal biases or prejudices. A prejudice is a preformed opinion, usually an unfavorable one, about an entire group of people that is based on insufficient knowledge, irrational feelings, or inaccurate stereotypes (Varkey, Chutka, and Lesnick, 2006). Most generalizations and even stereotypes seldom arise out of unkind or pathologic intent but are used by people to remember new information and to categorize their ideas and beliefs. Many stereotypes are of a harmless variety and are replaced as a person's knowledge or personal experiences broaden (Acorn, 2006).




Values System

A values system is a set of somewhat consistent values and measures that are organized hierarchically into a belief system on a continuum of relative importance (Harris, 2010). Anthropologists and social scientists have noted that in every culture, a particular value system prevails and consists of culturally defined moral and ethical principles and rules that are learned in childhood. Each individual possesses a relatively small number of values and may share the same values with others, but to different degrees. A values system helps the person choose between alternatives, resolve values conflicts, and make decisions (Harris, 2010). Within every culture, however, values vary widely among subcultural groups and even between individuals on the basis of the person's gender, personal experiences, personality, education, and many other variables (Diversity Considerations box).


[image: image] Diversity Considerations


Life Span


• Families and cultures have attitudes about what and how to eat that they transmit in the form of values.

• Parents and grandparents use many strategies to transmit their values about healthy eating to their children and grandchildren. Some of the strategies include limiting the purchase of unhealthy foods, involving children in shopping and meal preparation, and engaging children in ongoing conversations about healthful eating and the value of weight control (Kaplan, Kiernan, and James, 2006).






Culture, Ethnicity, and Religion


• In some cultures, parents may arrange marriages for their children. Because adolescents and young adults are exposed to differing values that allow for self-selection of a spouse, a values conflict may become increasingly evident (Seth, 2008).

• Pharmaceutical treatment may be rejected by individuals from some cultures based on traditional beliefs and values. Exploring the implementation of alternative or complementary therapies may help to meet patient needs while demonstrating respect.






Disability


• People with disabilities note that the real problem with being disabled often is not the physical or mental condition that places limits on what they can do but rather the situation of being excluded from society and not permitted to contribute that makes them feel devalued and isolated (Kurz, Saint-Louis, Burke, and Stineman, 2008).

• Nurses demonstrate respect for patients with disabilities by including them in their care as much as possible and seeking to understand what works best for each person, rather than generalizing treatment modalities (Figure 2-1).
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FIGURE 2-1 People with disabilities often can assist nurses in identifying care strategies that work best for them.










Morphology


• Obesity is threatening to overtake malnutrition as the most serious global health problem in both developed and developing countries. The three major contributors to obesity are genetics, food marketing practices, and reduced physical activity. Food corporations have historically exerted a major impact on the values of young people through advertising focused on fast- and processed-food consumption (World Health Organization, 2013).

• Increasing the value that people place on exercise and the consumption of fresh fruits and vegetables is the focus of worldwide strategies to reduce the incidence of obesity.
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Collecting information on patient values during the interview and assessment process is essential to providing patient-centered care.










LO 2.2 Values Conflict

A values conflict occurs when a person's values are inconsistent with his or her behaviors or when the person's values are not consistent with the choices that are available (Edwards and Allen, 2008). Patients may experience a values conflict if evidence-based practice supports interventions that are inconsistent with their preferred, traditional treatment modalities. Providing care for a convicted murderer may elicit troubling feelings for a nurse, resulting in a values conflict between the nurse's commitment to care for all people and a personal repugnance for the act of murder. When people experience values conflicts or exhibit incon­gruent stated values and actions, values clarification may be helpful.


Values Clarification

Values clarification is a process used to help people reflect on, clarify, and prioritize personal values to increase self-awareness or to make decisions (Edwards and Allen, 2008). Nurses can use values clarification to help patients identify the nature of a conflict and reach a decision based on their values. Possibly the most helpful application of the values clarification process occurs when it is used by the nurse to assist a patient or family faced with making a health care decision or decisions concerning end-of-life care. Nurses may use the values clarification process to better identify their own personal values in challenging care situations.

While helping patients with values clarification and care decisions, nurses must be aware of the potential influence of their professional nursing role on patient decision making. Nurses should be careful to assist patients to clarify their own values in reaching informed decisions. This strategy will help to avoid the risk of unintended persuasion on the part of the nurse. Providing information to patients so that they can make informed decisions is a critical nursing role. Giving advice or telling patients what to do in difficult circumstances is both unethical and ill-advised (Patient Education and Health Literacy box). Figure 2-2 is an example of a values clarification tool that nurses can use with patients.


Patient Education and Health Literacy


Teaching Pregnant Women Dealing With Substance Abuse or Addiction

Ackley and Ladwig (2014) note that the most effective approach for dealing with a values conflict in which substance abuse or an addiction is involved is to begin with an assessment interview, during which the nurse should:


• Listen for the subtle signs of denial, such as an unrealistic display of optimism or downplaying or minimizing the significance of the danger to the fetus.

• Avoid direct confrontation such as, “I hear you say you want a healthy baby, but I see that you are still smoking.”

• Use a matter-of-fact approach to inform the patient of the reality of the consequences of the harmful behavior to the unborn child.

• Provide straightforward information about the effects of the substance abuse on the fetus to better equip the patient to understand the problem—an understanding that is integral to motivating change (Becker and Walton-Moss, 2001).
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1. List five concerns related to beliefs and values that nurses should consider immediately when caring for a patient with a cultural background different from their own.
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2. Identify two assessment questions regarding treatments that Hwa has used in the past to treat headaches that would have been helpful for the nurse to ask. What follow-up question should the nurse have asked after Hwa stated that she had never had a headache lasting longer than a half-hour?
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FIGURE 2-2 Values clarification tool. (Adapted from material at www.smartrecovery.org. Credited to Joyce Sichel, from Barnard ME, Wolf JL, eds: The RET book for practitioners, New York, 2000, Albert Ellis Institute.)












LO 2.3 Beliefs, Health, and Health Care

Although personal beliefs are one of the most important factors in determining how a person responds to a health problem and its treatment, research shows that the beliefs of nurses and other health care workers are equally important factors in determining how patients are treated (Baumhover and Hughes, 2009; Heidal and Steinsbekk, 2009; Leiferman, Dauber, Heiseler, and Paulson, 2008). Patients listen to or do not listen to, trust or mistrust, and act upon or ignore information provided by members of the health care team on the basis of their previous experiences and, sometimes, stereotypes or prejudices.

This phenomenon is seen in research conducted to identify treatment disparities due to ethnic or racial differences. In a study of patients with sickle cell disease and the wait time they experienced in the emergency department, researchers found that African American race and a diagnosis of sickle cell disease contributed to longer wait times for care—between 25% and 50% longer than for patients without those characteristics (Haywood, Tanabe, Naik, et al, 2013). In another study of 34,203 patients hospitalized for hip fractures who were 65 years of age and older, on Medicare, and predominantly female, the Hispanic patients were almost three times more likely than the white patients, and the blacks were twice as likely as the whites, to be discharged to home self-care rather than to a rehabilitation facility. The researchers explained that the differences were due to the fact that the non-white families tended to have less favorable perceptions of rehabilitation facilities than the family members of white patients (Nguyen-Oghalai, Ottenbacher, and Kuo, 2009). The disturbing part of the findings is that those who went home to self-care seldom walked again.

Another example of how patients' beliefs may affect their health behaviors is found in a study that linked patients' feelings of hopelessness to poor participation in cardiac rehabilitation exercise (Dunn, Stommel, Corser, and Holmes-Rovner, 2009). When patients did not believe that rehabilitation would make a difference, they did not participate. Many studies have shown that a large number of health care disparities can be traced to the health beliefs of either patients or health care providers (Calloway, 2009; Leiferman et al, 2008; Pescosolido and Olafsdottir, 2010).


[image: image] Safe Practice Alert

Nurses must collaborate effectively with patients to find treatment methods that are congruent with the patients' belief systems and that promote healthy outcomes. This approach requires excellent assessment skills and a willingness to listen carefully to determine how patients' personal beliefs impact their health beliefs.



Equally revealing are studies indicating the presence of a gap, in many cases, between what nurses believe to be true and real and what patients believe to be so (Dahlke, Fehr, Jung, and Hunter, 2009). This gap widens when nurses are formally educated in scientific causes of diseases and evidence-based practice. As nurses learn about their discipline, their paradigm (or worldview) gradually changes to one based on a body of knowledge that focuses on scientific principles and dismisses as superstition other explanations for the presence of disease or illness (Watson, 1988). This scientific or modern paradigm has been nursing's predominant paradigm since the early 1900s, when nurses began conducting research using the scientific method (Trafecanty, 2006). Patients, however, may hold a worldview very different from the scientific paradigm.

To determine a patient's values and beliefs, nurses must listen and ask relevant questions. Incorporating patient values and beliefs into a plan of care requires that patients and their families or primary caregivers be actively involved in establishing goals and outcome criteria. Patients should be included in determining what interventions will be implemented to assist them in achieving their goals. When patients speak a language different from that of the health care provider, use of a professional interpreter for over-the-phone or face-to-face interpretation can help to facilitate the inclusion of cultural beliefs and values in care planning (Collaboration and Delegation box).


[image: image] Collaboration and Delegation


Guidelines for Working With an Interpreter


• It is always best to use an interpreter who has specialized training in health care terminology (Rosenberg, Seller, & Leanza, 2008) and, when possible, one whose age, gender, and background fit best with the patient or family (e.g., use of a female interpreter for female patients).

• Whether using over-the-phone or face-to-face translation, brief the interpreter before beginning by providing relevant information about the patient and the purpose of the conversation.

• If face-to-face translation is used, ask the interpreter to stand near the patient. Be sure to look at the patient and not at the interpreter when speaking.

• Ask the interpreter to speak to the patient in first person; for example, “Mrs. Carlos, you will need to travel by cart to the x-ray department early tomorrow morning,” rather than “The nurse says. . . .”

• Use short sentences and stop often to allow time for the interpreter to translate (Rosenberg, et al, 2008).

• Tell the interpreter to ask for clarification if something that is said is not understandable.

• Ask the interpreter to translate everything the patient says and not to paraphrase or abbreviate anything.

• Follow up on every detail and seemingly unconnected issues or questions the patient raises. Sometimes the patient's questions uncover problems with the interpretation and lead to crucial diagnostic or assessment information (Galanti, 2008).












LO 2.4 Nursing Theories of Caring

Caring, according to the American Nurses Association (ANA) Code of Ethics (2010), is having concern or regard for that which affects the welfare of another. As a profession, nursing can trace its earliest beginnings to the types of nurturing activities that demonstrate care, such as taking time to be with a suffering person, actively listening, advocating for the vulnerable, valuing and respecting all individuals, attempting to relieve pain, and making the healing process an act of the body, mind, and spirit.

The four nursing theories reviewed in this chapter have the concept of care as their primary focus and are used by nurses around the world. These theories complement one another but approach the idea of caring and nursing from very different paradigms. A nurse's paradigm, or the way the nurse views the world, significantly affects how the nurse provides care. Understanding theories of caring can positively influence nursing practice. For example, a nurse who comprehends Watson's emphasis on holistic care will seek to include options of alternative or complementary therapies in patient care plans.


Madeline Leininger: Cultural Care Theory

Leininger's (1979) Cultural Care Theory is based on the belief that nursing is a transcultural care profession and that the concept of care is at its center. As a nurse and anthropologist, Leininger found that human caring was a universal phenomenon. Nursing, according to Leininger, is both an art and a science that provides culture-specific care to individual patients and groups to promote or maintain health behaviors or recovery from illness. Within the model, three nursing actions focus on finding ways to provide culturally congruent care. These three nursing actions include: (1) preserving or maintaining the patient's cultural health practices, (2) accommodating, adapting, or adjusting health care practices, and (3) repatterning or restructuring some cultural practices, as needed.

Leininger's (1979) model is based on a number of propositions and assumptions that relate closely to the earlier discussion of how a person's belief system influences that person's health beliefs. The focus of Leininger's theory is entirely on the patient's culture, almost to the exclusion of other factors such as the patient's educational experiences, peer social groups outside the traditional cultural setting, or even the influence of media, such as television, the Internet, and social networking.




Jean Watson: Nursing—Human Science and Human Care

Jean Watson's (1988) postmodern theory entails looking at patients holistically, which includes social, psychological, and spiritual aspects and may combine interventions that reflect both the science and art of nursing. Watson believes that health care needs to move from a total disease-cure focus based solely on scientific inquiry to a more holistic approach that incorporates values, beliefs, intentions, and the caring consciousness. Watson's theory is based on and is similar to an earlier nursing theory by Martha Rogers (1970) called the Science of Unitary Human Beings. However, Watson delves even deeper than Rogers into the mystical and paranormal realm. In Watson's view, caring is a metaphysical event with far-reaching effects on both humanity and the universe. Human bodies are manifestations of universal energy, and caring is transpersonal, transcending time, space, and the physical realm. The structure of Watson's theory originally was built on 10 carative (rather than curative) factors, which are now referred to as caritas processes (Box 2-1).


Box 2-1

Watson's Caritas Processes


• Embrace altruistic values and practice loving kindness with self and others.

• Instill faith and hope and honor others.

• Be sensitive to self and others by nurturing individual beliefs and practices.

• Develop helping-trusting-caring relationships.

• Promote and accept positive and negative feelings while listening to another's story.

• Use creative, scientific problem solving for caring decision making.

• Share teaching and learning that addresses individual needs and comprehension styles.

• Create a healing environment for the physical and spiritual self that respects human dignity.

• Assist with basic physical, emotional, and spiritual human needs.

• Be open to mystery and allow miracles to enter.



From Watson J: The philosophy and science of caring, ed. rev, Boulder, Colo., 2008, University Press of Colorado.







Joyce Travelbee: Human-to-Human Relationship Model

Joyce Travelbee (1971), a psychiatric nurse practitioner, was inspired to develop the Human-to-Human Relationship Model after noting that nursing care being given to patients was so lacking in compassion that a humanistic revolution was needed. Travelbee predicted that if nurses did not become more caring, consumers would demand the services of a new and different kind of health provider to replace the nurse! The model describes steps toward “compassionate” and “empathetic” care. These steps are not included in other theories, making it as relevant today as it was when the theory was developed.

According to Travelbee (1971), the purpose of nursing is achieved through human-to-human relationships. The quantity and quality of nursing care delivered to an ill person are greatly influenced by the nurse's perception of the person and the relationship that is established. Travelbee points out that the human condition is shared by everyone. It is contradictory in its twofold nature. People will experience joy, contentment, happiness, and love at some point in life and also will at some time be confronted with illness and pain (mental, physical, or spiritual suffering) and eventually will encounter death.

Individual patients and families can be assisted to find meaning in the experience of illness and suffering. However, the spiritual and ethical values or the philosophical beliefs of the nurse about illness and suffering will determine the extent to which the nurse will be able to assist individuals and families to find meaning in these difficult experiences. The meaning can enable the individual to cope with the problems resulting from the experience.




Kristen Swanson: Middle Range Theory of Caring

In her Middle Range Theory of Caring, Kristen Swanson (1991) identifies five processes that characterize caring: knowing, being with, doing for, enabling, and maintaining belief. Swanson's theory is built on Watson's framework and resembles it, but Swanson brings caring theory into a more practical sphere by describing the five caring processes as well as practices for putting the processes into action (Table 2-2). Although Swanson defines nursing as informed caring for the well-being of others, the emphasis placed on the five caring processes is not unique to the nurse-patient relationship. The processes are present in any caring relationship, and they can and should be enacted throughout all levels of caring and in all healing organizations and by every health care worker (Koloroutis, 2004).


TABLE 2-2

Swanson's Five Caring Processes With Subdimensions



	KNOWING
	BEING WITH
	DOING FOR
	ENABLING
	MAINTAINING BELIEF



	
• Avoiding assumptions

• Centering on the one cared for

• Assessing thoroughly

• Seeking cues

• Engaging the self of both



	
• Being there

• Conveying ability

• Sharing feelings

• Not burdening



	
• Comforting

• Anticipating

• Performing competently/skillfully

• Protecting

• Preserving dignity



	
• Informing/explaining

• Supporting/allowing

• Focusing

• Generating alternatives/thinking it through

• Validating/giving feedback



	
• Believing in/holding in esteem

• Maintaining a hope-filled attitude

• Offering realistic optimism

• “Going the distance”
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From Swanson K: Empirical development of a middle range theory of caring, Nurs Res 40(3):161–166, 1991.











LO 2.5 Professional Caring

There is widespread disagreement about whether it is possible to teach caring. The theories proposed by Leininger and Swanson seem to assume that all nurses care about and for patients. However, Travelbee and Watson, along with others, disagree and question whether it is possible to teach caring or whether all nurses know what caring is (Bartzak, 2010; Wolf, Zuzelo, Goldberg, and Crothers, 2006). Hudacek (2008) goes so far as to say that “no one can make another care; it has to be a free offering of oneself. No one can teach the true sentiment of caring; it is a gift, a talent” (p. 126).


Developing Compassion

In a study conducted by Lohri-Posey (2005) to evaluate how nursing students learned to be caring, the student subjects either emerged as “compassionate healers” or “they focused on tasks and the disease process” (p. 34). Those who were compassionate healers recognized the difference between themselves and their classmates and were able to articulate numerous instances in their short careers when the care they provided made a difference in patients' lives. Those students who were not compassionate healers were not even aware that a deeper practice level existed. Regarding timing of the emergence of this quality, those who were compassionate healers recognized in childhood a desire to become a nurse and were able to relate some incident in their lives, such as caring for an ill family member, during which they learned about the power of being compassionate toward others. Students who were compassionate healers were able to identify both positive and negative role models that inspired them to become even more compassionate. The surprising finding was that the negative role models inspired the students to not be like those people and motivated the students just as much as the positive role models. In her study, Lohri-Posey (2005) concluded that caring and compassion depended on personal qualities within the individual student, or on experiences that shaped the student's values, rather than on something that was taught in class.

Christiansen (2009) approached the topic of whether caring could be taught from a much more pragmatic perspective and reported quite different results. Instead of looking at caring as a personality trait that a nurse may or may not possess, Christiansen defined caring as the way nurses express themselves to patients or their family members in a sensitive and empathetic manner that communicates “authentic concern.” Nursing students, in Christiansen's view, must take moral responsibility to develop and be able to display competency in caring skills just as they display other nursing skills. Developing the ability to demonstrate caring is an essential part of becoming a professional nurse. Not only can caring be taught, but according to Christiansen, it can be measured and evaluated by instructors in the clinical setting. The objective behaviors that constitute authentic concern typically are expressed by the nurse through eye contact, tone of voice and pace of speech, body language, and attention directed toward the patient.

It seems that for people who have not experienced caring as a product of their childhood and everyday life or as a part of their culture, values, and experiences, the concept may seem strange and foreign, making it difficult to act in caring ways. In their work with patients, however, as they witness the depth of suffering incurred with illness or injury, nurses may learn caring ways as part of their professional role (Ethical, Legal, and Professional Practice box).


Ethical, Legal, and Professional Practice


Ways in Which Values and Caring May Affect Professional Practice


• “Caring” was shown to be the common thread that linked critical care nurses with their patients and families in a high-tech nursing unit that could otherwise be a frightening and “alien environment” (McGrath, 2008).

• A student who sees a nurse turn his or her back on a weeping patient or learns about the use of touch by watching a “caring” nurse remembers and experiences a greater impact from both negative and positive examples than by hearing a lecture on “caring theories” in the classroom (Mackey, Goddard, and Warner, 2007).

• Cultural “desire” is the motivation of health care providers to “want to” engage in the process of cultural competence. Nurses must possess a genuine desire to care and motivation to work with culturally different patients (Campinha-Bacote, 1999).











Codependency and Nursing

Most people who choose nursing as a career do so out of a genuine desire to help others and because they find great satisfaction in the caring role. Sometimes, however, those who enter helping professions such as social work, nursing, or medicine have an intense need to be needed. The term that is commonly used to describe this type of behavior is co­­dependency. Codependency is a dysfunctional relationship in which the person who wants to help acts in a manner that enables harmful behavior by another person. This unintended effect can be achieved through direct control over the dependent person, by making excuses for the dysfunctional behavior, or by protecting the person from negative consequences (Oakley, 2010).

Codependency may lead to controlling behaviors exhibited by nurses that prevent patients from healing and moving toward independence (Abernathy, 2006). Nurses who identify personal tendencies toward codependent behaviors should actively seek to overcome these controlling actions. To be truly effective in professional practice, nurses must recognize the role and responsibility of patients in attaining treatment goals and must demonstrate patient advocacy rather than codependency while providing compassionate care (Abernathy, 2006).







Behaviors That Demonstrate Caring in Nursing

Many authors, theorists, and professional groups have identified qualities and behaviors that demonstrate caring in nursing practice. Several of the most important concepts include the nurse's presence, consistency and predictability, the use of touch, and the importance of listening in the nurse-patient relationship (Evidence-Based Practice box).


Evidence-Based Practice


Studies That Demonstrate Values and Caring in Nursing Practice

Patients in an acute care setting rated the quality of their health care experience on the basis of the nurses' caring behaviors.


• The most important caring behaviors, according to patients, included:

• Respecting confidentially

• Treating pain

• Speaking in a soft and gentle voice

• Being honest

• Encouraging the patient to call if there was a problem

• The most important caring behaviors, according to the nurses, included:

• Knowing how to give shots

• Encouraging the patient to call if there was a problem

• Giving information so that the patient could make decisions

• Appreciating the patient as a human being and showing concern for the patient (Tanking, 2010)

• Nurses with a strong professional work ethic were consistently identified by patients as providing the highest-quality nursing care. The same nurses participated in nursing unit improvement projects and patient safety programs and provided patient-centered care, showed concern for patient safety, and incorporated evidence-based practices in their nursing care (Bartzak, 2010).

• Seven dimensions of caring that were identified as being universal by nurses from around the world include:

• Caring

• Compassion

• Spirituality

• Community outreach

• Providing comfort

• Crisis intervention

• “Going the extra distance” (Hudacek, 2008)

• Nurses cannot pretend to care. Nurses' values are evident even to pediatric patients by what they do to genuinely care and by what they fail to do that shows lack of caring (Cantrell & Matula, 2009).

• Acts of caring, from a nursing perspective, are the result of the nurse's synthesis of scientific principles, artistry, and a deep sense of being present with patients (Cantrell, 2007).

• The professional values that have consistently been shown to be of highest value to nurses across the past two decades are:

• Respect for human dignity

• Prevention of suffering

• Reliability

• Maintaining a faithful relationship with patients (Rassin, 2010)









Presence

Nurses are the only health care providers who are typically with patients 24 hours a day, 7 days a week. By simply being present in a patient's room, nurses have the potential to calm the fears of a patient and family and demonstrate caring. Research indicates that the interpersonal skills of nurses who demonstrate caring and compassion, such as being present with patients in times of crisis, often are the basis on which patients determine the competence of their nurses (Wysong and Driver, 2009).

Nurses often talk and write in their professional journals about what a great honor and privilege it is to be part of, or even to simply be present at, some of life's most important events, such as a birth or a death, in a pre-op room before surgery, or with patients and families as they go through a life-changing illness. Being present with patients and families at these critical times while applying the unique knowledge and skills of professional nursing practice demonstrates holistic care.




Consistency and Predictability

Patients who enter the health care system have two reasonable expectations. The first is not to be harmed, and the second is that the nurses providing care will be both competent and compassionate (Morath and Turnbull, 2005). In light of the number of injuries and incidents that take place in health care organizations each year, entering a hospital can be a frightening experience. Provision of care that is consistent and is delivered in a predictable way can make the experience less intimidating for the patient. The nurse provides predictable care by explaining what is going to take place beforehand or why things are happening, and by following through with the promised care in a timely fashion. Setting up a schedule with the patient and adhering to it can greatly reduce the anxiety the patient experiences and create a supportive environment that provides a sense of security. When nurses are consistent in providing competent care that is delivered on time and matches the patient's expectations, the patient is reassured that nursing care will be predictable and delivered as prescribed (Bartzak, 2010).

In an effort to ensure a more consistent approach to nursing care and to optimize patient outcomes, researchers have developed practice standards and clinical guidelines that are used by nurses in various health care settings to ensure that the quality of care delivered is based on best practices (Hill, Middleton, O'Brien, and Lalor, 2009). Providing treatment based on standardized best practices allows all patients, whether in small rural hospitals or in large teaching medical centers, to receive similar high-quality care.




Touch

Touch is the intentional physical contact between two or more people. It occurs so often in patient care situations that it has been deemed to be an essential and universal component of nursing care. Task-oriented touch and caring touch are common forms of physical contact used in nursing care. Both must be used carefully with patients to build trust and to provide appropriate professional care.


Task-Oriented Touch

Task-oriented touch includes performing nursing interventions such as giving a bath, changing dressings, suctioning an endotracheal tube, giving an injection, starting an IV line, or inserting an NG tube. Task-oriented touch should be done gently, skillfully, and in a way that conveys competence. Patients become alarmed when they detect that their nurse is unfamiliar with a procedure. It is best to seek assistance with any procedure or skill that the nurse cannot safely accomplish alone. Every task-oriented procedure should be explained to a patient, followed by feedback indicating patient understanding, before care is initiated.




Caring Touch

Caring touch is considered by most people to be a valuable means of nonverbal communication. In today's highly technical world of nursing, caring touch is an essential aspect of patient-centered care. Caring touch can be used to soothe, comfort, establish rapport, and create a bond between the nurse and the patient. Care may be conveyed by holding the hand of a patient during a painful or frightening procedure or when delivering bad news. This is an important way nurses let patients know that they are not alone and that another human being cares (Figure 2-3).

[image: image]
FIGURE 2-3 Touch can be used to communicate caring in difficult situations.





Even when the nurse's intentions are to provide comfort, however, touch can be perceived as being intrusive or, at times, hostile by some patients, such as those who are confused or suspicious, those who have been abused, or those who are aggressive or under the influence of drugs or alcohol. In the case of a patient who has been abused, it is especially important to ask permission before touching the patient. Nurses need to be culturally sensitive to how caring touch may be perceived by patients from a culture different from their own. Gender differences must be respected and may necessitate permission before initiation of care. Additional information on therapeutic touch as a nursing intervention is presented in Chapter 36 in the context of pain management.







Listening

A vital aspect of providing effective and appropriate nursing care is being able to actively listen to a patient in a way that conveys understanding, sensitivity, and compassion. Caring involves interpersonal relationships and communication skills that require paying more attention to the details of communication than would be necessary in a social conversation. This type of listening is a highly developed skill that usually takes a great deal of time and many years of experience to acquire. It can be learned with practice and enhanced with sensitivity and attention to the feedback that is received during each interaction.

In a caring nurse-patient relationship, the nurse takes responsibility for establishing trust, making sure that the lines of communication are open and that the nurse accurately understands not only what the patient is saying but also that the nurse is clearly understood. Active listening means paying careful attention and using all of the senses to listen rather than just passively listening with the ears. It requires energy and concentration and involves hearing the entire message—what the patient means as well as what the patient says. This type of listening focuses solely on the patient and conveys respect and interest. For more information on active listening and other therapeutic communication techniques, refer to Chapter 3.
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3. What actions by the nurse would have communicated caring and attention to Hwa's beliefs when she was first admitted to the emergency department? What action should the nurse have taken to exhibit concern when Hwa refused the prescribed medication?




Nurses must recognize the beliefs and values that are held by patients and families in order to provide culturally sensitive, relationship-based care. Incorporating patient concerns and outward displays of caring, such as touch and active listening, into patient treatment is essential to practicing evidence-based nursing. Nurses who have a commitment to respecting the ideas of others, lifelong learning, and caring are trusted by patients to provide safe, competent care.








Summary of Learning Outcomes


LO 2.1 Describe the differences between beliefs and values and how they develop: Beliefs are mental representations of reality, or what a person thinks is real or true; values are enduring beliefs that help the person decide what is right and wrong and determine what goals to strive for and what personal qualities to develop. Beliefs and values are developed through personal experiences, family influences, culture, ethnic background, spirituality, religion, and education.

LO 2.2 Explain the use of the values clarification process in dealing with a values conflict: The nurse needs to recognize when a values conflict exists and seek ways to identify the underlying factors causing the concern. A values clarification tool can be used to help patients examine past life experiences and consider where they spend their time, energy, and money to provide insight into what they truly value and believe. Values clarification can help nurses become more aware of their own personal values and beliefs that impact professional nursing practice.

LO 2.3 Summarize how the beliefs of nurses and patients influence health care: The beliefs of both nurses and patients influence how patients are treated, what patients listen to and act upon, and patient outcomes.

LO 2.4 Discuss the major concepts of four nursing theories of caring: Leininger's Cultural Care Theory states that culturally based nursing actions are intended to preserve, accommodate, or reconstruct the patient's meaningful health or life patterns. Watson's Human Science and Human Care Theory is a holistic model of care in which the nurse's focus is on 10 carative factors. According to Travelbee's Human-to-Human Relationship Model, the nurse assists the patient through five phases of a relationship and, if necessary, to find meaning in these experiences. Swanson's Middle Range Theory of Caring focuses on five processes of relationship-based caring for the nurse: maintaining belief, knowing, being with, doing for, and enabling the patient.

LO 2.5 Articulate ways in which nurses develop into caring professionals: Nurses develop caring skills through life experiences, observation of both positive and negative role models, and interaction with strong professional mentors.

LO 2.6 Identify behaviors that demonstrate caring: Nurses demonstrate caring through presence, consistency, predictability, touch, and listening.



[image: image] Responses to the critical-thinking questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.




Review Questions


1. A patient is struggling with the decision of whether to accept experimental treatment for cancer. The nurse begins to offer information to a patient and the patient says, “I've already heard all of that before and I don't agree with any of it.” How should the nurse proceed?

a. Ask why the patient is so defensive.

b. Encourage the patient to discuss his beliefs.

c. Question the patient's prejudicial attitude.

d. Confront the patient about his values conflict.

2. Which nursing theory of care describes how the nurse's presence in the nurse-patient relationship transcends the physical and material world, facilitating development of a higher sense of self by the patient?

a. Swanson's Middle Range Theory of Caring

b. Madeline Leininger's Cultural Care Theory

c. Watson's Theory of Human Science and Human Care

d. Travelbee's Human-to-Human Relationship Model

3. Which statement best describes for new parents how and when children develop first-order beliefs?

a. During infancy, and once developed, such beliefs seldom change

b. From life experiences during the toddler and preschool years

c. Throughout life from firsthand experiences and information provided by authority figures

d. From teen and young-adult peer interaction and mentorship of professional role models

4. As the nurse is explaining preoperative instructions to a patient, the patient's older brother suddenly steps into the doorway and yells, “People who go under the knife always die. Don't do it! They're going to kill you.” What type of higher-order belief is the patient's older brother displaying?

a. Distress

b. Stereotype

c. Prejudice

d. Denial

5. After admitting a homeless patient to the floor, the nurse tells a colleague that “homeless people are too dumb to understand instructions.” What action should the colleague take first?

a. Ignore the nurse's prejudicial comment without responding.

b. Offer to trade assignments and care for the homeless patient.

c. Ask the nurse about the patient's personal history assessment data.

d. Challenge the nurse's thinking, pointing out the ability of all people.

6. The nurse in the emergency department is caring for an 8-year-old who has had a serious asthma attack. When the nurse attempts to explain the problem to the child's mother, she smells cigarette smoke on the mother's breath. The nurse asks the mother if she has been smoking and the mother responds, “Yes, and I know they've told me before I can't smoke around him.” What should the nurse do next?

a. Ask the patient's mother what she values most, her child or her habit.

b. Ask the patient's mother to explain what she believes about smoking and asthma.

c. Ask the patient's mother about her prejudicial feelings about continuing to smoke.

d. Confront the patient's mother about the values conflict she's experiencing.

7. A nurse is working with a 35-year-old patient who needs to decide whether to donate a kidney to his brother who has been in renal failure for 5 years. The patient shares with the nurse that the decision is especially difficult because he would not be able to continue to work in his current profession and would be unable to support his three small children if he ever needed dialysis. Which interventions would be most appropriate for the nurse to implement in this situation? (Select all that apply.)

a. Explain that it is unlikely that he will ever need dialysis even if he has only one kidney.

b. Guide the patient through a values clarification process to help him make a decision based on his values.

c. Provide factual information to the patient that may help him to make an informed decision.

d. Ask for his permission to contact the kidney donation team to answer any questions he may have.

e. Suggest that the patient seriously consider cancelling his plan to donate a kidney.

8. A 57-year-old male patient who was hospitalized with an admitting blood pressure of 240/120 asked the nurse if his family could bring in some meat and vegetable dishes from home. He explained that he cannot eat the foods on the hospital menu because it is summer and the hospital is offering only chicken and fish, which in his culture are “hot” foods that will interfere with his healing. Which response by the nurse would best demonstrate an application of Leininger's theory?

a. Discourage the family from bringing in food, explaining that the idea of “hot” and “cold” foods is a superstition without scientific basis.

b. Negotiate home-prepared food options with the patient and his family to ensure that treatment for the patient's blood pressure is supported.

c. Explain that the patient will need to have home-prepared foods evaluated by the dietary staff to ensure that they are acceptable options.

d. Tell the family to bring in any foods they want, to help preserve the patient's cultural practices and dietary preferences.

9. In Swanson's Middle Range Theory of Caring, the nurse demonstrates caring using several techniques. What action is included in the five caring processes?

a. Call patients by their first name to demonstrate a caring attitude.

b. Sit at the bedside for at least 5 minutes each hour.

c. Use touch based on the nurse's judgment of what is appropriate.

d. Ask the patient to identify the most important thing that the patient would like to accomplish during the nurse's shift.

10. A new nurse is about to insert a nasogastric tube for the first time but is not sure what equipment to gather or how to begin the procedure. The patient is an 80-year-old woman who is frightened and slightly confused. Which actions by the nurse would best demonstrate caring? (Select all that apply.)

a. Offer the patient pain medication to help her calm down.

b. Hold the patient's hand while inserting the nasogastric tube.

c. Speak calmly while explaining the procedure to the patient beforehand.

d. Ask another, more experienced nurse for assistance before initiating care.

e. Obtain and insert the nasogastric tube as quickly as possible without explanation.
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Chapter 3

Communication

Learning Outcomes

Comprehension of this chapter's content will provide students with the ability to:


LO 3.1 Identify key components of the communication process.

LO 3.2 List examples of the verbal and nonverbal modes of communication.

LO 3.3 Recognize various types of communication.

LO 3.4 Describe how significant aspects of the nursing process are implemented in the nurse–patient helping relationship.

LO 3.5 Discuss factors affecting the timing of patient communication.

LO 3.6 Recognize the roles of respect, assertiveness, collaboration, delegation, and advocacy in professional nursing communication.

LO 3.7 Identify social, therapeutic, and nontherapeutic communication techniques.

LO 3.8 List defense mechanisms used by patients while they communicate.

LO 3.9 Illustrate methods of communicating in special situations.




Key Terms

assertiveness, p. 46channel, p. 38decode, p. 39defense mechanisms, p. 49encode, p. 39feedback, p. 38interpersonal communication, p. 42intrapersonal communication, p. 42meditation, p. 42message, p. 38negative self-talk, p. 42nontherapeutic communication, p. 49nonverbal communication, p. 39positive self-talk, p. 42prayer, p. 42proxemics, p. 40receiver, p. 38referent, p. 38role boundaries, p. 43sender, p. 38therapeutic communication, p. 46verbal communication, p. 39
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Case Study
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Mr. Beatrice, a married, 38-year-old father of two middle school–age children, was diagnosed with advanced melanoma. His doctor suggested an experimental treatment to stop further metastasis of the cancer. Mr. Beatrice was admitted within the past 24 hours to the oncology unit for treatment of anemia and fatigue. His medical history includes basal cell carcinoma diagnosed 10 years earlier and a concussion that occurred while in college. His surgical history includes repair of a fractured left tibia sustained while playing high school basketball.

Mr. Beatrice's vital signs are T 36.8° C (98.2° F), P 82 regular, R 18 and unlabored, BP 118/54, with a pulse oximetry reading of 99% on room air. He reports lower back and right hip pain at a level of 7/10 before administration of analgesics. He complains of feeling exhausted. His hemoglobin level is 8.2 g/dL. Mr. Beatrice appears tense and angry when the nurse goes into the room to see if he has ordered his lunch.

Refer back to this case study to answer the critical-thinking questions throughout the chapter.




Introduction

Effective communication is an essential skill for the professional nurse. Critical nursing roles such as assessment and patient education require excellent and comprehensive communication to meet patients' needs. Patient advocacy, collaboration among health care team members, and safe patient care require the nurse to communicate in a way that clarifies a given situation. In more than 62% of sentinel health care events (i.e., unexpected death, injury, or serious risk of injury) that occurred between 2011 and June 2013, communication breakdown was identified as one of the top three causes (The Joint Commission, 2013).

To be viewed as competent, the nurse's communication skills must be professional and credible. Understanding the process of communication, the various modes in which individuals communicate, and the skills of therapeutic communication can greatly enhance the ability of a nurse to effectively care for patients and their families.





LO 3.1 The Communication Process

The dynamic process of communication occurs when six key elements interact (Figure 3-1). The elements of the communication process include a referent (event or thought initiating the communication), a sender (person who initiates and encodes the communication), a receiver (person who receives and decodes, or interprets, the communication), the message (information that is communicated), the channel (method of communication), and feedback (response of the receiver). For communication to be effective, the process must be interactive and ongoing. Realizing that a variety of factors may initiate the communication process helps the nurse to critically analyze the purpose and meaning of interactions.

[image: image]
FIGURE 3-1 Conceptual model of communication.






Referent

The referent, or initiating event or thought that leads one person to interact with another, may be anything, including a sensation. A patient may initiate a conversation due to feeling pain, having thoughts or concerns, recognizing a new lesion or symptom, hearing something unfamiliar or confusing, tasting a strange flavor, or smelling an unfamiliar scent. Each perceived event has the potential for initiating communication with others.




Sender

Senders may be individuals or groups who have a message to share. Senders encode messages by translating their thoughts and feelings into communication with a receiver. The sender decides which mode of communication can most effectively convey the intended meaning of the message.




Message

A message is the content transmitted during communication. Messages are transmitted through all forms of communication, including spoken, written, and nonverbal modalities. Many factors influence whether a message is effectively communicated. The timing of conversations, educational levels of the people involved, modes of communication used, and physical and emotional factors may determine the outcome of interaction among individuals. For example, if a patient is experiencing significant pain, the nurse must address the patient's need for pain relief before attempting to obtain basic demographic data. The nurse must observe the patient's nonverbal messages to avoid missing essential elements of the communication.




Channel

Messages are conveyed and received through a variety of channels. Any of the five senses may be used as channels, or methods, of communication. When a patient calls for help, the channel of communication is auditory. When a nurse observes a patient's gait for stability, communication is achieved through the visual channel. When a patient's wound smells noxious, the channel is olfactory. The accuracy of communication may be affected by the number of channels used to convey information. Typically, the more channels that are used to communicate, the more effectively the message is conveyed. This may not be the case, however, when the use of too many channels of communication overwhelms the receiver with information.




Receiver

There must be a receiver of information for the process of communication to take place. Receivers need to actively listen, observe, and engage in a conversation to decode, or sort out the meaning of, what is being communicated. Numerous factors may affect the ability of the receiver to accurately decode a message, including shared experiences with the sender, timing, educational background, cultural influences, and physical and emotional states. The message may be misinterpreted if clarity is not sought and achieved by the receiver.




Feedback

To avoid misinterpretation of a message, it is essential that the receiver provide feedback to the sender regarding the conveyed meaning. By asking the receiver to restate the message, the sender is able to verify that the message was understood. This is especially important when a nurse and patient are communicating. If a nurse uses medical terminology that is not understood and a patient does not ask for clarification, effective communication cannot take place. Verification in the form of feedback is essential in nurse–patient interactions to ensure successful communication.








LO 3.2 Modes of Communication

Although various methods can be used to convey infor­mation, there are only two basic forms of communication: verbal and nonverbal. Verbal communication may be spoken, written, or electronic. Most communication is nonverbal and provided in the form of body language such as gestures and eye contact. Nurses are bombarded with verbal and nonverbal communication throughout each workday. Understanding the significance of the two primary modes of communication and the various methods through which they take place is essential. Watching carefully for consistency or inconsistency between a patient's verbal and nonverbal communications allows the nurse to interpret and validate verbal statements.


Nonverbal Communication

Nonverbal communication is wordless transmission of information. According to seminal research by Mehrabian (1971), 93% of communication is nonverbal. Body language constitutes 55% of all nonverbal communication, and voice inflection accounts for 38%. Nonverbal communication is the more accurate mode of conveying information. Realizing the frequency and value of nonverbal communication helps the nurse to observe and assess patients more accurately. Nurses who perceive the potential effect of their own nonverbal behavior will communicate more professionally and consistently when interacting with others.


Body Language

Body language is conveyed in many ways. Posture, stance, gait, facial expressions, eye movements, touch, gestures, and symbolic expressions influencing personal appearance, such as jewelry and make-up, generally communicate a person's thoughts more accurately than simple verbal interactions. The nurse needs to observe the patient and family members for nonverbal cues while interviewing or completing assessments. Cultural and ethnic differences, mental health issues, and physical and emotional states affect the way people communicate.


Posture, Stance, and Gait

The way a person stands, sits, or ambulates can convey volumes to those observing. A relaxed body while sitting or standing indicates openness to what is being shared verbally in the conversation. If a patient sits with crossed legs or arms during an educational interaction with the nurse, the patient may be indicating a lack of openness to or acceptance of the information being shared. The manner in which patients and nurses ambulate communicates clearly without any words being spoken. A person's gait gives multiple cues to the nurse. If assistive devices are being used, the nurse knows that independent ambulation is at least temporarily impaired. A distinctive, intentional gait may communicate self-confidence, the need for immediate action, or a variety of potentially negative cues. A patient who is walking slowly with a bowed head may be feeling hopeless or exhausted or be in deep thought. Those observing a nurse running into a patient's room will certainly get the impression that there is an emergency. If a nurse walks quickly into a room and completes a task without making eye contact with the patient in the bed, the patient will have the impression that the nurse does not have time to address or does not care about the patient's needs and concerns.




Facial Expressions and Eye Movements

Grimacing or rolling the eyes communicates significant information. Some facial expressions may indicate fear or apprehension regarding impending diagnostic testing or surgery. The nurse must be especially perceptive when communicating with the patient and family members to observe the visual cues to their feelings. If there is incongruence between verbal communication and nonverbal facial expressions of patients or family members, the nurse must interview and assess the situation more carefully to identify and validate the most significant needs.

The facial expressions and eye movements of the nurse are of considerable concern. It is imperative to provide professional nursing care. Making inappropriate facial expressions may be offensive and hurtful to patients or their family members. The nurse must control his or her facial expressions to avoid communicating disdain or judgmental attitudes in challenging patient care situations. Maintaining a neutral facial expression establishes an environment of caring and openness in which the patient and family members can feel safe to share their innermost concerns.




Touch, Gestures, and Symbolic Expressions

Making physical contact in patient care situations can communicate caring or can be perceived as restrictive, depending on the type of touch used. Gently touching a blind patient's arm before providing care helps to alert the patient to the nurse's presence (Figure 3-2). Therapeutic touch, such as holding the patient's hand or touching the patient's shoulder, can provide comfort and may alleviate pain. This is especially true when a patient is undergoing a painful or stressful procedure. In most cases, it is important for the nurse to be aware of or verify a patient's openness to touch before implementing it as a nursing intervention.

[image: image]
FIGURE 3-2 The nurse gently touches the arm of a blind patient to alert him to her presence.





Significant research has been conducted on human interaction. The anthropologist Edward Hall (1966) developed the theory of proxemics (i.e., study of the spatial requirements of humans and animals). He identified four specific distances in which people interact: intimate space (0 to 1.5 feet); personal space (1.5 to 4 feet); social space (4 to 12 feet); and public space (12 feet or more). Figure 3-3 illustrates these four basic distances. Nurses interact with patients within each of these distances, and they must become increasingly comfortable with and sensitive to interacting within the intimate-distance area while providing direct care. The Diversity Considerations box addresses cultural and other diversity factors that affect patients' comfort levels and tolerance with personal space and physical touch. Additional information on cultural differences related to communication and the use of interpreters while caring for patients whose native language is different from that of the nurse is provided in Chapter 21.
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Life Span


• Children demonstrate a need for greater personal space as they age (Aiello and Aiello, 1974).

• Older adults of some cultures require personal care from younger, same-gender members of their family (Knott, 2002).






Gender


• Making direct eye contact immediately before touching a patient of the opposite sex may help to communicate caring and alleviate anxiety in the patient (Pullen, Barrett, Rowh, et al., 2009).

• In some cultures, nurses of the opposite sex may not be permitted to perform personal care or examine private areas of the patient's body (Pullen, 2007).






Culture and Ethnicity


• People born in more densely populated areas typically require less personal space for comfort.

• English-speaking people typically prefer at least 18 inches of distance between themselves and others when conversing. In contrast, Middle Eastern people may be comfortable standing very close while communicating (Purnell, 2013) (Figure 3-4).
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FIGURE 3-3 Hall's zones of interaction significantly affect communication in cross-cultural settings.
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FIGURE 3-4 The nurse talks with a patient who requires little personal space.





The use of gestures may be challenging to nurses practicing in a multicultural environment. Although they may enhance verbal communication, gestures may be viewed as inappropriate by patients of various cultures. Gestures may be most effective when used with people who have limited hearing. Establishing specific meanings for gestures before placing a patient on a ventilator or before a patient loses the ability to speak due to an advancing neurologic disease can facilitate communication when the patient is unable to speak.

Symbolic expression through the use of make-up, jewelry, or clothing may communicate self-esteem, economic resources, or mental health. Observing the appearance of a patient may provide the nurse with an indication of the patient's wellness or need for attention. Make-up and clothing may be used by a patient to hide inner feelings, or these symbols can indicate that the patient's condition is improving.

Nurses should be aware of their own use of symbolic expressions. Professionalism is best expressed without dramatic make-up and with minimal jewelry while performing patient care. Nurses who take pride in their professional appearance are more likely to be perceived by patients as competent and caring.







Voice Inflection

The second most significant form of nonverbal communication is voice inflection. Spoken words may be emphasized through tone, volume, and the rhythm or rate of speech. Nurses must actively listen to perceive the quality of speech used during interactions with others. Voice inflection provides insight into the significance of information being shared.
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1. Describe nonverbal behaviors that may indicate tension and anger.
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2. Identify at least two possible causes of Mr. Beatrice's nonverbal indications of tension and anger.










Verbal Communication

According to Mehrabian (1971), only 7% of communication about feelings and attitudes is verbal. This research finding underscores the critical need to integrate spoken, written, and electronic information with nonverbal cues garnered through observation and physical assessment.


Setting, Context, and Content

Spoken words may be communicated face to face, in a group setting, or through devices such as phones or intercoms. The setting of communication greatly influences what is or what can be shared. Depending on the confidentiality or privacy of the interaction, conversations may be overheard or taken out of context. Although it is important to get feedback when sharing patient information verbally to verify that the information is accurate, verbalizing potentially harmful or confidential information in a public setting may have legal ramifications for health care professionals. The context and content of verbal communication must be closely monitored by the nurse to avoid misinterpretation or errors in patient care.




Written Communication

Written communication, although effective in providing details and legal documentation, lacks the nuances that voice inflection and interactive conversation can provide. For example, it may be difficult to perceive urgency when reading progress notes. The meaning of written communication is often enhanced through discussion. Oral reports or grand rounds typically highlight the urgency of patient needs more than written documentation.




Electronic Communication

Special care must be taken to maintain confidentiality while communicating electronically. Electronic communication in the form of information referencing, e-mail, social networking, and blogging can quickly contribute to a person's knowledge, providing patients and health care professionals with vital information. However, the potential for miscommunication exists, in part because nonverbal cues are not apparent. When communicating verbally by electronic media, patients and nurses must take time to validate and verify shared information because misunderstandings can occur if feedback is inadequate. Chapter 10 provides additional information on the requirements of electronic documentation.











LO 3.3 Types of Communication

Nurses engage in four basic types of professional communication: intrapersonal, interpersonal, small-group, and public communication. Each has a different focus and potential outcome.


Intrapersonal Communication

Intrapersonal communication (i.e., occurring internally) focuses on personal needs and can influence a person's well-being. Positive self-talk is internal conversation that provides motivation and encouragement; it may be used to build self-esteem and self-confidence. By encouraging positive self-talk, nurses empower patients to fight their diseases and persevere through difficult situations. For example, a patient may choose to repeat a phrase of encouragement silently while undergoing a painful diagnostic procedure; likewise, internally verbalizing that an invasive procedure is of a time-limited nature may make the experience more tolerable. Nurses and student nurses may use positive self-talk to overcome anxiety or discomfort while taking examinations or performing new or painful procedures, such as starting an intravenous infusion.

Negative self-talk (i.e., harmful or destructive internal conversation) may damage the ability of an individual to achieve his or her greatest potential or to overcome adversity. Negative self-talk may increase a patient's perception of pain, anxiety, or inability to meet the challenges of a poor prognosis.

Meditation (i.e., mindful reflection or contemplation) is another form of intrapersonal communication. Some people use it regularly as a means of self-encouragement and reassurance. Different from prayer (i.e., form of meditation traditionally directed to a deity), meditation is a continuous thought process that centers on one idea with the goal of achieving inner peace and relaxation.




Interpersonal Communication

Interpersonal communication takes place between two or more people. It may be formal or informal and conversational, and it may or may not have a stated goal or purpose. In the context of an interview, it may vary from the strictly formal to very casual. Health history interviews and patient–nurse interactions have a specific focus and intention and require confidentiality and setting of role boundaries. Effective interpersonal communication among health care professionals is essential to ensure patient safety. Research indicates that 70% to 80% of medical errors involve issues of interpersonal communication (Agency for Healthcare Research and Quality, 2004).


[image: image] QSEN Focus!

Open communication among interdisciplinary teams of health care professionals creates a culture of safety, which is necessary to protect patients from harm and meet patient safety standards.




Interprofessional Communication

Effective collaborative communication among various members of the interdisciplinary health care team is essential for patient safety. This is especially true when patient care is being transferred to new care providers. Data from The Joint Commission indicates that almost 70% of sentinel events were caused by communication breakdown, and 50% of those cases occurred during patient handoff (The Joint Commission, 2013). One method of interpersonal communication that has been adopted to increase interprofessional and hand-off communication is the SBAR model: situation, background, assessment, and recommendation (Ethical, Legal, and Professional Practice box).


Ethical, Legal, and Professional Practice


Hand-off Communication

SBAR (situation, background, assessment, and recommendation) is a widely accepted method of hand-off communication that involves interpersonal communication designed to enhance patient safety and outcomes.


• SBAR is used “to report to a health care provider a situation that requires immediate action, to define the elements of a hand off of a patient from one caregiver to another, such as during transfers from one unit to another or during shift report, and in quality improvement reports” (Iyer, 2007, p. 1).

• SBAR is often used by nursing as a hand-off tool and as a structured method for all communications between providers.

• SBAR communication requires the sharing of clear information focused on the four topical areas:

• Situation: What is happening right now?

• Background: What led up to the current situation?

• Assessment: What is the identified problem, concern, or need?

• Recommendation: What actions or interventions should be initiated to alleviate the problem?

• Using SBAR format when documenting patient progress notes increases the clarity of shared information for legal purposes.



Chapter 10 provides additional information on SBAR methodology.









Ethical Implications

Information shared during informal and formal nurse–patient interaction is considered confidential. The nurse must maintain the patient's right to privacy to ensure that the Health Insurance Portability and Accountability Act (HIPAA) regulations are met. The American Nurses Association's Principles for Social Networking and the Nurse (2011) provides guidance to nurses on how to use social networking ethically while providing for the privacy and confidentiality required for professional nursing practice. Chapter 11 provides more information about ethical and legal interpersonal communication.

Professional role boundaries define the limits and responsibilities of individuals in a given setting. When undertaken by nurses, actions such as sharing personal phone numbers with patients, agreeing to meet patients outside the health care setting, and inappropriate touching violate these boundaries. Ethical or legal action may be taken against nurses who ignore professional role boundaries.







Small-Group Communication

Communication in small groups focuses on meeting established goals or the needs of group participants. Focus groups, support groups, and task forces are examples of groups in which patients or nurses may be involved. Leaders of small groups may emerge from the group or be appointed before a first meeting. Nurses may be asked to lead small groups in their professional roles.


[image: image] Safe Practice Alert

It is the nurse's responsibility to establish and maintain professional role boundaries when interacting with patients.




Small-Group Dynamics

When asked to lead small groups, nurses need to be aware of the phases of group development and group dynamics that may facilitate or hinder communication. In 1965, psychologist Bruce Tuckman identified four phases of group development: forming, storming, norming, and performing. He later added a fifth—adjourning—to denote the stage of closure in the small-group setting (Tuckman & Jensen, 1977). Aspects of these phases parallel those of the nurse–patient helping relationship. Although Tuckman's phases appear to be linear in nature, leaders should remember that group dynamics include individual personalities and that the arrival or departure of members may cause fluctuation among the various stages of group development.

During the forming phase, group members rely heavily on the leader to identify the mission and goals of the group. Ground rules are identified, and trust is established through the development of interpersonal relationships.

The storming phase of small-group development may involve some personality conflicts among the group participants. Group members with control issues may emerge. During the storming phase, the group leader needs to work with members to resolve conflicts and build cohesion. It is the group leader's responsibility to ensure that all members feel safe to share their thoughts and ideas freely without fear of ridicule.

Increased trust and openness emerge during the norming phase, resulting in productivity and meaningful sharing of information. During this phase, it is essential that the group leader encourage participation of all group members. The leader must redirect interaction if one member of the group tends to dominate the discussion. It is also important for group leaders to avoid sharing too many of their own thoughts or feelings. Sharing affirmations of what the group has accomplished and identifying future work constitute a vital role of an effective small-group leader.

Interdependence emerges during the performing phase of group development. During this phase, problem solving takes place within the group. Group members are typically highly committed during this time. Collaboration is effective in groups that perform at a high level.

The adjourning phase takes place as the small group disperses, having achieved the group's goals. By recognizing the various phases of group development and using strategies to encourage communication among all group members, nurses can be very effective small-group facilitators.







Public Communication

Nurses communicate in a public forum through patient and community education on health care issues, including wellness. Public communication requires education, preparation, openness to diverse opinions, and communication skills that encourage acceptance and dialogue. Nurses may be asked to serve as professional experts on health care issues for the media. Training in public speaking may be beneficial for nurses who anticipate extensive public communication in their professional roles.








LO 3.4 The Nurse–Patient Helping Relationship

A helping relationship develops through ongoing, purposeful interaction between a nurse and a patient. Each helping relationship evolves as a result of systematic, intentional activities of the nurse. The focal point of the nurse–patient helping relationship is the patient and the patient's needs and concerns. Nurse–patient relationships focus on five areas: (1) building trust, (2) demonstrating empathy, (3) establishing boundaries, (4) recognizing and respecting cultural influences, and (5) developing a comprehensive plan of care.


Phases of the Helping Relationship

The nurse–patient helping relationship consists of three phases: orientation or introductory phase, working phase, and termination (Table 3-1). Preinteraction activities, such as gathering assessment and diagnostic data, organizing the data, identifying areas of concern, and planning the interaction, prepare the nurse for the initial contact with the patient.


TABLE 3-1

Phases of the Nurse–Patient Helping Relationship



	PHASE
	FOCUS




	Orientation or introductory
	
• Making introductions, establishing professional role boundaries (formally or informally) and expectations, and clarifying the role of the nurse

• Observing, interviewing, and assessing the patient, followed by validation of perceptions

• Identifying the needs and resources of the patient






	Working
	
• Development of a contract or plan of care to achieve identified patient goals

• Implementation of the care plan or contract

• Collaborative work among the nurse, patient, and other health care providers, as needed

• Enhancement of trust and rapport between the nurse and the patient

• Reflection by the patient on emotional aspects of illness

• Use of therapeutic communication by the nurse to keep interactions focused on the patient






	Termination
	
• Alerting the patient to impending closure of the relationship

• Evaluating the outcomes achieved during the interaction

• Concluding the relationship and transitioning patient care to another caregiver, as needed
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Nursing Process in the Helping Relationship

The five steps of the nursing process are used in each phase of the helping relationship. During preinteraction and the orientation phase, the nurse gathers assessment data and formulates nursing diagnoses that are appropriate for the patient. Objective data are collected during preinteraction and the orientation phase, whereas subjective data are obtained almost exclusively while interacting with the patient during the orientation or introductory phase.

Nursing diagnoses for individual patients are identified during the orientation phase after assessment data are gathered and clustered. Nursing diagnoses commonly related to communication concerns include the following:


• Impaired Verbal Communication

• Readiness for Enhanced Communication

• Powerlessness

• Risk for Powerlessness

• Social Isolation

• Situational Low Self-Esteem

• Anxiety

• Fear



During the working phase of the helping relationship, goals or outcome statements and nursing interventions are developed in collaboration with patients and their families. It is important for the nurse to discuss assessment findings and concerns with the patient to establish realistic short-term and long-term goals. Communication with patients before initiating nursing interventions helps to alleviate anxiety and promotes goal attainment.

The evaluation step of the nursing process is completed during the termination phase of the helping relationship. During this phase, the nurse and patient determine the level of patient goal fulfillment and the possible need for further intervention. Outcomes of the nurse–patient helping relationship are greatly affected by the nurse's use of therapeutic communication and by the patient's receptivity.








LO 3.5 Factors Affecting the Timing of Patient Communication

Many factors influence when communication with patients is best initiated, including the patient's pain or anxiety level and the physical location of the patient. Distractions in the patient's environment, including the presence of visitors, may also interfere with communication.


Pain or Anxiety

Patients experiencing a moderate to high level of pain comprehend direct, empathetic communication most effectively. Short questions or specific instructions are the best methods for exchanging information with patients when they are suffering from acute or severe chronic pain. A similar approach is most effective with patients who are experiencing intense anxiety. If the nurse must provide an anxious patient with instructions for a diagnostic test or surgical procedure, short sentences that include only essential information should be used. Extensive patient education or preoperative teaching should be provided at an earlier or different time, when the patient is more relaxed or when the pain level is more tolerable.




Location and Distractions

Several factors affect the location appropriate for communication with patients. Privacy and confidentiality are critical during the interviewing and assessment process. Patients should not be asked to share their health histories while visitors or non–health care providers are present. Simply pulling a cubicle curtain around a patient's bed does not prevent the transmission of sound beyond the curtain. If it is impossible to provide a private area in which to gather vital information, ask for the patient's permission to conduct the interview in the current setting before initiating the health history interview. Make every effort to talk with patients in an environment with as few interruptions and distractions as possible.

Effective communication can be challenging if the patient and nurse are distracted by technology and other people. Although technology, such as MP3 players, televisions, and cardiac monitors, may provide entertainment or valuable patient information, communication is enhanced when the people involved are totally attentive to the interaction. Ask the patient to turn off competing technology and to focus on the nurse–patient interaction as needed. Turn down the volume of audible monitor alerts during an extensive patient interaction. Remember to return the monitor alerts to their original levels before leaving the patient's bedside.

It is appropriate for the nurse to ask visitors to leave a patient's room for a few minutes to obtain critical, private information directly from the patient. The best source of information for an alert, oriented adult patient is the patient, not a spouse, another relative, or a visitor who happens to be present when the health history is taken. By focusing directly on the patient, the nurse communicates concern and is more attuned to subtle information communicated verbally and nonverbally.

With the patient's permission, relatives and friends may be considered secondary sources of subjective information. Data gathered from these persons may be helpful in validating or clarifying the information provided first by the patient. Relatives or friends of the patient may become sources of information after required permission has been secured, especially if the patient is disoriented, comatose, absent, or is a minor.
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Make sure the patient is alert and oriented before conducting a health history or asking the patient to make significant health care decisions.










LO 3.6 Essential Components of Professional Nursing Communication

Respect, assertiveness, collaboration, delegation, and advocacy are critical components of professional nursing communication that facilitate positive patient outcomes. Respecting patients and advocating on their behalf builds trust and conveys caring. Collaborating and delegating assertively with health care team members creates a positive work environment focused on patient needs.


Respect

Respect for patients and their families is conveyed by nurses verbally and nonverbally. Asking a patient's name preference during initial contact demonstrates respect and establishes the foundation for a trusting nurse–patient relationship. Ensuring privacy, providing necessary health care information, and fostering autonomy in decision making are nursing actions that further strengthen the relationship. Controlling facial expressions and body language during challenging interactions with patients and health care team members is essential to consistently demonstrate respect.




Assertiveness

Assertiveness is the ability to express ideas and concerns clearly while respecting the thoughts of others. Assertive nurses communicate with patients, families, and other members of the health care team regularly and without hesitation. Assertive communication by nurses demonstrates confidence and elicits respect from patients and colleagues. Overly assertive nurses may be perceived as aggressive if they do not respect the rights and opinions of others. Nurses who communicate aggressively tend to receive negative or defensive responses from patients, family members, and health care team members.




Collaboration

Collaboration with other health care professionals is a key factor in communicating necessary health care information and providing comprehensive patient care. Most patients require the collaboration of many different health care professionals during hospitalization or outpatient treatment, and the nurse is often the coordinator of this team. Physicians, nurse practitioners, laboratory technicians, social workers, and respiratory, physical, occupational, and speech therapists, along with unlicensed assistive personnel, may share responsibility for patient care. The nurse must contact key health care professionals in an expedient manner and with respect and recognition of time and resource limitations. Ongoing communication with the patient about the status of the health care team collaboration is essential to allay un­­necessary anxiety associated with not knowing what is happening.
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Requesting input from other members of the interdisciplinary health care team enhances a nurse's ability to meet the patient's needs. Each professional brings a different perspective and unique expertise that should be valued.






Delegation

Delegation is a multifaceted responsibility of the registered nurse. When communicating during delegation, nurses must show collegiality and respect for all members of the health care team. It is important to call other health care team members by their preferred names. Accuracy while communicating helps ensure positive patient outcomes. Receiving feedback from the person to whom care is delegated is required by law and provides an opportunity for clarity, which ensures greater accuracy. Chapter 11 provides further information on the legal requirements of delegation.

Communicating therapeutically with colleagues during the delegation process shows respect and recognizes the many stressors with which all members of the health care team cope while providing patient care. Offers of support and encouragement help convey empathy and promote teamwork. Chapter 12 focuses on the strengths of nursing leaders.




Advocacy

Patient advocacy is a hallmark of professional nursing. Advocacy involves defending the rights of others, especially those who are vulnerable or unable to make decisions independently. To be an effective advocate for patients, the nurse must be knowledgeable, organized, and able to communicate in a caring manner. Nurses who communicate therapeutically and assertively are better able to advocate for their patients.








LO 3.7 Social, Therapeutic, and Nontherapeutic Communication

Significant differences exist between social and therapeutic communication (i.e., beneficial, positive interaction). Nurses who understand this difference are effective in gathering information from patients and identifying their needs. Patients perceive nurses who develop strong therapeutic communication skills as caring, professional, and compassionate. Nurses who understand the impact of effective communication on patient care are less likely to engage in social conversation with patients and co-workers when it is not appropriate.


Social Communication

Social communication most often occurs among individuals who know each other or who are getting to know each other informally. It typically involves mutual sharing of ideas, with a balanced focus on all parties engaged in the conversation. Friends may compare experiences, give advice, verbalize opinions, or make judgments on the behavior of others; anger and humor—appropriate or inappropriate—may be expressed. Most social conversations are multifaceted and change focus as topics of conversation evolve.




Therapeutic Communication

The primary focus of therapeutic communication between a patient and nurse is the patient. Nurses engaged in therapeutic conversations set their own opinions and judgments aside to listen more fully to their patients. Through various techniques, such as active listening, open posture, and reflection, nurses encourage patients to explore personal concerns (Figure 3-5). Patients often respond with open, honest sharing to nurses who are accepting of alternative ideas and empathetic to the circumstances of others. Nurses need to value the important role of therapeutic and open dialogue in the healing process.

[image: image]
FIGURE 3-5 Talking with patients at eye level enhances communication.





The use of therapeutic communication techniques enhances nurse–patient relationships and helps to achieve positive outcomes. Consistent use demonstrates empathy and concern for patients. Various techniques greatly assist the nurse in gathering, verifying, and validating assessment data.

Table 3-2 provides examples and rationales for verbal therapeutic communication techniques that nurses should practice while providing care within all settings. Table 3-3 highlights examples and rationales for some essential nonverbal therapeutic techniques that nurses should implement when communicating with patients.


TABLE 3-2

Verbal Techniques for Initiating and Encouraging Communication



	TECHNIQUE
	EXAMPLES
	RATIONALE




	Offering self
	“I'll sit with you for a while.”
“I'll stay with you until your family member arrives.”
	
• Demonstrates compassion and concern for the patient

• Establishes a caring relationship






	Calling the patient by name
	“Good morning, Mr. Trimble.”
“Hi, Ms. Martin. How are you feeling this evening?”
	
• Conveys that the nurse sees the patient as an individual

• Shows respect and helps to establish a caring relationship






	Sharing observations
	“You look tense.”
“You seem frustrated.”
“You are smiling.”
	
• Raises the patient's awareness of his or her nonverbal behavior

• Allows the patient to validate the nurse's perceptions

• Provides an opening for the patient to share possible joys or concerns






	Giving information
	“It is time for your bath.”
“My name is Pam, and I will be the RN taking care of you until 7 P.M.”
“Your surgery is scheduled for 10:30 A.M. tomorrow.”
	
• Informs the patient of facts needed in a specific situation

• Provides a means to build trust and develop a knowledge base on which patients can make decisions






	
Using open-ended questions or comments
	“What are some of your biggest concerns?”
“Tell me more about your general health status.”
“Share some of the feelings you experienced after your heart attack.”
	
• Gives the patient the opportunity to share freely on a subject

• Avoids interjection of feelings or assumptions by the nurse

• Provides for patient elaboration on important topics when the nurse wants to collect a breadth of information






	Using focused questions or comments
	“Point to exactly where your pain is radiating.”
“When did you start experiencing shortness of breath?”
“How has your family responded to your being hospitalized?”
“What is your greatest fear?”
“Where were you when the symptoms started?”
“Tell me where you live.”
	
• Encourages the patient to share specific data necessary for completing a thorough assessment

• Asks the patient to provide details regarding various concerns

• Focuses on the immediate needs of the patient






	Providing general leads
	“And then?”
“Go on.”
“Tell me more.”
	
• Encourages the patient to keep talking

• Demonstrates the nurse's interest in the patient's concerns






	Conveying acceptance
	“Yes.”
Nodding.
“I follow what you are saying.”
“Uh huh.”
	• Acknowledges the importance of the patient's thoughts, feelings, and concerns





	Using humor
	“You are really walking well this morning. I'm going to have to run to catch up!”
	
• Provides encouragement

• May lighten heavy moments of discussion

• Used properly, allows a patient to focus on positive progress or better times and does not change the subject of a conversation






	Verbalizing the implied
	
Patient: “I can't talk to anyone about this.”
Nurse: “Do you feel that others won't understand?”
	
• Encourages a patient to elaborate on a topic of concern

• Provides an opportunity for the patient to articulate more clearly a complicated topic or feeling that could be easily misunderstood






	Paraphrasing or restating communication content
	
Patient: “I couldn't sleep last night.”
Nurse: “You had trouble sleeping last night?”
	
• Encourages patients to describe situations more fully

• Demonstrates that the nurse is listening






	Reflecting feelings or emotions
	“You were angry when your surgery was delayed?”
“You seem excited about going home today.”
	• Focuses on the patient's identified feelings based on verbal or nonverbal cues





	Seeking clarification
	“I don't quite follow what you are saying.”
“What do you mean by your last statement?”
	• Encourages the patient to expand on a topic that may be confusing or that seems contradictory





	Summarizing
	“There are three things you are upset about: your family being too busy, your diet, and being in the hospital too long.”
	
• Reduces the interaction to three or four points identified by the nurse as being significant

• Allows the patient to agree or add additional concerns






	Validating
	“Did I understand you correctly that…?”
	• Allows clarification of ideas that the nurse may have interpreted differently than intended by the patient
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TABLE 3-3

Nonverbal Techniques for Facilitating Communication



	TECHNIQUE
	EXAMPLES
	RATIONALE




	Active listening
	
• Maintaining intermittent eye contact

• Matching eye levels

• Attentive posturing

• Facing the patient

• Leaning toward the person who is speaking

• Avoiding distracting body movement



	
• Conveys interest in the patient's needs, concerns, or problems

• Provides the patient with undivided attention

• Sends a clear message of concern and interest






	Silence
	• Being present with a person without verbal communication


	
• Provides the patient time to think or reflect

• Communicates concern when there is really nothing adequate to say in difficult or challenging situations






	Therapeutic touch
	
• Holding the hand of a patient

• Providing a backrub

• Touching a patient's arm lightly

• Shaking hands with a patient in isolation



	
• Conveys empathy

• Provides emotional support, encouragement, and personal attention

• Relaxes the patient
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A helpful reference for remembering the various aspects of active listening is the acronym SOLER (Egan, 2014). S encourages the listener to sit (if possible) facing the patient. O reminds the nurse to maintain an open stance or posture while listening. L suggests that the listener lean toward the speaker, positioning the body in an open stance. E refers to maintaining eye contact without staring. R reminds the nurse to relax. Demonstrating relaxation during a conversation encourages the person sharing to continue. It also conveys a sense of attention, interest, and comfort with the subject being shared.

Phrasing requests in a positive manner is a very effective communication technique that helps to promote patient cooperation and affirmation. Instead of saying, “Don't forget to use your incentive spirometer,” reword the request with a positive focus by saying, “Remember to use your incentive spirometer every hour to help prevent pneumonia.” Positive language tends to motivate individuals to comply with important activities. Practice on friends and family by rewording requests in a positive manner that supports cooperation.
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3. Write two opening statements or questions that may be used by the nurse to approach Mr. Beatrice and identify the underlying cause of his concern.
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4. Name three therapeutic communication techniques that may be used by the nurse to encourage Mr. Beatrice to share his thoughts and concerns.








Nontherapeutic Communication

Nontherapeutic communication can be hurtful and potentially damaging to interaction. Changing the subject (e.g., in response to a patient who expresses a desire to talk about a concern that makes the nurse uncomfortable) or sharing personal opinions limits conversation between the nurse and the patient and discourages open conversation on sensitive topics. Many aspects of social conversation should be avoided when interacting with patients. Most are considered nontherapeutic and tend to shift the conversational focus away from the patient's concerns. Nurses engaging in nontherapeutic social conversation tend to be labeled by patients as uncaring and self-absorbed. Table 3-4 provides examples of nontherapeutic communication that should be avoided.


TABLE 3-4

Nontherapeutic Communication



	ACTION
	EXAMPLES
	RATIONALE




	Asking “why” questions
	“Why did you do that?”
“Why are you feeling that way?”
“Why do you continue to smoke when you know it is unhealthy?”
	
• Implies criticism

• May make the patient defensive

• Tends to limit conversation

• Requires justification of actions

• Focuses on a problem rather than a possible solution






	Using closed-ended questions or comments
	“Do you feel better today?”
“Did you sleep well last night?”
“Have you made a decision about radiation yet?”
“Are you ready to take your bath?”
“Will you let me give you your medicine now?”
	
• Results in short, one-word, yes or no responses

• Limits elaboration or discussion of a topic

• Allows patient to refuse important care

• Differs from focused questions that direct an interview






	Changing the subject
	
Patient: “I'm having a difficult time talking with my daughter.”
Nurse: “Do you have grandchildren?”
Patient: “I just want to die.”
Nurse: “Did you sleep well last night?”
	
• Avoids exploration of the topic raised by the patient

• Demonstrates the nurse's discomfort with the topic introduced by the patient






	Giving false reassurance
	“Everything will be okay.”
“Surgery is nothing to be concerned about.”
“Don't worry; everything will be fine.”
	
• Discounts the patient's feelings

• Cuts off conversation about legitimate concerns of the patient

• Demonstrates a need by the nurse to “fix” something that the patient just wants to discuss






	Giving advice
	“If it were me, I would…”
“You should really exercise more.”
“You should absolutely have chemotherapy to treat your breast cancer if you expect to live.”
“Of course you should tell your co-workers that you've been diagnosed with cancer.”
	
• Discourages the patient from finding an appropriate solution to a personal problem

• Tends to limit the patient's ability to explore alternative solutions to issues that need to be faced

• Implies a lack of confidence in the patient to make a healthy decision

• Removes the decision-making authority from the patient






	Giving stereotypical or generalized responses
	“It's for your own good.”
“Keep your chin up.”
“Don't cry over spilt milk.”
“You will be home before long.”
	
• Discounts patient feelings or opinions

• Limits further conversation on a topic

• May be perceived as judgmental






	Showing approval or disapproval
	“That's good.”
“You have no reason to be crying.”
	
• Limits reflection by patients

• Stops further discussion on patient decisions or actions

• Implies a need for patients to have the nurse's support and approval






	Showing agreement or disagreement
	“That's right.”
“I disagree with what you just said.”
	
• Discontinues patient reflection on an introduced topic

• Implies a lack of value for the thoughts, feelings, or concerns of patients






	Engaging in excessive self-disclosure or comparing the experiences of others
	“I had the same type of cancer 2 years ago.”
“I have several family members who drink too much, too.”
“I go to that restaurant every Friday for fish.”
	
• Implies that experiences related to a disease process are similar for all patients

• Takes the focus away from the patient

• Limits further reflection or problem solving by the patient






	
Comparing patient experiences
	“The lady in room 250 just had this surgery last week and did just fine.”
“My uncle had this type of inflammatory bowel disease and ended up having to have a colostomy.”
	
• Removes the focus of conversation from the patient

• Invalidates each individual patient experience as being unique and important

• Breaches confidentiality






	Using personal terms of endearment
	“Honey.”
“Sweetie, it is time to take your medicine.”
“Sport, how about if you show me how well you can walk across the room?”
	
• Demonstrates disrespect for the individual

• Diminishes the dignity of a unique patient

• May indicate that the nurse did not take the time or care enough to learn or remember the patient's name






	Being defensive
	“The nurses here work very hard.”
“Your doctor is extremely busy.”
“This is the best hospital in the area.”
“You won't get any better care anywhere else.”
	
• Moves the focus from the patient

• Discounts the patient' feelings and thoughts on a subject

• Limits further conversation on a topic of patient concern
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Avoiding nontherapeutic communication requires practice and experience. Intentionally incorporating as many therapeutic communication strategies as possible into conversations helps a nurse better meet patients' needs.








LO 3.8 Defense Mechanisms

When individuals are under extreme stress or unable to comprehend and cope with the reality of a situation, they may use defense mechanisms to protect themselves and their psyches. Defense mechanisms are unconscious strategies that allow an individual to decrease or avoid unpleasant circumstances. Some defense mechanisms are protective when employed for short or long periods of time; others are consistently harmful. When used indefinitely, some defense mechanisms, such as denial, prevent an individual from effectively addressing critical issues. Others, such as compensation, may positively influence the productivity of an individual's life.

Patients faced with a situation perceived as hopeless may exhibit anger toward a nurse. When this happens, it is important for the nurse to recognize displacement and address the real concerns of the patient rather than taking the patient's expressions of anger personally. Table 3-5 defines common defense mechanisms that are important for the nurse to recognize when used by patients overwhelmed with the stress or realities of unpleasant situations in which they find themselves. Chapter 32 provides additional information on reactions to stress and defense mechanisms.


TABLE 3-5

Defense Mechanisms



	DEFENSE MECHANISM
	DEFINITION




	Compensation
	Using personal strengths or abilities to overcome feelings of inadequacy



	Denial
	Refusing to admit the reality of a situation or feeling



	Displacement
	Transferring emotional energy away from an actual source of stress to an unrelated person or object



	Introjection
	Taking on certain characteristics of another individual's personality



	Projection
	Attributing undesirable feelings to another person



	Rationalization
	Denying true motives for an action by identifying a more socially acceptable explanation



	Regression
	Reverting to behaviors consistent with earlier stages of development



	Repression
	Storing painful or hostile feelings in the unconscious, causing them to be temporarily forgotten



	Sublimation
	Rechanneling unacceptable impulses into socially acceptable activities



	Suppression
	Choosing not to think consciously about unpleasant feelings







Nurses should document the use of defense mechanisms by patients. Use of unhealthy defense mechanisms over an extended period of time may require referral to a professional counselor.


[image: image] Safe Practice Alert

Refer patients for professional counseling if they exhibit detrimental use of defense mechanisms while trying to cope with stressful situations.







LO 3.9 Special Communication Considerations

Many patients have sensory impairment, making nonverbal or verbal communication, or both, impossible. Communication with sensory-impaired patients requires patience, creativity, and adaptation to ensure that patient needs are met. The nurse's ability to modify the method of communication greatly impacts the quality of care delivered. Feelings of isolation, frustration, and depression by individuals with sensory impairment may be prevented if their caregivers use specific strategies to enhance communication. By assessing family dynamics and gathering community services information, nurses can better identify potential strengths and obstacles in patient support systems that affect effective communication.



Hearing-Impaired Patients

Various approaches may be effective in providing patient care for those with impaired hearing. Patients who normally wear hearing aids should be encouraged to place them in their ears during morning care. Checking or replacing hearing aid batteries regularly helps to avoid most associated mechanical difficulties.

When communicating with a hearing-impaired patient, the nurse should make sure that the area is well lit with as little background noise as possible. Hearing aids amplify all sounds, making noisy environments confusing and frustrating. Raising the voice level slightly, speaking clearly, and making sure that the patient can see the nurse's face helps to facilitate communication. Adequate lighting enhances the patient's ability to see the speaker's mouth and face and interpret nonverbal communication. Stay within 3 to 6 feet of patients with hearing problems when conversing and avoid turning or walking away while talking. Consistent affirmative answers to the nurse's questions may be an indication that the patient is not hearing or understanding the information being shared. Care should be taken to verify that patients truly comprehend the content of verbal interaction. Extra patience may be required by the nurse to demonstrate caring while communicating with hearing-impaired patients.

Many of the strategies used when communicating with hearing-impaired patients are important when interacting with people who are deaf. Adequate lighting, avoiding overenunciation, and speaking slowly while in direct proximity to deaf patients can help their ability to read lips and perceive the meaning of gestures and facial expressions. If deaf patients use sign language as their primary means of conversing, an interpreter should be contacted to help with communication of critical information (Collaboration and Delegation box). Gestures and the use of pictures can facilitate informal communication when an interpreter is unavailable.


[image: image] Collaboration and Delegation


Use of Interpreters


• Collaboration with the institutional department responsible for obtaining interpreters for deaf or limited English proficiency (LEP) patients should be initiated by the nurse as soon as the need is identified.

• Interpretation may be provided by a professional interpreter face-to-face with patients and families or by phone or video medical interpretation (VMI).

• Family members should not be used as interpreters of specific medical information to maintain the patient's right to privacy and to avoid possible misinterpretation of medical terminology.

• Access to interpretation or translation for deaf and LEP patients is required by Title VI of the Civil Rights Act of 1964, which mandates equal rights for people regardless of race, color, or national origin.





From U.S. Department of Health and Human Services: Guidance to Federal Financial Assistance Recipients Regarding Title VI Prohibition against National Origin Discrimination Affecting Limited English Proficient Persons, 2004. Retrieved from http://onlineresources.wnylc.net/pb/orcdocs/LARC_Resources/LEPTopics/HC/hhsrevisedlepguidance.pdf.



Written communication is especially helpful when the nurse is providing detailed information to literate hearing-impaired or deaf patients and family members. A whiteboard and erasable marker or computer tablet kept at the bedside of a deaf patient may facilitate more effective communication. Institutional policies detailing the accommodations necessary to provide safe care to deaf patients should be followed.




Visually Impaired Patients

An important factor to remember when caring for visually impaired or blind patients is that they are rarely hearing impaired. Typically, blind patients have heightened auditory and olfactory senses. Communication with blind patients can be characterized as anticipatory in nature, meaning that the nurse should alert visually impaired patients of potential hazards or object locations to provide necessary information and safe care. The position of numbers on an analogue clock is often used as a reference when communicating the location of food on the plate of a blind patient. For example, the nurse may inform the visually impaired patient that the meat entrée is in the 6 o'clock position and the coffee cup is at 2 o'clock on the tray. This system may be helpful in orienting blind patients to their hospital rooms. For example, from the vantage point of lying in bed, the bathroom may be at the 10 o'clock position and the phone at 5 o'clock on the bedside cabinet.

Large-print, Braille, audio, or e-books may be helpful in communicating effectively with visually impaired or blind patients. Many library materials and online resources are available to assist with patient education.

Gentle physical contact, such as a light touch on the arm, alerts the blind patient that someone is present. This is especially important if the patient has been sleeping, is in a noisy environment, or is hearing-impaired.




Physically or Cognitively Impaired Patients

Communicating in ways that best meet the needs of physically or cognitively impaired individuals requires ongoing creativity and adaptation. Patients with severe respiratory difficulties requiring endotracheal intubation or a tracheostomy need special accommodations to communicate. Some of these patients may be able to use nonverbal cues such as head nodding or hand squeezing to communicate their needs. A whiteboard with erasable markers or a computer tablet can be particularly helpful. Patients with expressive aphasia may also benefit from these communication aids if their cognitive capacity and physical ability to write are intact. If a patient is weak, the caregiver should hold the board and help the patient write.

Communication with a semicomatose or postoperative patient still partially anesthetized may be realized through physical touch and hand squeezing and by observing for nonverbal signs. If the patient grimaces when touched or moved or responds when asked to squeeze the nurse's hand, communication is established. The nurse must talk to the patient before initiating care and throughout procedures, even if the patient is seemingly unaware of the surroundings. Individuals can hear even when they are physically unable to move or speak. This fact is important for nurses to remember when caring for patients who are temporarily noncommunicative or comatose.

Quadriplegic patients who have a tracheostomy or who are on a ventilator may use electronic devices and a variety of gestures or eye movements to communicate. Assistive devices that use eye movement technology help paralyzed patients who are mentally alert and have neuromuscular control of the head and neck to communicate. These devices include electronic transducers that connect remotely to computers. In addition to becoming familiar with assistive electronic equipment, nurses must pay close attention to the meaning of specific nods or shoulder shrugs to fully communicate with quadriplegic patients.

Patients diagnosed with intellectual disabilities or dementia require special attention by caregivers. Consulting with the family members of these patients often provides helpful hints and insights into what is most effective in gaining their cooperation with necessary nursing interventions. Avoiding confrontation is important. It is better to accept a demented patient's thought process than to argue or try to correct an erroneous line of thinking.




Families and Communities

Providing support for the families of hospitalized patients involves ongoing communication. Because the discipline of nursing addresses the effects of illness on patients rather than simply the illness itself, establishing and maintaining viable lines of communication among patients and their family members or friends is critical. Particularly helpful are therapeutic communication techniques, which may provide insight into the existence and strength of available support systems. Family dynamics are often revealed by listening and observing, providing a clearer picture of the impact of illness and the associated circumstances on patients and their families. Assessment data about patients' families and the communities in which they live are a significant resource for formulating patient-centered plans of care.

Nurses should become familiar with community services to provide for the ongoing needs of discharged patients and their families. Nurses should engage community leaders in dialogue related to health care access and home care services. By taking seriously their role as public communicators, nurses can influence the wellness and quality of life in the communities in which they work and live.







Summary of Learning Outcomes


LO 3.1 Identify key components of the communication process: A referent initiates communication between a sender and a receiver during which a message is sent through a channel and followed by feedback to ensure accuracy.

LO 3.2 List examples of the verbal and nonverbal modes of communication: The most common and accurate mode of communication is nonverbal, which uses various forms of body language and voice inflection. Verbal communication may be spoken, written, or electronic.

LO 3.3 Recognize various types of communication: Effective intrapersonal, interpersonal (including interprofessional), small-group, and public communication skills must be used by nurses to adequately meet the needs of patients, families, and the communities in which they practice.

LO 3.4 Describe how significant aspects of the nursing process are implemented in the nurse–patient helping relationship: The relationship focuses on addressing identified patient needs. The nurse must use all steps of the nursing process to build a trusting relationship focused on positive patient outcomes.

LO 3.5 Discuss factors affecting the timing of patient communication: Several factors influence the ability of patients to respond to nurse-initiated communication. They include pain level, anxiety, and environmental factors such as distractions or level of privacy.

LO 3.6 Recognize the roles of respect, assertiveness, collaboration, delegation, and advocacy in professional nursing communication: Nurses communicate professionally by showing respect, advocating for patients, and assertively conveying patient needs during collaboration and delegation.

LO 3.7 Identify social, therapeutic, and nontherapeutic communication techniques: Nurses must practice using a variety of therapeutic communication techniques to address the needs of patients. Nontherapeutic communication may be considered social in nature and shifts conversational focus away from the concerns of patients.

LO 3.8 List defense mechanisms used by patients while communicating: Individuals under extreme stress may use defense mechanisms to protect themselves and their psyches to better cope with the reality of life experiences.

LO 3.9 Illustrate methods of communicating in special situations: Nurses may use a variety of methods such as whiteboards, computer tablets, physical touch, and online resources to communicate effectively with sensory-impaired or nonverbal patients. Assessing family and community dynamics facilitates enhanced communication and patient safety.



[image: image] Responses to the critical-thinking questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.




Review Questions


1. A hospitalized patient experiences a sharp, stabbing pain while visiting with his spouse. Both the patient and his wife become very concerned, and the patient's call light is activated. What referent initiated communication between the patient and the nurse?

a. Interaction between the patient and his wife

b. Concern on the part of the patient's spouse

c. Pain experienced by the patient

d. Activation of the call light

2. Which factor influences whether a message is effectively communicated? (Select all that apply.)

a. Timing of the conversation

b. Educational level of participants

c. Mode of communication used

d. Physical environment of discussion

e. Clothing that the nurse is wearing

3. When a patient is grimacing, what assessment statement or question would be most beneficial for identifying the underlying cause of the nonverbal communication?

a. “Did you lose something?”

b. “You appear to be having pain.”

c. “I will turn off the lights and let you rest.”

d. “May I get you something to relieve your tension?”

4. What action by the nurse would most ensure accurate interpretation of patient communication?

a. Providing feedback regarding the conveyed message

b. Writing down the patient's conversational highlights

c. Assuming significant cultural differences exist

d. Verifying the patient's emotional state

5. If a patient's verbal and nonverbal communication is inconsistent, which form of communication is most likely to convey the true feelings of the patient?

a. Written notes

b. Facial expressions

c. Implied inferences

d. Spoken words

6. What strategy would be most effective in communicating with a highly anxious adult immediately before surgery?

a. Providing specific, concise information

b. Detailing likely causes of their anxiety

c. Focusing on postoperative details

d. Using instructional multimedia DVDs

7. What action should the nurse take if an alert and oriented patient asks the nurse for personal contact information?

a. Ask the patient why the personal information is needed.

b. Report the interaction to the nursing supervisor immediately.

c. State that it would not be appropriate to share that information.

d. Change the subject, and hope that the patient does not ask again.

8. What would be the best therapeutic response to a patient who expresses indecision about recommended chemotherapy treatments?

a. “Can you tell me why you are undecided?”

b. “It's always a good idea to have chemotherapy.”

c. “What are you thinking about the treatments at this point?”

d. “You should follow whatever your health care provider recommends.”

9. Which statement is most accurate regarding symbolic expression?

a. Skills confidence can be shared most effectively by nurses wearing distinctive clothing.

b. Clothing choices by a hospitalized patient rarely reflect his or her economic resources.

c. Make-up use by a patient is unnecessary for any reason during hospitalization.

d. Nondramatic make-up use and minimal accessorizing by nurses demonstrates professionalism.

10. Which defense mechanism is being exhibited when a 27-year-old patient insists on having a parent present during routine care?

a. Denial

b. Regression

c. Repression

d. Displacement



[image: image] Answers and rationales for the review questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.
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Chapter 4

Critical Thinking in Nursing

Learning Outcomes

Comprehension of this chapter's content will provide students with the ability to:


LO 4.1 Identify the relationship between critical thinking and clinical reasoning.

LO 4.2 Summarize how theories of critical thinking apply to professional nursing practice.

LO 4.3 Describe the intellectual standards of critical thinking.

LO 4.4 Discuss critical-thinking components and attitudes.

LO 4.5 Apply principles of critical thinking in nursing practice.

LO 4.6 Explain errors to avoid in providing safe and competent patient care.

LO 4.7 Describe methods for improving critical thinking in nursing.




Key Terms

accuracy, p. 58bias, p. 62breadth, p. 58clarity, p. 58clinical reasoning, p. 56critical thinking, p. 56decision making, p. 56deductive reasoning, p. 59depth, p. 58fairness, p. 58inductive reasoning, p. 59judgment, p. 56logic, p. 58precision, p. 58problem solving, p. 56reasoning, p. 56relevance, p. 58significance, p. 58validation, p. 60
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• Additional Evolve-Only Review Questions With Answers

• Answers and Rationales for Text Review Questions

• Answers to Critical-Thinking Questions

• Case Study With Questions

• Glossary








Case Study
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Sam is completing his first year as a nurse and works with a team of nurse practitioners and oncology surgeons in a private practice. He reviews each patient's chart at least 1 week before admission for surgery and develops a preliminary, individualized preoperative plan of care that best supports a positive patient outcome. The next chart Sam reads is that of Ms. Larchmere, who is a 24-year-old, intellectually disadvantaged woman from a local group home. She has been referred to the oncology practice for ovarian cancer surgery. A note on the chart states that Ms. Larchmere has a history of a congenital heart defect and seizures. She has limited verbal skills and physically lashes out or withdraws in unfamiliar situations.

Refer back to this case study to answer the critical-thinking questions throughout the chapter.




Introduction

Survival and success in our complex society depends on critical thinking, which is an essential competency for registered nurses (Chaffee, 2012; Paul, 1993). The practice environment of nursing requires higher-order thinking so that the nurse can accurately assess and analyze clinical issues and make clinical judgments and decisions. As described by Paul (1988), critical thinking is a complex process that is “the art of thinking about your thinking while you're thinking so you make your thinking more clear, precise, accurate relevant, consistent and fair” (pp. 2-3). For the nurse, critical thinking provides a framework for reflection on judgments and actions that result in positive outcomes, increasing the accuracy of clinical decisions.





LO 4.1 Critical Thinking and Clinical Reasoning

Critical thinking has become a buzzword for all types of thinking, but it must be differentiated from casual or haphazard thinking, such as trial and error. Nurses make life-and-death decisions on the basis of critical thinking influenced by scientific research and best practices. “Critical thinking involves the application of knowledge and experience to identify patient problems and to direct clinical judgments and actions that result in positive patient outcomes” (Benner, Hughes, and Sutphen, 2008, p. 104). Clinical reasoning uses critical thinking, knowledge, and experience to develop solutions to problems and make decisions in a clinical setting (Carr, 2004). A nurse's clinical-reasoning skills develop over time with increased knowledge and expertise.

Many definitions for critical thinking can be found in social science, education, and health science literature. In nursing education and practice, the term critical thinking is often used synonymously with problem solving, decision making, reasoning, or judgment. Definitions of these related terms are given in Table 4-1. Although many of these terms are used interchangeably, for the purposes of this chapter, critical thinking is considered the foundation for the other processes.


TABLE 4-1

Processes That Depend on Critical Thinking



	PROCESS
	DEFINITION




	Problem solving
	Systematic, analytic approach to finding a solution to a problem



	Decision making
	Choosing a solution or answer from among different options; often considered a step in the problem-solving process



	Reasoning
	Logical thinking that links thoughts, ideas, and facts together in a meaningful way; used in scientific inquiry and problem solving



	Judgment
	The result or decision related to the processes of thinking and reasoning







In 1990, the American Philosophical Association published a Delphi report that focused on the conceptualization of critical thinking by a consensus of 46 experts, including theorists, educators, and specialists in critical-thinking assessment over a 22-month time frame. The report describes “the ideal critical thinker as habitually inquisitive, well-informed, trustful of reason, open-minded, flexible, fair-minded in evaluation, honest in facing personal biases, prudent in making judgments, willing to reconsider, clear about issues, orderly in complex matters, diligent in seeking relevant information, reasonable in the selection of criteria, focused in inquiry, and persistent in seeking results that are as precise as the subjects and the circumstances of inquiry require” (p. 3). Other themes from the Delphi report include honesty, trust, persistence, and precision. In the current health care delivery system, it is imperative that nurses maintain their professional practice and competency through seeking new knowledge, asking questions, making sound decisions, and remaining vigilant and open to changes and new developments.





LO 4.2 Theoretical Underpinnings of Critical Thinking

The seminal works of Paul (1985, 1988, 1993; Paul and Elder, 2001, 2002), Ennis (1991, 2002), Schön (1983), and the later works of Alfaro-LeFevre (2012) have been used to understand critical thinking and its application to nursing practice, education, and research. Critical thinking about any topic is a way to improve the quality of thought processes through analysis, assessment, and reconstruction. The interaction of these concepts is central to the development of critical thinking. Consistent theoretical underpinnings in these works include the following:


• Reflection: The results of deliberate thinking are used to guide further thinking. Benner (2001) and others assert that the ability to engage in reflection about and during practice and to make changes in practice based on the reflections is the hallmark of an experienced practitioner. Reflection is an effective tool that enables students and nurses to think about how best to improve their future caregiving in similar situations.

• Evidence: Identification and use of evidence is necessary to guide analysis of situations and decision making. Nursing practice must be based on evidence gained through research and review of findings.

• Standards: Critical thinking needs to be assessed and evaluated according to standards to ensure the quality of thinking. Nursing practice is based on standards established by the American Nurses Association in areas such as the nursing process, ethics, education, research, communication, leadership, and collaboration.

• Attributes or traits: Some personal characteristics are associated with critical thinking. Fairness, responsibility, and empathy are examples of traits that contribute to a nurse's ability to think critically while providing safe patient care.



The critical-thinking model of Alfaro-LeFevre (2012) has been specifically applied to nursing practice and includes four overlapping and integrated concepts: critical-thinking characteristics, theoretical and experiential knowledge, interpersonal skills, and technical competencies. To develop critical thinking, the nurse needs to develop a critical-thinking character, which includes maintaining high standards and developing critical-thinking qualities such as honesty, fair-mindedness, creativity, patience, persistence, and confidence.

The next step in the development of critical thinking includes taking responsibility for personal learning and seeking needed experiences that can provide the necessary knowledge on which to base the thinking. Fostering interpersonal skills, such as teamwork, conflict management, and advocacy, is important in the development of critical thinking. Self-evaluation and having thinking evaluated by others require the ability to accept and use constructive criticism.

The last step in Alfaro-LeFevre's critical-thinking model is technical competency. Until proficiency is achieved with technical skills, mental energy focused on psychomotor skills competes with other conceptual or knowledge gaps. This is often seen in clinical practice when a new skill or procedure is performed by the nurse. Being overly focused on the task may interfere with the nurse's ability to attend to the patient's questions and anxiety about the procedure.




Intellectual Standards of Critical Thinking

According to Paul and Elder (2001), intellectual standards are foundational to thinking critically: “Critical thinkers routinely ask questions that apply intellectual standards to thinking. The ultimate goal is for these questions to become so spontaneous in thinking that they form a natural part of our inner voice, guiding us to better and better reasoning” (p. 84). The following intellectual standards are essential to critical thinking: clarity, accuracy, precision, relevance, depth, breadth, logic, significance, and fairness. Table 4-2 defines these intellectual standards and lists questions that facilitate the application of each standard. As with any skill, critical thinking can be enhanced through practice. The routine use of these questions should promote critical thought.


TABLE 4-2

Intellectual Standards for Critical Thinking



	DEFINITIONS
	ASSESSMENT QUESTIONS




	
Clarity: being easily understood or precise in thought and style; considered a gateway standard because a statement cannot be evaluated for accuracy or precision if it is ambiguous
	How can you elaborate on that point?


	How could you express that point differently?

	What is an illustration?

	What is an example?

	This is what I heard you say; am I correct about your meaning?


	
Accuracy: representing something in a true and correct way
	Is that true?


	How can I determine whether this information is correct?

	How can this information be verified?


	
Precision: providing sufficient detail to understand exactly what was meant
	What are additional details?


	Can you be more specific?


	
Relevance: focusing on facts and ideas directly related and pertinent to a topic
	How is this related to the question?


	How does that relate to the issue?

	What is the relationship to other ideas?


	
Depth: getting beneath the surface of the topic or problem to identify and manage related complexities
	How does this address the complexities of the issue?


	How does this take into account the problems associated with the question?

	What are the most significant factors in the problem?


	
Breadth: considering a topic, problem, or issue from every relevant viewpoint
	Are there other points of view for consideration?


	How would this issue look from a different viewpoint?

	Is there another way to approach this problem?


	
Logic: using a mutually supportive and sensible combination of thoughts and facts to form a conclusion
	Does this fit together logically?


	Does this make sense?

	How does the evidence lead to this solution or answer?

	How do the conclusions support the evidence?


	
Significance: concentrating on the most important information (e.g., concepts, facts) when considering an issue
	What is the most significant information needed to address the issue?


	How is that fact important in this context?

	Which question or concept is most important to the issue?


	
Fairness: thinking or acting in accord with reason and without bias
	How is the conclusion justified in relation to the evidence?


	Are the assumptions justified?

	Am I considering other points of view?
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Adapted from Paul R, Elder L: Critical thinking: Tools for taking charge of your learning and your life, Upper Saddle River, N, 2001, Prentice-Hall.








LO 4.4 Critical-Thinking Components and Attitudes

Critical thinking is not random or casual thinking. It is thinking characterized by accuracy, self-reflection, clarity, and soundness (Paul and Elder, 2001). Effective critical thinking depends on specific components such as a knowledge base, reasoning, inference, validation, and attitudes that promote learning.


Knowledge Review

Because critical thinking is disciplined, this form of thinking is contextual and requires knowledge of the subject that is the focus of the thinking. It is not possible for a person to think critically about something if the person knows nothing about the subject matter.


Baseline Knowledge

In nursing, baseline knowledge includes content learned in prerequisite courses, such as human growth and devel­opment, nutrition, genetics, anatomy, physiology, biochem­istry, and psychology; nursing-specific courses, such as fundamentals of nursing, pathophysiology, and pharmacology; and specialty information about specific patient populations, such as pediatrics, adult health, maternal-child, and critical care. These courses provide foundational knowledge that prepares the nurse to deal with practice and clinical issues.




Information Gathering

Data collection is an important concept for professional nursing practice and is integral to assessment, the first step in the nursing process. The focus of data collection often is based on knowledge gaps. The application of critical-thinking skills to information gathering assists the nurse in collecting relevant, precise, and accurate data. Because clinical decisions are often based on such data collection, it is important that the nurse use critical-thinking skills during these assessments.

When a patient is initially interviewed and assessed, the nurse must complete a thorough analysis of the patient's physical, emotional, spiritual, and psychomotor status. Several tools are available to guide the nurse in conducting detailed, complete assessments, including Gordon's Functional Health Patterns. The nurse often works with unlicensed assistive personnel (UAP) to collect relevant data on height and weight, intake and output, and vital signs. Nurses collaborate with other health care professionals to coordinate care (Collaboration and Delegation box). Interdisciplinary clinical rounds, which include physicians, registered nurses, physical therapists, occupational therapists, and dietitians, are often undertaken to identify priorities of care, discuss overlapping areas of treatment, and ensure coordination of care.


[image: image] Collaboration and Delegation


Critical Thinking and Safe Patient Care


• Optimal patient management requires critical thinking and collaboration with all disciplines involved in the patient's care. Interdisciplinary clinical rounds are an effective approach to management of complex patient problems related to discharge planning, end-of-life decisions, and other ethical issues.

• Critical thinking is used by the registered nurse to guide decisions related to delegation of assignments and tasks. Before delegation of a task, the nurse must be knowledgeable about the role, scope of practice, and competency of the recipient of the delegated task.

• When developing preoperative plans of care, nurses use critical thinking, collaboration, and communication. Critical thinking helps the nurse to identify missing data. Collaboration and communication promote team-oriented decision making that supports positive patient outcomes (Mulcahy and Pierce, 2011).








Nurses must be equipped with a large knowledge base in addition to data collection and information-gathering skills to help them find answers when faced with new problems, questions, and situations. When the nurse is able to formulate a question when faced with a new problem or situation, possible solutions can be pursued.







Reasoning

Paul and Elder (2006) explain that the terms thinking and reasoning are often used synonymously, although reasoning is more formal because it usually is aimed at finding answers, providing explanations, and forming conclusions. Wilkinson (2011) states, “Reasoning is logical thinking that links thoughts in meaningful ways. Reasoning is used in scientific inquiry, in examining controversial issues, and in problem solving (i.e., nursing process)” (p. 58). Nurses use clinical reasoning to monitor patients through ongoing assessment and evaluation and to guide decision making. Nurses use inductive reasoning and deductive reasoning in their practice.


Inductive Reasoning

Inductive reasoning uses specific facts or details to make conclusions and generalizations; it proceeds from specific to general. The nurse observes that a patient who recently had an indwelling urinary catheter removed complains of burning on urination and that the urine is cloudy and foul smelling. On the basis of this assessment, the nurse may reason that the patient has a urinary tract infection (UTI) because the findings are consistent with those seen in other patients with documented UTIs; this inductive argument is probably correct. The strength of inductive reasoning is closely related to the number of previous observations and the quality of the reasons (Wilkinson, 2011). However, because the conclusions are based on observations and assumptions, not valid proof, further actions may be required to substantiate the conclusion. In the example of the patient with burning on urination, a urine sample may be ordered for analysis to investigate the possibility of a UTI, a complication that can result from an indwelling urinary catheter.




Deductive Reasoning

Deductive reasoning involves generating facts or details from a major theory, generalization, or premise (i.e., from general to specific). In providing care for a patient with a suspected infection, the nurse observes for signs such as an elevated temperature and sources of infection to validate this deductive argument. These assessment findings may be consistent with an infection. However, as with inductive reasoning, other factors that may cause an elevated temperature need to be addressed to support this reasoning. For example, a patient who is dehydrated may also have an elevated temperature. It is generally accepted that if the premises or facts are true, the conclusions in deductive reasoning are also correct.







Inferences

Paul and Elder (2001) describe inferences as intellectual acts that involve a conclusion being made on the basis of something. The accuracy of an inference is directly related to the accuracy of what the inference is based on. Inferences are frequently based on assumptions, which are beliefs that are taken for granted and assumed to be true. Assumptions may be used to guide decision making even when they are based on something that was previously learned and not questioned.

It is important that nurses examine their assumptions and inferences about patients and their health care. When assessing an obese patient, the nurse may assume that the person eats too much and never exercises. On the basis of this assumption, the nurse may make the inference that the patient does not care about personal health. On further assessment, the nurse finds that the patient has severe hypothyroidism that is contributing greatly to the patient's obesity. This example reinforces the importance of the accuracy of assumptions and illustrates that inferences may be logical or illogical, accurate or inaccurate, justified or unjustified.


Intuition

Intuition is the feeling that you know something without specific evidence. Wilkinson (2011) describes intuition as a problem-solving approach that relies on an inner sense. Intuition is gaining favor as a valid characteristic of expert clinical judgment acquired through knowledge, practice, and experience. Alfaro-LeFevre (2012) explains that expert nurses use intuition to facilitate problem solving because their hunches (most likely intuition) are based on experiential knowledge. Less experienced nurses rely more on logic and a step-by-step approach when encountering the same issue (Figure 4-1). In either situation, intuition based on critical thinking requires analysis and evidence to support actions.

[image: image]
FIGURE 4-1 The intuition and knowledge of experienced nurses can help direct the practice of newer colleagues in emergency situations.









Interpretation

Examining how information is organized and given meaning guides the interpretation of the information. Interpretations must be differentiated from facts and evidence because they are based on personal conceptions, experiences, and perspective. Paul and Elder (2006) describe critical thinkers as being able to recognize their interpretations, differentiate the interpretations from the evidence, consider alternative interpretations, and reconsider their interpretations in light of new data.

Interpretation of data is an important aspect of pro­fessional nursing practice. Some data are objective (e.g., laboratory values, diagnostic examination results, clinical manifestations), and other data are subjective (e.g., facial expressions, mood, body language). However, in both situations, nurses are expected to interpret data and use it to guide their decisions and actions.


[image: image]




1. The critical-thinking skill of interpretation needs to be employed first to begin developing Ms. Larchmere's plan of care. Consider all that Sam knows about the patient, and identify a minimum of three people or resources Sam needs to consult to gather essential patient data. Provide a rationale for each of your answers.










Validation

Along with the specific components of critical thinking—knowledge, reasoning, and inferences—validation of information is required before taking action. Alfaro-LeFevre (2012) defines validation as “the process of gathering information to determine whether the information or data collected are factual and true” (p. 292).

One aspect of validation is to find support for the findings or data. Subjective data are often validated with objective data; for instance, a patient complains of severe itching, and the nurse validates this subjective finding when observing scratch marks and a rash.

Validation is also pertinent to ensuring the competency of nurses in the clinical setting. When an experienced nurse begins employment at a new facility, competency assessments (i.e., validations) are frequently completed as part of the orientation process. For example, although a nurse might have been responsible for inserting intravenous (IV) catheters at a previous place of employment, demonstration of skill competency based on facility-specific expectations and standards is required before the nurse inserts IVs in patients at a new workplace.




Attitudes Necessary for Critical Thinking

Critical-thinking attitudes promote learning, reasoning, and discipline. Particularly relevant to nursing, these attitudes foster critical thinking that focuses on clarity, precision, clarification, validation, and recognition of bias. Table 4-3 defines 11 intellectual traits identified by Paul (1993) as essential for competence in critical thinking.


TABLE 4-3

Essential Critical-Thinking Traits



	INTELLECTUAL TRAIT
	DEFINITION




	Confidence
	Feeling certain about one's ability to accomplish a goal



	Thinking independently
	Considering a wide range of ideas before coming to a conclusion



	Fairness
	Avoiding bias or prejudice and dealing with a situation in a just manner



	Responsibility and accountability
	Acting on sound knowledge and acknowledging actions as one's own



	Risk taking
	Being willing to try new ideas



	Discipline
	Following orderly thinking to do what is best



	Perseverance
	Staying determined to work until the goal is achieved



	Creativity
	Formulating new ideas and alternative approaches



	Curiosity
	Being motivated to achieve and asking why



	Integrity
	Being honest and willing to adhere to principles in the face of adversity



	Humility
	Admitting one's limitations





Adapted from Paul R: Critical thinking: How to prepare students for a rapidly changing world, Santa Rosa, Calif., 1993, Foundation for Critical Thinking.











LO 4.5 The Role of Critical Thinking in Nursing Practice

The rapid rate of change and increasing complexity of health care and information technology make critical thinking essential in nursing. No longer is rote memorization and recall of content sufficient for the complex decisions and judgment required in professional nursing practice. Because knowledge and technology continue to expand for nursing professionals, the content learned in nursing school is not sufficient to maintain competence in nursing practice.

Professional nursing requires a commitment to lifelong learning. Nurses must possess critical-thinking skills to maintain pace with ever-changing treatment modalities and technological advances. Outdated learning strategies that focus on remembering content must be replaced by a focus on understanding the rationales and outcomes. Nursing students and new graduates must be equipped to find answers to new situations (Ironside, 2004). It is an expectation of professional practice that nurses update and maintain their competency and knowledge base. Maintaining competency through professional development and reviewing research is facilitated by having critical-thinking abilities (Evidence-Based Practice box).


Evidence-Based Practice


Point-of-Care Testing

During the past several years, recommendations have been made to base nursing care on the best and most reliable evidence, and patient-centered care has been emphasized.


• Point-of-care testing (POCT) evolved from these recommendations. The practice allows certain laboratory tests (e.g., urinalysis, urine specific gravity, fingerstick measurements) to be performed in patient care units.

• On the basis of differences found in practice and potential faulty results, the Institute of Medicine (Kohn, Corrigan, and Donaldson, 1999) recommended standards for POCT. These standards include routine assessment of the sampling practices, standardized evaluations of controls used in assessing the samples, and review of quality of testing procedures (The Joint Commission, 2012).

• The reliability of POCT is based on formal planning and systematic management to reduce errors and ensure the quality of patient testing.








Because nursing requires the application of knowledge to make clinical decisions and guide care, it involves active participation by the nurse. The application of knowledge requires development of a questioning attitude. This process is sometimes referred to as thinking like a nurse.


Critical Thinking in the Nursing Process

Nurses use critical-thinking skills to guide decision making and to solve problems. The scientific method, one approach to problem resolution, is systematic, logical, and based on data collection and hypothesis testing. The steps include (1) identification of the problem, (2) definition or clarification of the problem, (3) statement of the problem, (4) determination of criteria for evaluation, (5) data collection, (6) generation of solutions, and (7) hypothesis testing (Wilkinson, 2011). The scientific method is an established system of critical thinking that has been well studied.

Because nursing care is not always a problem, the scientific method is not always applicable to nursing practice. The nursing process, which consistently requires critical thinking, is based on assessment, diagnosis, planning, implementation, and evaluation, and it can be applied without a definitive problem. Lipe and Beasley (2004) apply essential critical-thinking skills to the nursing process in the following manner:


• Interpretation: Nurses use this skill to understand and explain the meaning of data. Drawing on knowledge of theory and application, the nurse uses interpretative skills to consider possible causes and implications of observed data, events, and actions. Using knowledge of the action of a medication, the nurse interprets the effects of the medication.

• Analysis: Investigating plans of action on the basis of examination of subjective and objective data is an example of nursing analysis. Considering the advantages, disadvantages, and consequences of all possibilities, the nurse determines appropriate explanations or actions. The nurse analyzes the clinical presentation of a patient in relation to admitting diagnoses and ordered treatments to ensure that they have an appropriate rationale.

• Evaluation: Information, including the reliability, credibility, and bias of the source, is assessed. Relevance, one of Paul's intellectual standards, is important in the evaluation of new information. Nurses also evaluate when determining whether the desired outcome for an intervention was achieved.

• Inference: According to Lipe and Beasley (2004), critical thinkers skilled in inference make accurate conclusions that are based on sound reasoning. Nurses gather relevant baseline data and compare them with other information, such as admitting diagnoses, medical history, and knowledge of disease processes, to make inferences.

• Explanation: The ability to explain conclusions is an important critical-thinking skill. Paul's intellectual standards of clarity, accuracy, and precision are important in this skill, as well as the ability to provide a sound rationale for thoughts and actions. In the acute care setting, the nurse should have sound rationales regarding which patient to assess first, which findings to report to the primary care provider (PCP), and what actions to delegate to UAP.

• Self-regulation: Similar to reflection, self-regulation requires monitoring of thinking, with specific emphasis on reflecting on the rationale for the conclusion drawn and action taken. The nurse ponders, “Did I collect all relevant data? Are my assumptions accurate?” As these statements demonstrate, the focus is on assessing personal thinking, decision making, and actions. With effective self-reflection, the nurse recognizes errors and makes changes to correct them.

• Clinical decision making: For nurses, the consistent use of the essential skills of critical thinking guides clinical decision making. Nurses make many decisions throughout a typical day, and data collection and interpretation guided by critical thinking are more likely to result in sound clinical decisions.










LO 4.6 Thinking Errors to Avoid

Critical thinking, reasoning, and decision making can be negatively influenced by errors in thinking. Factors that can influence thinking may be based on past experiences, cultural beliefs, emotions, states of mind, and other interpersonal and intrapersonal causes. Consider the following possible reasons for flawed thinking.


Bias

Decisions may be unduly influenced by bias, which is an inclination or tendency to favoritism or partiality. Bias may be related to a preconceived notion or prejudice. For example, a nurse may consistently postpone care of elderly patients on the assumption that their care will take more time than caring for younger patients, without considering the actual acuity of the individual patients. It is important for nurses to examine personal biases because they can negatively impact care.


[image: image] Safe Practice Alert

It is essential to thoroughly assess and validate the underlying reasons for patient concerns or problems. This can avoid unnecessary bias that may interfere with the nurse's ability to provide appropriate patient-centered care.






Illogical Thinking

Illogical thinking is characterized by a failure to follow rational, systematic processes when approaching an issue or problem. Often making hasty generalizations and assumptions that do not consider the evidence, the illogical thinker may jump to conclusions. Another trait associated with this type of thinking is an appeal to tradition (Lipe and Beasley, 2004): “We have always done it this way.” When illogical thinking is used, creativity in thinking can be limited, and new ideas and approaches do not evolve. If nurses do not stay current, illogical thinking can occur, causing care to be compromised.




Lack of Information

People cannot think critically about something without having knowledge about it. Knowledge deficit can cause errors in thinking. Nurses in practice must continue to build their knowledge base to provide safe and appropriate care. This is particularly relevant to the increased numbers of medications that nurses administer and the possible interactions with other medications and foods. The nurse can make a medication error if new or unfamiliar medications are not researched before administering them to patients.


[image: image] Safe Practice Alert

It is the nurse's responsibility before administering medications to understand the reason that a medication is prescribed, the expected patient response, potential adverse reactions, and drug interactions. References are available for point-of-care, hand-held devices and in the health care facility electronic health record. If a new medication is not referenced in either of these places, requesting information from the pharmacist is recommended.






Closed-Mindedness

Errors in thinking and decision making can result from intentionally overlooking alternatives suggested by others. When relevant information from patients or experts is ignored due to closed-mindedness, nursing care can be compromised. Closed-minded individuals often believe that their way is the best and preferred way. For example, a nurse may believe that it is best for all patients to be bathed in the morning and is resistant to the idea of patients bathing in the evening. However, there is a patient who prefers evening baths because he has a colostomy that he cares for in the evening and prefers to bathe after this is completed. The closed-minded nurse may ignore the individual needs and values of the patient.


[image: image] QSEN Focus!

Open-mindedness is essential to ensure the development of therapeutic nurse–patient relationships and collaborative interdisciplinary practice that promotes patient safety and patient-centered care.






Erroneous Assumptions

Assumptions are beliefs that are taken for granted and assumed to be true. According to Paul and Elder (2001), assumptions can be unjustified or justified, depending on whether there are good reasons for them. Erroneous assumptions can lead to safety issues in the clinical setting. For example, the nurse observes that the breakfast tray of a diabetic patient has been removed from the patient's room and assumes that the patient ate. On the basis of this assumption, the ordered hypoglycemic agent to lower blood glucose levels is administered. However, the food might have been discarded by the patient or removed at the patient's request without having been eaten. In this scenario, the nurse should question the patient about food intake and check the amount of food left on the tray if possible before administering the medication.


[image: image] QSEN Focus!

Asking questions for clarification before implementing patient care is essential to ensuring patient safety and providing patient-centered care. Actively listening to patients enhances a nurse's ability to communicate patient needs, values, and preferences to other members of the interdisciplinary health care team.
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2. After consulting several resources and individuals, Sam decides that Ms. Larchmere can be assigned to a multibed preoperative area before surgery, even though it is often crowded and noisy. What critical-thinking skill should Sam employ regarding this decision? What change to the plan of care would you recommend and why?











LO 4.7 Methods for Improving Critical-Thinking Skills

Critical thinking is a skill that can be improved with practice. Reflection on one's thinking is an important exercise to facilitate critical-thinking skills. According to Wilkinson (2011), “Critical thinking requires reflection. Reflection means to ponder, contemplate, or deliberate on something. Reflective thinking integrates past experiences into the present and explores potential alternatives (Ethical, Legal, and Professional Practice box). In reflection, one considers an array of possibilities and reflects on the merits of each” (p. 40). Along with an attitude of reflection, the following strategies are intended to improve critical thinking.


Ethical, Legal, and Professional Practice


Caring and Competence


• Reflection and critical thinking are essential for providing competent and caring nursing care.

• Research indicates that caring encourages nurses to think critically while developing patient-centered plans of care (Zimmerman and Phillips, 2000).

• Combined competence and caring lead to more positive patient outcomes (Rhodes, Morris, and Lazenby, 2011).

• The thinking of student nurses is challenged through discussion of various views on and approaches to a subject, which enhances their ability to think critically and reflect and promotes transformative learning (Forbes and Hickey, 2009).

• Continuing education, certification, and The Joint Commission–required annual competency reviews are methods used to enhance critical thinking and ensure the competence of licensed nurses.









Discussion with Colleagues

Whether in an academic setting or in the clinical area, discussion of a problem, issue, or situation with colleagues may improve critical thinking. Through dialogue with others who have expertise or experience with the issue being faced, knowledge gaps can be filled, erroneous assumptions exposed, and unconscious biases addressed. Banning (2008) and Wendt, Kenny, and Marks (2007) describe “talk aloud” learning as a strategy to facilitate critical thinking. “Verbalizations (talk alouds) are a subset of the cognitive processes that generate action or behavior and can be used to address the cognitive processes encountered during problem solving” (Banning, 2008, pp. 10–11). Nurses can verify their assessments and diagnoses through discussion with colleagues to enhance clarity, precision, and accuracy.




Audible Verbalization of Thoughts

Nurses may use a type of “think aloud” as an inner dialogue to examine their thinking (Paul and Elder, 2001). In a process closely related to discussion with colleagues, the nurse verbally talks through data, assumptions, and plans for accuracy and relevance. This exercise incorporates elements of reflective thinking, which focuses on examining personal thinking. According to Banning (2008), the nurse who applies previously learned knowledge through verbalization may uncover knowledge gaps or areas of illogical thinking that can be addressed. The nurse who can recognize and verbalize what is unknown is better equipped to seek what is often a more creative answer or solution.




Literature Review

Because critical thinking cannot occur about subjects that are unknown, a review of literature may foster this type of thinking by addressing knowledge deficits. The process of literature review can be facilitated through the application of the intellectual standards described earlier. The more accurate, clear, and precise the reviewer can be in approaching the literature, the greater the likelihood that the information discovered addresses the original issue, question, or problem.




Intentional Application of Knowledge

The application of knowledge through a case-based approach facilitates critical thinking (Hoffman, 2008). The case study is a type of problem-based learning strategy that focuses learning on solving real-world problems. Nursing practice is based on the application of knowledge to address patient problems.

Critical thinking can be improved by intentionally applying new concepts in the clinical setting. For example, when learning about acid-base and electrolyte balance, the student may review patients' laboratory values, analyze the results, and correlate the laboratory results with the patient's symptoms and diagnoses. This strategy encourages the learner to synthesize patient information and take more responsibility for learning (Thorpe and Loo, 2003).




Concept Maps

Concept mapping is a teaching-learning strategy that has been linked with improved critical-thinking skills in nurses (Vacek, 2009). St. Cyr and All (2009) describe the concept map as a way to organize and visualize data to identify relationships and solve problems. Concept maps can be used for note taking, mapping nursing care plans, and preparing for examinations. Through visual representations, the student can make correlations between related concepts (Alfaro-LeFevre, 2012). For example, when a student is studying or reviewing the pathophysiology and management of a patient with a brain tumor, the pathophysiology of the disease process can be the central theme. Main themes related to this disease process include representations of the clinical manifestations, treatment modalities, and nursing care. With a focus on correlating the main themes with the central theme, the pathophysiologic basis of the clinical manifestations is represented along with the rationales for the medical and nursing interventions.

Throughout this textbook, conceptual care maps are used to assist the student in organizing assessment data and applying critical-thinking skills to the development of nursing care plans. Conceptual care maps require students to organize, cluster, analyze, and synthesize data while identifying relationships among findings. This learning and organizational tool assists in the development of patient-centered goals, the recognition of evidence-based research interventions, and the evaluation of patient outcomes. The conceptual care map is a visual representation of a student's critical-thinking process and patient care plan (Figure 4-2).
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FIGURE 4-2 Use of the conceptual care map to organize and analyze information allows students to understand the relationship among patient data.








Simulation

Facione and Facione (1996) describe critical thinking as a process of making judgments through interaction, reflection, and reasoning. Because this process develops over time and focuses on interactions in the discipline of nursing practice, it is important that learning environments be as realistic as possible. With the growing use of human patient simulators in nursing curricula, students are provided with realistic situations that foster increased confidence and competence. Simulated experiences enable the student to apply previously learned content in a safe and realistic environment that allows time for questioning, clarifying, and feedback. Students develop confidence in providing direct nursing care (Hilton and Pollard, 2005). According to Comer (2005), these opportunities for content application and skill practice are valuable in fostering the development of clinical judgment in students.

The learning effectiveness of simulated experiences largely depends on the feedback and debriefing that accompany the learning experiences (Murray, Grant, Howarth, et al, 2008; Rauen, 2004). Students need to critique their performance and to examine their understanding of the simulated learning experiences. If the simulation involved a patient experiencing respiratory distress from an exacerbation of asthma, in the debriefing, the student should be able to correlate the breath sounds with the pathophysiologic changes due to asthma and provide rationales for supplemental oxygen and any other nursing interventions played out in the scenario. These exercises require that students explore their thinking and reflect on the assumptions, inferences, and decisions made—all elements of critical thinking.




Role Playing

Many approaches to role playing can facilitate critical thinking. Simpson and Courtney (2008) describe a role-play strategy that involves assigning learners to different roles based on expected outcomes in a particular setting. Other learners and facilitators observe the role playing, and then all are involved in the debriefing or discussion of the scenario. As with simulation, this approach allows learners to interact in a safe, controlled environment. Simpson and Courtney integrated critical-thinking questions into the role playing, which allowed evaluation and validation of learning.




Written Work

Strategies that focus on improving critical thinking through written work include reviewing and rewriting study or lecture notes, noting key facts while reading, identifying knowledge gaps while reading, and journaling. Alfaro-LeFevre (2012) explains that writing that is clear, organized, relevant, and focused requires the writer to apply critical-thinking principles.

Critical thinking is essential to safe, effective, professional nursing practice. It facilitates the collection of accurate patient data and the planning of patient-centered, evidence-based nursing care. Critical thinking is a skill that can be improved and facilitated through intentional and consistent application. Integrated into the nursing process, critical thinking is the method through which nurses think like a nurse.
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3. Sam is unfamiliar with all of the special needs of intellectually disadvantaged individuals. What critical-thinking methods should he undertake to improve his clinical decision-making skills and develop an individualized patient-centered plan of care for Ms. Larchmere?










Summary of Learning Outcomes


LO 4.1 Identify the relationship between critical thinking and clinical reasoning: Critical thinking is a required competency of professional nurses and is defined as a deliberate, reflective process that guides decision making and problem solving. Clinical reasoning requires critical thinking, knowledge, and expertise for decision making in clinical situations.

LO 4.2 Summarize how theories of critical thinking apply to professional nursing practice: The interaction of reflection, evidence, standards, and theoretical underpinnings fosters critical thinking. Critical thinking is used by nurses for decision making, clinical judgment, reasoning, problem solving, and organizing and prioritizing care.

LO 4.3 Describe the intellectual standards of critical thinking: Thinking critically requires competence in fundamental intellectual standards. These standards include clarity, accuracy, precision, relevance, depth, breadth, logic, significance, and fairness of the thinking process.

LO 4.4 Discuss critical-thinking components and attitudes: Effective critical thinking depends on specific components such as having an adequate knowledge base, reasoning, making inferences, and validating. Possessing the attributes of responsibility, accountability, creativity, perseverance, integrity, and humility assists nurses in the application of critical thinking to nursing practice.

LO 4.5 Apply principles of critical thinking in nursing practice: Critical thinking is essential at each step of the nursing process for clinical decision making. It is an expectation of professional practice that nurses update and maintain their competency and knowledge base. Maintaining competency through professional development and research reviews is facilitated by the nurse using critical-thinking skills. Decisions related to delegation, collaboration, and teamwork largely depend on the use of critical-thinking standards.

LO 4.6 Explain errors to avoid in providing safe and competent patient care: Patient safety is potentially threatened by errors in critical thinking that include bias, lack of knowledge, illogical thinking, closed-mindedness, and erroneous assumptions.

LO 4.7 Describe methods for improving critical thinking in nursing: Nurses can improve clinical decision making through discussions with colleagues, think aloud activities, literature review, intentional application of knowledge, concept mapping, simulation exercises, role playing, and written work.



[image: image] Responses to the critical-thinking questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.





Review Questions


1. The nurse receives a change of shift report on the five assigned patients and reviews prescriptions, treatments, and medications scheduled for the shift. Based on analysis of this information, the nurse chooses which patient to assess first. Which process of critical thinking best describes the nurse's action?

a. Problem solving

b. Decision making

c. Judgment

d. Reasoning

2. In approaching a new clinical situation, the nurse uses which question to facilitate precision in critical thinking?

a. What do I know about this situation?

b. What additional details do I need to gather?

c. Does the clinical presentation correlate with the diagnosis?

d. Are the treatments appropriate for the diagnosis?

3. Which question would be most appropriate for the nurse to ask while evaluating the relevance of patient data?

a. Do these findings make sense?

b. How can this information be verified?

c. What are the most significant factors in the problem?

d. What is the relation of this information to other data?

4. The nurse is assigned to develop a plan of care for a patient with a medical diagnosis that is unknown to the nurse. Guided by critical thinking, which action should the nurse take first?

a. Ask the patient to describe the chief complaint.

b. Request that another nurse be assigned to this patient.

c. Review data about the medical diagnosis and routine management.

d. Complete a physical assessment of the patient.

5. The nurse obtains a lower than normal (88% on room air) pulse oximetry reading on a patient. Which actions by the nurse result from accurately employing the critical-thinking skill of analysis in the nursing process? (Select all that apply.)

a. Assessing the patient for symptoms of hypoxia

b. Providing oxygen according to standing orders

c. Elevating the head of the bed, if not contraindicated

d. Allowing the patient to be alone to rest more comfortably

e. Discussing adaptations needed for daily activities with the patient

6. Which of the following actions reflects inductive reasoning?

a. Using subjective and objective data to confirm a diagnosis

b. Assessing for specific clinical presentations based on a disease process

c. Correlating elevated blood pressure with pathophysiology

d. Validating an automatic blood pressure cuff reading with a manual measurement

7. The nurse is completing an assessment of a patient with sudden onset of abdominal pain. During the assessment, the nurse considers similar presentations and the underlying pathophysiology related to the patient's clinical manifestations. Which critical-thinking skill should the nurse use first to determine the cause of the patient's abdominal pain?

a. Evaluation

b. Interpretation

c. Reflection

d. Inference

8. The nurse can facilitate critical thinking through the use of which interpersonal skills? (Select all that apply.)

a. Teamwork

b. Intuition

c. Judgment

d. Conflict management

e. Advocacy

f. Reasoning

9. In providing care to a patient admitted to rule out human immunodeficiency virus (HIV) infection, wearing gloves during which activity may be an indication of bias?

a. Collecting the patient's medical history

b. Administering IV medications

c. Performing oral care

d. Completing a bed bath

10. During the assessment of a patient admitted for a total hip replacement, the nurse asks the patient to explain prior hospital experiences and, more specifically, any operative experiences. These questions reflect the nurse's use of which intellectual standard of critical thinking?

a. Clarity

b. Logic

c. Precision

d. Significance



[image: image] Answers and rationales the review questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.
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Chapter 5

Introduction to the Nursing Process

Learning Outcomes

Comprehension of this chapter's content will provide students with the ability to:


LO 5.1 Define nursing process.

LO 5.2 Describe the historical development and significance of the nursing process.

LO 5.3 Articulate the characteristics of the nursing process.

LO 5.4 Describe the steps in the nursing process.

LO 5.5 Explain the significance of the cyclic and dynamic nature of the nursing process.
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Case Study
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Mrs. Perez, a 48-year-old, Hispanic woman, is admitted to the nursing unit 2 hours after undergoing a right mastectomy (i.e., surgical removal of the breast). The floor nurse receives a report from the postanesthesia care unit (PACU) nurse that includes the patient's admitting diagnosis of breast cancer, latest vital signs, focused assessment, medication and intravenous (IV) orders, pain level and the time she was last medicated for pain, and the status of her surgical dressing. Initially, Mrs. Perez appears to be comfortable, dozing occasionally between short conversations with her husband, who is at her side. When Mrs. Perez fully awakens 3 hours after arriving on the nursing unit, she complains of sharp, constant pain on the right side of her chest. She rates her pain at 8 of 10 on the pain scale. She is grimacing and appears tense.

Refer back to this case study to answer the critical-thinking questions throughout the chapter.




Introduction

Contemporary nursing practice is based on the nursing process, which is the systematic method of critical thinking used by professional nurses to develop individualized plans of care and provide care for patients. Similar to the scientific pro­­cess, the nursing process is organized and methodical, with five primary steps: assessment, diagnosis, planning, implementation, and evaluation. Effective use of the nursing process depends on a nurse's knowledge, familiarity with standardized nursing diagnosis terminology, evidence-based practice, and ability to evaluate patient responses to interventions.





LO 5.1 Definition of the Nursing Process

The nursing process is the foundation of professional nursing practice. It is the framework within which nurses provide care to patients in an organized and effective manner. Paul (1988) describes critical thinking as a complex process during which individuals think about their thinking to provide clarity and increase precision and relevance in a specific situation while attempting to be fair and consistent. Critical thinking using the nursing process allows nurses to collect essential patient data, articulate the specific needs of individual patients, and effectively communicate those needs, realistic goals, and customized interventions with members of the health care team. Chapter 4 provides additional information on its importance in nursing.

Thinking like a nurse is facilitated by nurses using the nursing process in the development of individualized patient plans of care. The Joint Commission requires a written plan of care that summarizes the treatment for every patient. Care plans can be handwritten or be part of the electronic medical record (EMR). Some standardized care plans may be available to nurses as basic templates for individual care plan development; however, all patients are required to have unique, patient-centered plans of care designed to meet their specific needs. Nursing care plans often incorporate aspects of multidisciplinary clinical pathways. Following the steps of the nursing process helps nurses to provide patient care that meets standards required by state boards of nursing and guided by the American Nurses Association's Nursing: Scope and Standards of Practice (2010).





LO 5.2 Historical Development and Significance of the Nursing Process

The term nursing process was first used by Lydia Hall in 1955 (de la Cuesta, 1983). In the late 1950s and early 1960s, other nurses (Johnson, 1959; Orlando, 1961; Wiedenbach, 1963) began using the term to define the steps used for decision making while initiating and providing patient care. In 1973, the American Nurses Association (ANA) identified five specific steps of the nursing process in its Standards of Clinical Practice (1991). These five steps—assessment, diagnosis, planning, implementation, and evaluation—define how professional nursing practice is conducted. Outcome identification was added as an essential aspect of the nursing process by the ANA in 1991. Most nursing pro­fessionals and educators recognize outcome identification as part of the planning step of the traditional five-step nursing process.

Professional nursing practice in all types of settings is based on the nursing process. It is used to assess individuals, families, and communities; diagnose needs; plan attainable goals; identify outcome criteria; implement specific interventions; and evaluate degrees of goal attainment. Critical thinking, using the various steps of the nursing process, facilitates the development of safe, individualized, patient-centered care, which takes into consideration a patient's personal preferences, cultural traditions, values, and lifestyle. Professional nurses address the responses of people, families, and communities to health-related problems and promote healthy lifestyles through application of the nursing process.





LO 5.3 Characteristics of the Nursing Process

The nursing process has several essential characteristics that must be recognized and understood by nurses to be effectively applied to the practice of nursing. The nursing process requires that nurses think critically. It is dynamic, organized, and collaborative, and it is universally adaptable to various types of health care settings.



Analytical

The nursing process requires nurses to think analytically using many aspects of critical thinking. Nurses must be able to assess patients accurately and then organize and analyze their findings to provide safe care. At each step of the process, nurses must address concerns:


• Is the data collection thorough and accurate?

• Are outcomes specific and realistic for the individual patient?

• Have all of the underlying factors contributing to the patient's response to illness been adequately addressed in the plan of care?

• Could any of the nursing interventions have a negative impact on the patient?

• Does each intervention provide for patient-centered care and the safety of the patient?

• Are there new data that necessitate modification of the existing plan of care?



The nursing process is dynamic and has overlapping steps (Figure 5-1). At any given time, nurses are required to think simultaneously about several steps of the nursing process to make sure all critical data are considered and to provide evidence-based, patient-specific care.

[image: image]
FIGURE 5-1 The dynamic nursing process includes five steps, with outcome identification as a subcategory of planning. NIC, Nursing Interventions Classification; NOC, Nursing Outcomes Classification.





The nursing process is cyclic rather than linear. As an individual patient's condition changes, so does the way a professional nurse thinks about that patient's needs, forcing modification of earlier plans of care. At each step of the nursing process, nurses must consider the accuracy and effectiveness of their thought process. This form of reflective thought is an essential aspect of critical thinking. The evolutionary nature of the nursing process allows nurses to adjust to changing patient needs. Plans of care must evolve as patients' needs change.




Dynamic

The nursing process is dynamic, changing over time in response to patients' individual needs. The dynamic, responsive nature of the nursing process allows it to be used effectively with patients in any setting and at every level of care, from the intensive care unit to outpatient wellness clinics. Keeping the five steps of the nursing process in mind, a nurse conducts ongoing assessment as a patient's condition changes and modifies the patient's plan of care on the basis of those findings.

Table 5-1 briefly describes the dynamic nature of the nursing process in caring for a patient recovering from surgery. Notice that the nursing diagnosis is Acute Pain in both situations; however, the plan of care is individualized for the patient on the basis of assessment findings, changing needs, setting, and timing of interaction. The dynamic nature of the nursing process makes this possible.


TABLE 5-1

Abbreviated Nursing Process for a Surgical Patient



	2 HOURS AFTER SURGERY
	3 DAYS AFTER SURGERY




	Assessment
	



	Patient reports pain level of 8 of 10.
Patient grimacing and clutching abdomen.
Apical pulse: 104 beats/min and regular
	Patient reports pain level of 5 of 10 during A.M. care.
Patient states, “I don't have too much pain now except when I move around.”
Apical pulse: 68 beats/min and regular



	Nursing diagnosis:
Acute Pain, r/t tissue trauma AEB/AMB reports of pain level of 8 of 10
	Nursing diagnosis:
Acute Pain, r/t postoperative tissue inflammation AEB/AMB increased pain with movement



	Planning
	



	
Short-term goal:
Patient verbalizes a pain level of 4 or 5 of 10 within [image: image] hour of receiving prescribed pain medication.
Outcome identification:
Verbal affirmation of 4 or 5 pain level
Relaxed arms at sides and decreased guarding of abdomen
Apical pulse rate between 60 and 100 beats/min
NOC example:
Pain Level (2102)
Reported Pain (210201)
	
Short-term goal:
Patient reports a pain level of 2 or 3 of 10 during A.M. care within 24 hours.
Outcome identification:
Verbal affirmation of 2 or 3 pain level
Patient acknowledges tolerable level of discomfort with movement.
Apical pulse remains between 60 and 100 beats/min
NOC example:
Pain Level (2102)
Reported Pain (210201)



	Implementation
	



	Medicate patient with morphine sulfate (4 mg IVP q 2 hr PRN) for severe pain.
Position patient for comfort.
Encourage use of a pillow for splinting areas of pain.
Initiate relaxation techniques as appropriate.
NIC example:
Pain Management (1400)
Provide the person optimal pain relief with prescribed analgesics.
	Medicate patient with acetaminophen (650 mg PO q 4-6 hr) for moderate pain.
Encourage patient to request pain medication before physical activity.
Monitor patient's pain level before and after AM care.
NIC example:
Pain Management (1400)
Evaluate the effectiveness of the pain control measures used through ongoing assessment of the pain experience.



	Evaluation
	



	Goal met. Patient fell asleep on left side within 20 minutes of receiving morphine. Arms relaxed at sides. Continue plan of care during immediate postoperative period.
	Goal not met. Patient continues to report a pain level of 5 or 6 with A.M. care. Discuss alternative pain relief medication and strategies with patient and primary care provider. Revise plan of care.





AEB/AMB, As evidenced by/as manifested by; NIC, Nursing Interventions Classification; NOC, Nursing Outcomes Classification; r/t, related to.








Organized

Following the steps of the nursing process ensures that patient care is well organized and thorough. The nursing process provides a standardized method of addressing patient needs that is understood by nurses worldwide. Due to its systematic nature, nurses use the nursing process as a framework for the development of individualized plans of care.




Outcome Oriented

The patient-centered nursing process is designed to achieve specific, well-defined outcomes. Patient care plans are developed to meet each patient's goals, not the goals of standardized patients or members of the health care team, including the nurse. Decisions regarding which nursing interventions and medical treatments to implement are made on the basis of safety and their effectiveness in meeting a patient's identified needs and desired outcomes. By referring to a patient's care plan developed within the nursing process context, nurses and other health care team members are able to treat a patient consistently and identify care that is effective while modifying efforts that are not helping the patient meet goals and achieve desired outcomes.

Care plans developed using the nursing process as a standardized framework hold nurses and other health care team members accountable for their actions. If the nurse's priority goals and the patient's goals are being met, the plan of care is effective. If not, the nurse needs to use critical-thinking skills, knowledge, and the nursing process to modify the plan to better address the patient's concerns.


[image: image] QSEN Focus!

Nurses must identify the expectations of patients and their families to develop patient-centered plans of care. Acknowledging patient preferences empowers patients and their families to actively participate in the health care process.






Collaborative

Collaboration among several members of the health care team is often required to adequately address patient needs. In many cases, nurses incorporate orders from a primary care provider, nursing interventions, and input from others, such as physical therapists, social workers, or respiratory therapists, into a patient's plan of care to help alleviate patient problems and achieve established patient-centered goals and outcomes. For example, if a patient is experiencing shortness of breath, the nurse may place a nasal cannula for oxygen administration according to the physician's order, elevate the head of the patient's bed to reduce respiratory effort, and call the respiratory therapist to administer a breathing treatment to expand the patient's airways. Each of these interventions is part of the implementation step of the nursing process. In other cases, the nurse may incorporate actions by the patient or patient's family to address patient goals. This is especially true when the patient is not acutely ill or requires home care.
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1. Identify two types of health care team members with whom the nurse would expect to collaborate while caring for Mrs. Perez.







Adaptable

The nursing process is adaptable for developing plans of care for individuals who are hospitalized or are receiving care in an outpatient, long-term care, or home setting. It is an equally useful method for addressing the needs of a specific population.

Consider the problem of childhood obesity in a specific community. By using the nursing process, assessment data can be gathered regarding who is affected and what the underlying causes are. Analyzing these data allows nurse researchers to identify the problems and establish short- and long-term goals for improvement. After establishment of goals for alleviating childhood obesity in a community, area professionals from a variety of disciplines may collaborate on the implementation of programs designed to address the individualized needs of that specific population. After implementation of programs, evaluation is conducted to determine whether the goals were achieved.

The nursing process is adaptable in the community setting (Figure 5-2). At each step, revisions of the plan may need to take place, depending on a variety of concerns, including cost and availability of professionals to implement interventions. However, the universal nature of the nursing process enables this adaptability. Engaging the help of others in collaboration about how best to achieve patient or community goals can dramatically improve outcomes in all settings.

[image: image]
FIGURE 5-2 The nursing process can be adapted to the community setting to address childhood obesity. NIC, Nursing Interventions Classification; NOC, Nursing Outcomes Classification.












LO 5.4 Steps of the Nursing Process

Each step of the nursing process—assessment, diagnosis, planning, implementation, and evaluation (ADPIE)—has a unique purpose.


1. During the assessment step, patient care data are gathered through observation, interviews, and physical assessment.

2. In the diagnosis step, patient data are analyzed, validated, and clustered to identify patient problems. Each problem is then stated in standardized language as a specific nursing diagnosis to provide greater clarity and universal understanding by all care providers.

3. During the planning step of the nursing process, the nurse prioritizes the nursing diagnoses and identifies short- and long-term goals that are realistic, measurable, and patient focused, with specific outcome identification for evaluation purposes.

4. The implementation step includes initiating specific nursing interventions and treatments designed to help the patient achieve established goals or outcomes.

5. In the evaluation step, the nurse determines whether the patient's goals are met, examines the effectiveness of interventions, and decides whether the plan of care should be discontinued, continued, or revised.



Although each step of the nursing process has a clearly identified purpose, all of the steps are interdependent. Each requires information from the others for adequate development and revisions of an effective plan of care. The steps overlap and require thoughtful consideration by the nurse at each transition for the maintenance of accuracy and effectiveness.


Assessment

Assessment is the organized and ongoing appraisal of a patient's well-being (Figure 5-3). Assessment involves collecting data from a variety of sources that is needed to care for patients. Data collection begins at the first direct or indirect encounter with a patient. Specific data are collected during the patient interview, health history, and physical assessment. Nurses assess the state of a patient's physical, psychological, emotional, environmental, cultural, and spiritual health to gain a better understanding of his or her overall condition. This is known as a holistic approach to patient care.

[image: image]
FIGURE 5-3 Assessment in the nursing process.





Assessment data can be collected from a variety of sources, including patients, family members, friends, communities, health care professionals, medical records, and laboratory and diagnostic test results. Data may be categorized as primary or secondary and as subjective or objective, depending on the source and form of the information. Primary data consist of information obtained directly from a patient. Secondary data are collected from family members, friends, other health care professionals, or written sources such as medical records and test results. Some nurses may subdivide secondary data to identify information as indirect if it is obtained from medical charts or a hand-off communication.

Subjective data (i.e., symptoms) are spoken. Patients' feelings about a situation or comments about how they are feeling are examples of subjective data. Data shared by a source verbally are considered subjective. Subjective data may be difficult to validate because they cannot be independently and objectively measured. Subjective data are most often gathered during a patient interview or health history. Use of an interpreter may be necessary when the patient or family members speak a language unfamiliar to the nurse. Subjective data are typically documented in the patient's medical record as direct quotations; for example, “I didn't get much sleep last night” or “I've had diabetes since I was 10 years old.”

Data collected from medical records, laboratory, and diagnostic test results, or physical assessments are objective. Objective data (i.e., signs) consist of observable information that the nurse gathers on the basis of what can be seen, measured, or tested. Most objective data are collected by the nurse during physical assessment, which includes inspection, palpation, percussion, and auscultation, or during direct patient care.

Collecting an extensive health history and completing a thorough head-to-toe physical assessment are typically required when a patient is admitted to a hospital or seeking health care from a primary care provider for the first time. This information provides a baseline for future reference. Shorter, focused assessments are conducted by the nurse routinely throughout hospitalization or during repeated clinic visits to assess a patient's change of status. Collecting accurate information and documenting the findings in the patient's medical record are imperative for later comparison. The documentation process helps the nurse organize patient information so that it can be analyzed, validated, and clustered before the identification of accurate nursing diagnoses (see Chapters 6 and 20).
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2. List five additional pieces of data that the nurse who admits Mrs. Perez to the nursing unit would want to know before initiating care. Next to each item, identify whether it is subjective or objective. Write examples of the five data that would be appropriate for a postoperative mastectomy patient.
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3. Write four questions that the nurse could ask to obtain primary data on Mrs. Perez. From what sources could the nurse obtain secondary data?







Diagnosis

The second step of the nursing process is the nursing diagnosis (Figure 5-4). The nursing diagnosis identifies an actual or potential problem or response to a problem (NANDA-I, 2012). Accurate identification of nursing diagnoses for patients results from carefully analyzing, validating, and clustering related patient subjective (symptoms) and objective (signs) data. If data collection includes inaccurate or inadequate information or if data are not validated or clustered with related information, a patient may be misdiagnosed.

[image: image]
FIGURE 5-4 Diagnosis in the nursing process.





Diagnosis in the nursing process requires naming patient problems using nursing diagnostic labels. Nursing diagnoses are established and revised biannually by NANDA International, Inc. (NANDA-I), a professional nursing organization that provides standardized language to identify patient problems and plan customized care. Medical diagnoses are labels for diseases, whereas nursing diagnoses describe a response to an actual or potential problem or life process. NANDA-I (2012) identifies three types of nursing diagnoses (i.e., actual, risk, and health-promotion) that nurses should use when developing plans of patient care.

Actual nursing diagnoses are written with three parts, whereas risk nursing diagnoses and health-promotion nursing diagnoses contain only two parts. Three-part nursing diagnosis statements include (1) the patient's identified need or problem (i.e., NANDA-I nursing diagnostic label), (2) the etiology or underlying cause (i.e., related to [r/t]), and (3) signs and symptoms (i.e., as evidenced by [AEB] or as manifested by [AMB]). Sleep Deprivation related to frequent sleep interruption as evidenced by patient complaint of diarrhea 10 times throughout the night and feeling fatigued is an example of a three-part nursing diagnosis statement. Sometimes the acronym PES (problem, etiology, symptoms) is used to remind nursing students of how to structure an actual nursing diagnosis statement.

A two-part risk nursing diagnostic statement contains only (1) the patient's identified need or problem (i.e., NANDA-I nursing diagnostic label) and (2) factors indicating vulnerability (i.e., risk factors). This is an example of a two-part risk nursing diagnostic statement: Risk for Injury with the risk factor of impaired cognitive awareness. This risk nursing diagnosis might be appropriate for a patient coming out of anesthesia after surgery. In some cases, nurses may write a risk for nursing diagnosis using the words related to rather than with the risk factors of. Specific institutional guidelines should be followed.

A two-part health-promotion nursing diagnostic statement contains (1) the nursing diagnostic label and (2) defining characteristics. It always begins with the words Readiness for Enhanced. A health-promotion nursing diagnosis may state the following: Readiness for Enhanced Self-Health Management as evidenced by (as manifested by) expressed desire to manage illness more effectively.

Appendix B contains a complete list of accepted NANDA-I nursing diagnostic labels. Chapter 7 provides additional information on how to identify and formulate personalized nursing diagnoses for specific patients.

Through the use of well-defined nursing diagnoses, such as Activity Intolerance or Risk for Spiritual Distress, all nurses can clearly understand a patient's problems. Standardized lists of nursing diagnostic labels are available for quick reference in databases in electronic health records. It is the nurse's responsibility to accurately identify and use nursing diagnoses for every patient to develop patient-centered goals and realistic outcome criteria in individualized plans of care. Patients may have multiple problems, requiring a variety of nursing diagnoses. Regardless of how many nursing diagnoses a patient has, each must be considered in the planning process.
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Although NANDA-I no longer identifies specific collaborative nursing diagnostic labels, it is essential that nurses work with various members of the interdisciplinary health care team to plan holistic patient care. Respecting the unique skills and contributions of others on the health care team facilitates better communication and achievement of patient health goals.






Planning

Planning is the third step of the nursing process (Figure 5-5). During planning, the nurse prioritizes a patient's various nursing diagnoses, establishes short- and long-term goals, chooses outcome indicators, and identifies interventions to address patient goals. Deciding the order in which nursing diagnoses are addressed depends on several factors, including the severity of symptoms and the patient's preference. Obviously, a patient's ability to breathe is of greater concern than the need to complete activities of daily living independently. After emergent needs are dealt with, less critical problems take priority. This aspect of the nursing process is another indication of its dynamic nature and interrelatedness.

[image: image]
FIGURE 5-5 Planning in the nursing process. NOC, Nursing Outcomes Classification.





Establishing short- and long-term goals to address nursing diagnoses involves discussion with the patient and often requires collaboration with family members and other members of the health care team (Collaboration and Delegation box). Coordinated, team-based patient care is called collaborative care. The patient's health care team members may include several nurses: the primary care provider; medical or surgical specialists; respiratory therapists; a dietician; a physical therapist; occupational, music, or art therapists; a spiritual adviser; and social workers. The patient's primary nurse is often the central figure in coordinating collaborative care.


[image: image] Collaboration and Delegation


Team-Based Patient Care


• Collaboration and delegation of care are integral to the implementation step of the nursing process. Nurses do not have the time or expertise to address all of the needs of patients.

• Effective collaboration with and delegation to various members of the health care team require the nurse to become familiar with the scope of practice and abilities of each member.

• After the nurse has established the scope of practice and abilities of the health care team members, their unique skills and abilities can be coordinated to benefit patient care and achieve positive patient outcomes.

• Planning comprehensive care that addresses the multiple needs of patients often facilitates shorter recovery or rehabilitation periods, leading to reduced length of hospitalization and greater patient satisfaction.








Short- and long-term goals are designed to meet the patient's immediate needs and future needs, which may extend over weeks or months. Some sources establish time parameters for short-term or long-term goals, but others do not. According to Carpenito-Moyet (2013), goals that are achievable within an immediate time frame of less than approximately 1 week are short-term goals, whereas goals that will take more time to achieve—weeks to months—are long-term goals. All short- and long-term goals must be (1) patient focused, (2) realistic, and (3) measurable. For example, a patient-focused, realistic, and measurable short-term goal may be written for a patient with the nursing diagnosis of Activity Intolerance: The patient walks to the bathroom without experiencing shortness of breath within 48 hours after surgery.

Goal setting creates a structure, or framework, within which nursing care takes place. Goals help to direct the patient's health care team and ensure that all members of the team work to achieve the same outcomes. Whenever possible, it is important to include patients in identifying their short- and long-term goals.

Outcome identification, added by the ANA in 1991 as a specific aspect of the nursing process, involves listing behaviors or observable items that indicate attainment of a goal. The Nursing Outcomes Classification (NOC) is one resource for outcome identification. Outcome classification for a patient with the nursing diagnosis of Activity Intolerance could be Endurance with an outcome indicator of uncompromised to severely compromised activity (Moorhead, Johnson, and Maas, 2013). Nursing interventions, including collaborative care interventions, are identified by the nurse during the planning stage to help patients meet goals, outcome classifications, and outcome indicators (i.e., criteria that can be observed or measured).

One method of determining interventions to meet patient outcome goals is use of Nursing Interventions Classification (NIC). NIC provides nurses with multidisciplinary interventions linked to specific NANDA-I–accepted nursing diagnoses and the NOC. For a patient with the nursing diagnosis of Activity Intolerance, the desired outcome of Endurance, and a goal of being able to walk to the bathroom without experiencing shortness of breath within 48 hours after surgery, the nurse may select interventions from NIC related to Exercise Therapy: Ambulation (Bulechek, Butcher H, Dochterman, et al, 2013). Using NIC as a reference, the nurse remains responsible for customizing and implementing appropriate interventions for each specific patient.

Developing a patient-centered plan to address identified short- and long-term goals requires that a nurse use critical thinking, creativity, expertise, and communication skills. The plan of care needs to be relevant to the patient's health status and goals, and the plan must be based on the latest evidence-based nursing practices. By identifying specific desired-outcome indicators for patient improvement, the nurse can more easily implement research-based nursing interventions to address the unique needs of a patient. Chapter 8 provides additional information on goal setting and outcome identification resources.
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4. Write a patient-focused, measurable, and realistic short-term goal for Mrs. Perez, whose priority nursing diagnosis is Acute Pain.







Implementation

The implementation step of the nursing process focuses on initiation of appropriate interventions designed to meet the unique needs of each patient (Figure 5-6). Interventions may be independent, dependent, or collaborative nursing actions requiring direct or indirect nursing care. All should be derived from evidence-based practice standards that have evolved from research conducted to elicit the best patient outcomes possible.
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Nurses should read original research articles and systematic reviews of literature related to their specialties to stay current and implement new evidence into practice.
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FIGURE 5-6 Implementation in the nursing process. NIC, Nursing Interventions Classification.






Clinical Pathways, Protocols, and Standing Orders

Clinical pathways, protocols, and standing orders often impact interventions carried out in the implementation phase of the nursing process. Clinical pathways, sometimes referred to as care pathways, care maps, or critical pathways, are multidisciplinary resources designed to guide patient care. Clinical pathways emerged in the 1980s in an effort to provide better-quality, standardized care for patients, and they were developed through evidence-based practice research (Kinsman, Rotter, James, et al, 2010). Nurses contribute to the formation of clinical pathways by using the nursing process to identify unique nursing interventions that assist patients in achieving desired outcomes. A clinical pathway for the care of a postmastectomy breast cancer patient is shown in Figure 5-7. Independent, dependent, direct, and indirect interventions are listed in the critical pathway.

[image: image]
FIGURE 5-7 Clinical pathway for treating a breast cancer patient after mastectomy. DC, Discontinue.





Protocols are written plans that can be generalized to groups of patients with the same or similar clinical needs that do not require a physician's order. Health care agencies have established protocols outlining procedures for admitting patients or handling routine care situations. Because protocols are generalized to patient populations, they are often included in critical pathways.

Standing orders are written by physicians and list specific actions to be taken by a nurse or other health care provider when access to a physician is not possible or when care is common to a certain type of situation, such as what to do if a patient experiences chest pain or what actions to take after a colonoscopy. Standing orders are most commonly used in situations in which care is somewhat standardized, but the implementation of standing orders still requires extensive clinical judgment by the nurse. Community health nurses may practice with standing orders that identify how to treat emergency situations in a patient's home. However, all nurses must be able to recognize and act on changes in a patient's condition that are not covered by the standing orders.


[image: image] Safe Practice Alert

Following protocols or implementing standing orders requires critical thinking and use of the nursing process to determine the applicability of interventions in specific patient care circumstances. Blindly following critical pathways, protocols, or standing orders is contraindicated in all nursing care situations.



All nursing interventions that are implemented for patients must be documented or charted. In some cases, this may involve checking off an intervention in the patient's EMR, or it may require completion of an additional form or area on the EMR designed to track the effectiveness of specific interventions. Many health care agencies have special requirements for documenting interventions such as the use of physical restraints or pain protocols. Proper documentation of interventions facilitates communication with all members of the health care team and provides an essential legal record (Ethical, Legal, and Professional Practice box). Accurate charting helps to alleviate omissions and repetition of care. Documentation also allows nurses to evaluate the effectiveness of nursing interventions in meeting patient goals and outcomes, which is the final step in the nursing process.


Ethical, Legal, and Professional Practice


Documentation


• All health care professionals are required to document patient interventions they implement in a traditional or an electronic medical record.

• Nurses must document the physical treatment and patient education that is provided.

• Follow-up evaluation of interventions must be documented to help the health care team determine the effectiveness of treatments, activities, and prescribed medications.

• Ethical and legal standards mandate that nurses chart or document only the interventions that they themselves implement.
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5. List three interventions that the nurse would want to implement to help Mrs. Perez achieve the identified short-term goal.










Evaluation

Evaluation focuses on the patient and the patient's response to nursing interventions and goal or outcome attainment (Figure 5-8). Evaluation is not a record of the care that was implemented. Evaluation must clearly identify the effectiveness of implemented interventions with the patient as its focus. During the evaluation step of the nursing process, nurses use critical thinking to determine whether a patient's short- and long-term goals were met and desired outcomes were achieved. Monitoring whether the patient's goals were attained is a collaborative process involving the patient.

[image: image]
FIGURE 5-8 Evaluation in the nursing process.





Nurses need to ask some questions when evaluating the effectiveness of provided nursing interventions:


• Did the patient meet the goals and outcome criteria established during the planning phase?

• Since care began, have new assessment data been identified that should be taken into consideration?

• Does the care plan need to be modified in response to patient changes?

• Based on the patient's response to the implemented interventions, should the plan of care be continued, revised, or discontinued?

The answers to these and other questions determine how best to proceed with individualized patient care.










LO 5.5 Cyclic and Dynamic Nature of the Nursing Process

The steps of the nursing process are cyclic and dynamic; one aspect of care leads into and informs the next. It is crucial that the professional nurse continuously reassess the patient, revise care as needed, and evaluate whether the patient's goals are being met. As the short-term goals are met, that section of the nursing plan can be eliminated or discontinued. Sometimes, nursing care needs to be modified to meet a patient's other needs that were not previously identified.

The ongoing process of evaluating and adjusting intervention strategies requires nursing care to be based on current evidence. This evaluation process is also based on the nurse's ability to critically think about what care was given and what care may be needed in the future. The nursing process is a professional nurse's best tool for application of the scientific method to patient care. It is the essential critical-thinking method used by nurses to provide safe, competent nursing care to patients, families, and communities.





Summary of Learning Outcomes


LO 5.1 Define the nursing process: The nursing process is the scientific method through which professional nurses systematically identify and address actual or potential patient problems. Critical thinking, using the nursing process, allows nurses to collect essential patient data, articulate the specific needs of individual patients, and effectively communicate those needs, establish realistic goals, and customize interventions with members of the health care team.

LO 5.2 Describe the historical development and significance of the nursing process: The five primary steps of the nursing process were clearly identified by the early 1960s and have remained virtually unchanged since then, with only the addition of a subcategory to planning, outcome identification, in the early 1990s. Professional nursing practice in all types of settings is based on the nursing process. It is used to assess individuals, families, and communities; diagnose needs; plan attainable goals; implement specific interventions; and evaluate degrees of goal attainment.

LO 5.3 Articulate the characteristics of the nursing process: The nursing process requires nurses to think critically. It is dynamic, organized, and collaborative, and it is universally adaptable to various types of health care settings.

LO 5.4 Describe the steps in the nursing process: During the assessment step of the nursing process, patient care data are gathered. In the diagnosis step, patient data are analyzed to identify patient problems and then are stated as specific nursing diagnoses. During the third step of the nursing process, planning, the nurse prioritizes the nursing diagnoses and identifies goals with specific outcome identification. The implementation step includes initiating specific nursing interventions designed to help achieve established goals. During the evaluation step, the nurse determines goal attainment, the effectiveness of interventions, and whether the plan of care should be discontinued, continued, or revised.

LO 5.5 Explain the significance of the cyclic and dynamic nature of the nursing process: Use of the nursing process requires the professional nurse to continuously reassess patients, revise care as needed, and evaluate whether goals are being met. As goals are met, portions of the nursing plan can be eliminated or discontinued. Nursing care sometimes needs to be modified to meet previously unidentified needs. The ongoing process of evaluating and adjusting intervention strategies requires nursing care that is based on current evidence-based practice.



[image: image] Responses to critical-thinking questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.




Review Questions


1. What is the purpose of the nursing process?

a. Providing patient-centered care

b. Identifying members of the health care team

c. Organizing the ways nurses think about patient care

d. Facilitating communication among members of the health care team

2. A patient comes to the emergency department complaining of nausea and vomiting. What should the nurse ask the patient about first?

a. Family history of diabetes

b. Medications the patient is taking

c. Operations the patient has had in the past

d. Severity and duration of the nausea and vomiting

3. An alert, oriented patient is admitted to the hospital with chest pain. Who is the best source of primary data on this patient?

a. Family member

b. Physician

c. Another nurse

d. Patient

4. What is the primary purpose of the nursing diagnosis?

a. Resolving patient confusion

b. Communicating patient needs

c. Meeting accreditation requirements

d. Articulating the nursing scope of practice

5. On what premise is a nursing diagnosis identified for a patient?

a. First impressions

b. Nursing intuition

c. Clustered data

d. Medical diagnoses

6. Which statement is an appropriately written short-term goal?

a. Patient will walk to the bathroom independently without falling within 2 days after surgery.

b. Nurse will watch patient demonstrate proper insulin injection technique each morning.

c. Patient's spouse will express satisfaction with patient's progress before discharge.

d. Patient's incision will be well approximated each time it is assessed by the nurse.

7. What should be the primary focus for nursing interventions?

a. Patient needs

b. Nurse concerns

c. Physician priorities

d. Patient's family requests

8. Which nursing action is critical before delegating interventions to another member of the health care team?

a. Locate all members of the health care team.

b. Notify the physician of potential complications.

c. Know the scope of practice for the other team member.

d. Call a meeting of the health care team to determine the needs of the patient.

9. A patient reports feeling tired and complains of not sleeping at night. What action should the nurse perform first?

a. Identify reasons the patient is unable to sleep.

b. Request medication to help the patient sleep.

c. Tell the patient that sleep will come with relaxation.

d. Notify the physician that the patient is restless and anxious.

10. What action should the nurse take regarding a patient's plan of care if the patient appears to have met the short-term goal of urinating within 1 hour after surgery?

a. Consult the surgeon to see if the clinical pathway is being followed.

b. Discontinue the plan of care because the patient has met the established goal.

c. Monitor patient urine output to evaluate the need for the current plan of care.

d. Notify the patient that the goal has been attained and no further intervention is needed.



[image: image] Answers and rationales for the review questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.
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Chapter 6

Assessment

Learning Outcomes

Comprehension of this chapter's content will provide students with the ability to:


LO 6.1 Identify methods used during the assessment phase of the nursing process.

LO 6.2 Describe techniques used during physical assessment.

LO 6.3 Differentiate among the three types of physical assessment.

LO 6.4 Categorize types of data collected during the assessment process.

LO 6.5 Use strategies to validate patient assessment data.

LO 6.6 Organize data according to established theoretical frameworks.




Key Terms
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• Additional Evolve-Only Review Questions With Answers

• Answers and Rationales for Text Review Questions

• Answers to Critical-Thinking Questions

• Case Study With Questions

• Glossary








Case Study
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Ms. Kline, a 55-year-old white woman, arrived at an urgent care center complaining of generalized malaise, an overwhelming feeling of exhaustion that was not relieved with rest, and difficulty walking more than 10 ft. She has thinning scalp hair, scaly skin, and puffiness around her eyes. She appears to be anxious. She is married and responsible for raising three grandchildren (2, 4, and 8 years old). She is employed full time as a college professor, and is worried that she may have a serious condition that will compromise her ability to work and care for her grandchildren. She enjoys gardening and reading books. Her vital signs are T 36° C (36.8° F), BP 102/68, P 68 and regular, and R 12 and unlabored.

Refer back to this case study to answer the critical-thinking questions throughout the chapter.




Introduction

Assessment is the first step in the nursing process (Figure 6-1). Assessment establishes the baseline on which each phase of the nursing process builds. As soon as the patient's records are accessed or a patient is first observed, the process of assessment begins. Valuable information about a patient is collected during the interview, health history, and physical examination. The assessment phase of the nursing pro­cess includes much more than collection of physical data. Physical, emotional, spiritual, socioeconomic, and cultural attributes unique to the individual are considered. After data are collected, they must be analyzed, validated, organized, and documented to provide the foundation for an individual patient-focused plan of care.
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FIGURE 6-1 Assessment in the nursing process.









LO 6.1 Methods of Assessment

Methods through which assessment is conducted include observation; the patient interview, including the completion of a health history and review of systems; and a physical examination. Assessment proceeds in a logical and organized fashion to various degrees of depth during each patient-nurse interaction.


Observation

A nurse can gather significant information about a patient's emotional condition and health status by observing the patient's affect, clothing, personal hygiene, and obvious physical conditions, such as a limp or an open wound. Using the senses of sight, hearing, and smell during the observation phase helps the nurse gather important patient information, which can guide later aspects of the assessment process.

Before initiating the patient interview, the nurse should review data collected previously by other health care professionals to avoid repetition. The nurse should be prepared with required forms and assessment tools to prevent disruption during the dialogue. All significant observations should be documented and verified for accuracy during the interview phase of assessment.




Patient Interview

The patient interview is a formal, structured discussion in which the nurse questions the patient to obtain demographic information, data about current health concerns, and medical and surgical histories. During the assessment phase of the nursing process, it is essential for the nurse to gather information regarding developmental, cultural, ethnic, and spiritual factors that may affect the patient. These factors can significantly influence patient outcomes and must be considered when developing a patient-centered plan of care.

Patients who feel accepted and relaxed in the health care environment are more likely to disclose vital information to the nurse during the interview and physical examination. The Diversity Considerations box lists some of the many factors that may affect patient cooperation and response to the assessment process.
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Life Span


• Establishing rapport is paramount to gaining the trust of the patient. The nurse should consider the patient's generational cohort, which may influence behavior and willingness to share personal information during the interview process.

• Generational factors may influence behavior (Cannon and Boswell, 2012).

• Veterans (born before 1945) respect authority; are detail oriented; communicate in a discrete, formal, respectful way; may be slow to warm up; value family and community; and accept physical touch as an effective form of therapeutic communication.

• Baby Boomers (born 1946-1964) are optimistic; are relationship oriented; communicate by using open or direct speech, using body language, and answering questions thoroughly; expect detailed information; question everything; and value success.

• Generation X members (born 1965-1976) are informal; are technology immigrants; multitask; communicate in a blunt or direct, factual, and informal style; may talk in short sound bites; share information frequently; and value time.

• Millennials (born 1977-1997) are flexible; are technologically literate or are technology natives; multitask; communicate by using action verbs and humor; may be brief in the form of texting or email exchanges; like personal attention; and value individuality.

• Children (born 1998-present) need to be included in discussions; are technology natives; have short attention spans; communicate in a short, focused way, primarily with parents or guardians; and value play.






Culture, Ethnicity, and Religion


• Cultural and ethnic norms affect the willingness of patients to speak openly about health concerns.

• Nurses should explain the need for information that may be considered intimate in nature.

• Privacy must be provided before interviewing patients regarding sensitive information such as the use of recreational drugs or sexual activity.

• Traditional treatment modalities common in a patient's culture or religion should be explored and documented during the interview process. It is important that this information be collected and recorded in a nonjudgmental manner.

• Electronic or live interpretation should be secured for patients who speak a language different from that of the health care providers.






Gender


• Personal space, communication patterns, and gender considerations unique to a patient's cultural background should be incorporated into the interview process in an effort to provide culturally competent care.

• Requests of patients for caregivers of the same gender should be honored whenever possible.






Morphology


• Physical assessment requires patient cooperation and positioning that may be difficult or impossible for individuals who are morbidly obese or physically disabled.

• Adjust the location in which the examination takes place on the basis of patient needs. For example, if a patient is unable to lie comfortably on a narrow examination table, arrange for a bed that can accommodate the patient.






Disability


• If a patient is paralyzed and unable to move independently from a wheelchair to a flat examination surface, seek help to safely transfer the patient so that a complete physical assessment can be done.

• Ask the trusted care providers of mentally challenged individuals to assist with the physical examination to ensure greater patient comfort and promote a feeling of safety and familiarity.

• Make any required adaptations during the physical assessment that are necessary to perform a thorough examination. The ability to provide safe patient care is challenged if the quality of the examination is compromised due to disability.








The patient interview consists of three phases: orientation (introductory), working, and termination. Each phase contributes to the development of trust and engagement between the nurse and the patient.


Orientation Phase

During the orientation phase of the interview, the nurse should establish the name by which the patient prefers to be addressed. Some individuals prefer formal titles of respect (e.g., Dr., Mr., Ms., Professor) and the use of surnames, whereas others are comfortable with less formality. How a patient is addressed is the patient's choice.

The nurse should provide a personal introduction and state the purpose for the interview. This introductory phase is essential for establishing trust between the nurse and the patient, which affects all future interactions. Demographic data should be collected by asking focused or closed-ended questions. More general information can be gathered by open-ended communication techniques. Identifying patient needs and determining the extent to which patients want to be involved in care planning are important aspects of the introductory phase.

The environment and timing of the interview are very important. Health Insurance Portability and Accountability Act (HIPAA) guidelines should be followed and privacy provided during patient interviews. The environment should be as private as possible. Privacy from other individuals and freedom from stressors that may affect the patient should be considered when determining when, where, and how to conduct the interview. The interview should be conducted in an area that is free from as many distractions as possible. Ensuring that the patient is comfortable and relaxed often takes prior thought and planning by the nurse. The patient should feel safe, because the questions raised may cause stress and anxiety.

When feasible, the nurse and the patient should be seated at eye level with each other (Figure 6-2). In this way, the interaction between the nurse and the patient is horizontal instead of vertical. Standing over someone implies control, power, and authority. The implication of power can result in less-than-optimal data collection and a potential conflict as the patient strives to regain control over the situation.
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FIGURE 6-2 Sitting at eye level with a patient during the interview communicates caring and acceptance.





Nonverbal behaviors of the nurse can influence the information obtained from the patient. Negative nonverbal cues such as distracting gestures (e.g., tapping a pen, swinging a foot, looking at a watch), inappropriate facial expressions, and lack of eye contact communicate disinterest. To establish a trusting relationship with the patient before the physical examination is conducted, the nurse should communicate professionally, sit close and lean in slightly toward the patient, listen attentively and demonstrate appropriate eye contact, smile, and use a moderate rate of speech and tone of voice.




Working Phase

During the working phase of the interview, the nurse must stay focused on the purpose of the interaction. The nurse needs to individualize the process on the basis of the health of the patient and concerns that emerge during the course of the interview. Active, engaged listening is imperative during this process. The nurse must stay alert to what the patient says and how information is presented. Sometimes, how the patient shares information is more important than what the patient says. The nurse should watch for emotional cues indicating fear or painful experiences and the appropriateness of verbal and nonverbal cues.

Educational needs are assessed during the patient interview (Patient Education and Health Literacy box). The nurse should document gaps in patient knowledge and areas in which clarification of disease processes or treatment would be beneficial. Knowing a patient's level of education and professional background is often helpful in designing appropriate patient teaching.


Patient Education and Health Literacy


The Role of Assessment in Patient Education


• The opportunity for teaching begins with a patient's entry into the health care environment, whether it is in an acute or community setting.

• Prior to initiating patient education, the nurse needs to assess a patient's cognitive ability, reading level, and potential language barriers.

• Assessment should include collecting information about what the patient already knows about her or his current condition and what additional knowledge is needed.

• Assessment information about the patient's educational needs should be documented and should guide aspects of the patient's individualized plan of care.

• Thorough assessment of the patient's knowledge should be used to determine the need for referrals and educational interventions.








A variety of communication techniques can be incorporated into the interview process. Open-ended questions encourage narrative responses from patients. Closed-ended, focused, and direct questions elicit specific information, such as the exact location of a patient's pain. It is appropriate to use direct questions to gather data about a patient's health history or during the review of body systems, when a yes or no answer is adequate. Direct questions can be expanded on with open-ended questions if more extensive information is needed. Chapter 3 provides in-depth discussion on therapeutic communication techniques that are helpful during the patient interview.

During an admission interview, a thorough health history and review of systems should be conducted. If a patient being admitted to the hospital is too ill to interact for an extended period, the interview can be broken into smaller segments. Interviews with patients already hospitalized or established in the health care system are less extensive and more focused on newly identified patient concerns or problems.


Health History

An in-depth health history includes all pertinent information that can guide the development of a patient-centered plan of care. The health history includes demographic data, which is collected during the orientation phase of the interview; a patient's chief complaint or reason for seeking health care; history of current illness; allergies; medications; adverse reactions to medications; medical history; family and social history; and health promotion practices (Table 6-1). Because a patient's health history is continuously evolving, the data collection is ongoing, progressive, and methodical (Zastrow, 2009).


TABLE 6-1

Framework for Collecting Health History Data



	TYPE OF DATA
	SPECIFIC INFORMATION




	Demographic data
	
Name

Address

Telephone numbers

Age

Birth date

Birthplace

Gender

Marital status

Race

Cultural background or ethnic origin

Spiritual or religious preference

Educational level

Occupation






	Chief complaint or current illness
	
Reason for seeking care

Onset of symptoms






	Allergies and sensitivities
	
Medication

Food (e.g., peanuts, eggs)

Environmental agents (e.g., latex, tape, detergents)

Reaction to reported allergens (e.g., rash, breathing difficulty, nausea, vomiting)

Contrast dye






	Medications, vitamins, and herbal supplements
	
Prescription

Over-the-counter medications and herbal remedies

Dosage, frequency, and reason for use






	Immunizations
	
Childhood and adult immunizations

Date of last tuberculin skin test

Date of last vaccines (e.g., flu, pneumonia, shingles)






	Medical history
	
Childhood illnesses, accidents, and injuries

Serious or chronic illnesses

Hospitalizations, including obstetric history for female patients

Date of occurrence and current treatment






	Surgical history
	
Type of surgery

Date

Problems with anesthesia

Any complications






	Family history
	
Age and health status of living parents, grandparents, siblings, and children

Age at death and cause of death of deceased immediate family members

Genetic diseases or traits, familial diseases (e.g., cardiovascular disease, high blood pressure, stroke, blood disorders, cancer, diabetes, kidney disease, seizure disorders, drug or alcohol dependencies, mental illness)






	Social history
	
Use of tobacco, alcohol, or recreational drugs

Environmental exposures

Animal exposures and pets

Living arrangement

Safety concerns (e.g., intimate-partner violence, emotional or physical abuse)

Recent domestic or foreign travel






	Cultural and spiritual or religious traditions
	
Primary language

Dietary restrictions

Religion

Values and beliefs related to health care






	Activities of daily living (ADLs)
	
Nutrition (e.g., meal preparation, shopping, typical 24-hour dietary intake); recent changes in appetite

Caffeine intake

Self-care activities (e.g., bathing, dressing, grooming, ambulation)

Physical living environment (e.g., steps, access to toileting or sleeping areas, indoor plumbing, carpet or rugs)

Use of prosthetics or mobility devices

Leisure and exercise activities

Sleep patterns (e.g., hours per night, naps, sleep aids)






	Cognitive or emotional status
	
Cognitive functioning

Personal strengths

Self-esteem

Support system (e.g., family, friend, support groups, professional counseling)
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Thorough documentation of health history findings in the format prescribed by the health care facility contributes to better communication among health care team members and a more individualized plan of care. Ongoing efforts should be made to add missing data as they are obtained and to clarify any erroneous or confusing information.




Review of Systems

A review of systems, which is conducted by asking the patient questions pertaining to each body system, completes the health history. During the review of systems, the nurse collects subjective, patient-reported data. Questions asked during the review of systems usually are brief and inquire about the normal function of each area, such as “Are you experiencing any difficulty breathing?” or “Do you ever experience diarrhea or constipation?” Any deviation from normal triggers more directive questions and affects the physical assessment. Health assessment questions related to each body system can be found in Chapter 20.

After the collection of data, goals for care are established during the working phase in collaboration with the patient. Family members and other members of the health care team may be included in the goal-setting process. Information gathered during the interview and data gathered during the physical examination combine to form the foundation of a unique, patient-centered plan of care.







Termination Phase

As the end of the interview approaches, care is taken to review key findings and prepare the patient for the conclusion of the discussion. This can be done effectively by summarizing and validating the information covered with the patient. By reviewing the information with the patient, a consensus is established. As the interview concludes, the patient should be allowed an opportunity to interject additional pertinent information. The session is concluded with the nurse acknowledging the patient's participation and describing the next steps that the patient should expect.











LO 6.2 Physical Assessment

On completion of the patient interview, health history, and review of systems, the nurse begins the physical assessment. During the physical assessment, the nurse collects objective data. If diagnostic tests, such as blood tests or x-rays, were ordered before the patient was seen, the results are reviewed by the nurse. Privacy for the patient is ensured, good lighting is established, and the equipment and instruments needed, such as a stethoscope, sphygmomanometer, and pulse oximeter, are gathered before the physical examination is started. A penlight, otoscope, and ophthalmoscope may be required, depending on the type of physical assessment being conducted. Hand hygiene is performed, and clean gloves are worn if contact with body fluids is anticipated. Vital signs are taken and recorded at the beginning of the physical examination.

The assessment techniques of inspection, palpation, percussion, and auscultation are performed one at a time in this order for each body system except during assessment of the abdomen. During abdominal assessment, auscultation precedes palpation and percussion. The altered sequence of abdominal assessment avoids stimulation of the bowel before auscultation of bowel sounds.


Inspection

Inspection involves the use of vision, hearing, and smell to closely scrutinize physical characteristics of a whole person and individual body systems. Distinguishing between normal and abnormal findings for patients of different age groups begins the moment the nurse first observes and meets the individual, and it continues throughout the examination. Symmetry should be assessed by comparing the right and left sides of the body. Because the human body is usually anatomically symmetric, observing for abnormalities on both sides is important for detecting anatomic deviations. After inspection, further examination is performed using palpation and percussion.




Palpation

Palpation uses touch to assess body organs and skin texture, temperature, moisture, turgor, tenderness, and thickness. Palpation can determine organ location and size against the expected anatomic norm, any distention or masses, and vibration or pulsation associated with movement. Palpation is used to affirm details observed during inspection. Only light palpation should be applied to areas described by patients as sensitive or painful. Deep palpation is performed by physicians or advanced practice nurses to determine organ size and variation.




Percussion

Percussion involves tapping the patient's skin with short, sharp strokes that cause a vibration to travel through the skin and to the upper layers of the underlying structures. Vibration is reflected by the tissues, and the character of the sound heard depends on the density of the structures that reflect the sound. Knowing how the various densities reflect or absorb sound helps to determine the approximate size, shape, and borders of organs, masses, and fluid. An abnormal sound implies that an organ or area is possibly compromised with another substance, such as air, blood, or other bodily fluids. Percussion is typically performed by an advanced practice nurse or physician.




Auscultation

Auscultation is a technique of listening with the assistance of a stethoscope to sounds made by organs or systems such as the heart, blood vessels, lungs, and abdominal cavity. The characteristics of auscultated sounds depend on the body tissue or organ being assessed. Breath sounds, heart sounds, and bowel sounds are routinely assessed through auscultation. Practice is required to be able to differentiate normal from abnormal findings.








LO 6.3 Types of Physical Assessment

Three primary types of physical assessment are conducted by nurses in a variety of practice settings. Determining which is indicated depends on the situation and timing of the nurse-patient interaction. An initial comprehensive or complete physical examination should be performed by a nurse when a patient is admitted to the hospital. It can be followed by clinical or focused assessments at the beginning of each shift or more often, depending on the patient's condition and the health care facility's policies and guidelines. Emergency assessments, including triage, are conducted in emergent situations to quickly assess the extent of patient injuries and determine care priorities.

It is the responsibility of the professional nurse to determine if a patient's condition warrants more frequent or extensive assessment in any given situation. Although some aspects of assessment can be delegated to other members of the health care team or unlicensed assistive personnel, the nurse must know what can be legally and safely delegated and what requires the nurse's coordination of care and personal attention (Collaboration and Delegation box). A patient's plan of care is evaluated and modified on the basis of the assessment findings collected during every type of assessment.


[image: image] Collaboration and Delegation


The Registered Nurse's Critical Role in Assessment


• Initial and ongoing assessment of patients requiring critical care cannot be delegated to unlicensed assistive personnel (UAP).

• Initial patient assessment of unstable patients cannot be delegated to an Licensed Practical or Licensed Vocational Nurse (LPN/LVN). An LPN/LVN may contribute to the ongoing assessment of patients and document their observations and care.

• Routine assessment of vital signs of a patient in stable condition may be delegated to an LPN/LVN or qualified UAP.

• Nurses delegating assessment of vital signs must:

• Determine the stability of the patient and complexity of the problem before delegation.

• Verify that the UAP are trained and capable of accurately performing the skills.

• Collaborate with the UAP to confirm completion of vital sign measurement and proper documentation.

• Specific patient assessment may require the assistance of other health team members, such as in these examples:

• Determination of a patient's ability to swallow is commonly delegated to a speech therapist.

• Establishing a patient's level of stability while using crutches is typically done by a physical therapist.









Comprehensive Assessment

A comprehensive or complete assessment includes a thorough interview, health history, review of systems, and extensive physical head-to-toe assessment, including evaluation of cranial nerves and sensory organs, such as with sight and hearing testing. A complete physical examination may be conducted on admission to a hospital, during an annual physical at the office of a physician or nurse practitioner, or on initial interaction with a specialist. Comprehensive assessments often include a variety of laboratory and diagnostic tests that are ordered by the primary care provider.




Focused Assessment

A focused or clinical assessment is a brief individualized physical examination conducted at the beginning of an acute care–setting work shift to establish current patient status or during ongoing patient encounters in response to a specific patient concern. A focused assessment may be conducted when signs indicate a change in a patient's condition or the development of a new complication. This type of assessment is the most common type conducted by a nurse. Vital signs are assessed during each focused examination, which includes assessment of the pain level and pulse oximetry readings. The nurse examines the head, eyes, ears, nose, throat, neck, thorax (including lung and heart sounds), abdomen (including bowel sounds), and extremities.

During a focused examination, the edema, peripheral pulses, capillary refill, skin turgor, and muscle strength are routinely identified. Wounds, intravenous sites, supplemental oxygen levels and delivery systems, nasogastric tubes, cardiac monitoring, and urinary catheters are assessed and documented. While assessing extremities, the nurse evaluates edema, pulses, capillary refill, and strength. Intake and output levels are documented, as well as any unique concerns of the patient at the time of the assessment. After completion of the basic head-to-toe assessment, attention turns to any health concerns raised by the patient.




Emergency Assessment

Emergency assessment is a physical examination done when time is a factor, treatment must begin immediately, or priorities for care need to be established in a few seconds or minutes. Patient treatment is based on a quick survey of accident or illness onset, followed by a narrowly focused physical examination of critical injuries or symptoms and signs.

Patient responsiveness is determined in an attempt to establish the potential extent of injury to vital organs. Attention is paid to the patient's airway, breathing, and circulation. Other concerns in the emergent setting are noticeable deformities such as compound fractures, contusions, abrasions, puncture wounds, burns, tenderness, lacerations, bleeding, and swelling. During an emergency, the nurse may never have time to do a complete assessment and may work to stabilize one body system at a time. In this event, the nurse must remember to continually reassess every 5 to 15 minutes, depending on the stability of the patient.

Triage, a form of emergency assessment, is the classification of patients according to treatment priority. Patients are categorized by the urgency of their condition. Most emergency departments use a three-tier or five-tier triage system; the trend is toward a five-tier system. The classifications in the three-tier system are emergent, urgent, and nonurgent. The five-tier system classifies patients by levels numbered 1 through 5 (Table 6-2). The triage nurse must remember that symptoms can change and ongoing reassessments are required.


TABLE 6-2

Five-Tier Triage System



	TRIAGE TIER DESIGNATION
	INDICATIONS FOR CARE




	
Level 1 Critical: life-threatening condition
	
Requires immediate and continuous care

• Severe trauma

• Cardiac arrest

• Respiratory distress

• Seizure

• Shock






	
Level 2 Emergent: imminently life-threatening condition
	
Requires care within 30 min

• Chest pain

• Major fracture

• Severe pain






	
Level 3 Urgent: potentially life-threatening condition
	
Requires care within 30-60 min

• Minor fracture

• Laceration

• Dehydration






	
Level 4 Nonurgent: stable health condition
	
Requires care within 60-120 min

• Sore throat

• Abrasion






	
Level 5 Fast track: less urgent
	
Requires care when possible

• Conditions with symptoms for a week or longer

• Cold symptoms

• Minor aches and pains
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From O'Neill K, Molczan K: Pediatric triage: A 2-tier, 5-level system in the United States, Pediatr Emerg Care 19(4):285-290, 2003.




Triage is usually conducted when a patient enters the emergency department. However, the increasing patient load at emergency departments has engendered a trend toward telephone triage, which can help a patient determine whether urgent care, along with a trip to the emergency department, is necessary or the patient can wait and make a physician or clinic appointment.








LO 6.4 Data Collection

Throughout the assessment process, various types of data that contribute to the patient record are collected and documented. The combined data are grouped using an established organizing framework and serve as the foundation for a patient-centered plan of care.

Collecting data is a systematic process that must be ongoing throughout the nurse-patient interaction. A nurse must be able to assess a patient's response to treatment, evaluate changes in the patient's evolving health status, and make clinical decisions based on those changes. The nurse must realize that the assessment process is cyclic and should be fluid and dynamic (Broom, 2007). The two forms of data, subjective and objective, that are elicited during the nurse-patient interaction and physical assessment are categorized as primary and secondary.


Primary and Secondary Data

Primary data come directly from the patient. Patients are the best source of information about their conditions, feelings, and what they have done to address their concerns before seeking professional health care. In some cases, it is best to collect data from the patient before seeking information from secondary sources.


[image: image] Safe Practice Alert

Remember that patients are most familiar with their bodies and feelings. Nurses must actively listen to patients to better understand their concerns and care preferences. Involving patients in their care enhances patient satisfaction and outcomes.



If an adult patient is cognitively impaired or unconscious or if the patient is an infant or young child, subjective data about how the patient has been acting or feeling needs to be obtained from the patient's family or guardian. Information shared by family members, friends, or other members of the health care team is secondary data. Likewise, data obtained from reviewing a patient's chart, medical records, results of laboratory and diagnostic tests, and literature reviews are secondary. Verification of primary and secondary data is vitally important to avoid a plan of care based on inaccurate information. Primary caregivers and family members can be extremely helpful in providing valuable assessment data on patients with disabilities.




Subjective Data

Subjective data are spoken information or symptoms that cannot be authenticated. Subjective data usually are gathered during the interview process if patients are well enough to describe their symptoms. Alert and oriented adult patients are the source of primary, subjective data. Family members, friends, and other members of the health care team can contribute valid secondary, subjective data.

Subjective data should be documented as direct quotations (within quotation marks). Statements may include descriptions of feeling dizzy or ill, emotions, concerns, and other types of knowledge that cannot be quantified objectively. For example, if a patient is experiencing chest pain and says, “It feels like an elephant is standing on my chest,” the nurse should include the patient's statement in his or her medical record.





Objective Data

Objective data, also referred to as signs, can be measured or observed. The nurse's senses of sight, hearing, touch, and smell are used to collect objective data. Objective assessment data are acquired through observation, physical examination, and analysis of laboratory and diagnostic test results. Examples of objective data are blood pressure readings, pulse measurement, and hemoglobin levels—any information that can be compared with established norms.
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1. Identify data that the nurse collected by looking at Ms. Kline.
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2. Classify each piece of Ms. Kline's data in the case study as subjective or objective.











LO 6.5 Validating Data

Sometimes during assessment of a patient, the nurse observes nonverbal cues that imply possible physical or emotional concerns (Figure 6-3). A cue is a hint or an indication of a potential disease process or disorder. For instance, if a patient winces, it may indicate pain, or if a patient resists being touched, the patient may be a victim of physical abuse. Crying, a disheveled appearance, and lack of eye contact may be cues of depression. However, conclusions about the underlying cause of the patient's actions cannot be assumed. All cues need to be interpreted and validated to verify the data's accuracy.

[image: image]
FIGURE 6-3 Nonverbal cues often alert the nurse to potential physical or emotional concerns of the patient.





Validating data is making sure that the data are accurate. As patient information is collected, consistency between subjective and objective data must be confirmed. Confirming the validity of collected data often requires verbally checking with the patient to see whether assumptions or conclusions at which the nurse arrived are correct. Sometimes, the nurse can use laboratory and diagnostic test results to validate the subjective data. For example, objective data can validate patient subjective data when the patient's hemoglobin level is low, indicating anemia, and the patient complains feeling fatigued and dizzy. In the day-to-day process of caring for the patient and family, pertinent information becomes available to corroborate initial assessment data. Although data validation should be done on a continual basis, care should be taken to avoid repetition.


Data Interpretation

Careful observation and attention to detail help the nurse to notice subtle cues and recognize how best to validate and interpret patient data. While interpreting data, the nurse must be careful to avoid inaccurate inferences (i.e., conclusions) based on the nurse's personal preferences, past experiences, generalizations, or outdated and inaccurate health care information. Interpreting data and making inferences that determine patient care must involve ongoing interaction with patients and others, which includes sensitivity to the patient's expectations, cultural and ethnic traditions, and values.


[image: image] QSEN Focus!

Patient-centered care requires the nurse to understand patient and family preferences and values. The nurse must recognize patients' expectations for care and provide care with respect for the diversity of human experience.



Accurate interpretation of patient data requires that the nurse have a wide breadth of knowledge, including disease processes, vital sign parameters, and normal values and outcomes for laboratory and diagnostic tests. The nurse must know typical signs and symptoms of disease processes and which laboratory and diagnostic test results should be monitored on the basis of a patient's condition and medical diagnosis.
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3. Write a minimum of five follow-up questions that the nurse should ask Ms. Kline to obtain additional assessment data.




Review of current references and evidence-based practice research is essential for implementing safe patient care (Evidence-Based Practice and Informatics box). Care must be taken to ensure that materials accessed online are accurate and scholarly. Information from reliable sources is valuable for determining appropriate interventions that should be included in a patient's plan of care.


Evidence-Based Practice and Informatics


Electronic Resources for Evidence-Based Nursing Practice

Many reliable mobile resources, websites, and research databases that are available to nurses provide information that can guide patient care:


• Reference software is available for every type of mobile device, making assessment, diagnostic, and medication information accessible at the point of care.

• Information from online websites—including the Centers for Disease Control and Prevention (CDC), the National Institutes of Health (NIH), and Agency for Healthcare Research and Quality (AHRQ)—contain evidence-based practice research and can be used to help interpret assessment information.

• Research databases such as Joanna Briggs, the Cumulative Index of Nursing and Allied Health Literature (CINAHL), and the Cochrane Review provide nurses with current evidence-based practice research and applications.















LO 6.6 Data Organization

After the patient's data are collected, validated, and interpreted, the nurse organizes the information in a framework (format) that facilitates access by all members of the health care team. In some cases, health care facilities have their own organizing formats, but most use formats based on one of the three traditional organizing frameworks.


Body Systems Model

The body systems model organizes data on the basis of each system of the body: integumentary, respiratory, cardiovascular, nervous, reproductive, musculoskeletal, gastrointestinal, genitourinary, and immune systems. It follows a sequence similar to the medical model for physical examination. The body systems model for data organization tends to focus on the physical aspects of a patient's condition rather than a more holistic view.




Head-To-Toe Model

Organizing assessment data in a head-to-toe (cephalic-caudal) pattern ensures that all areas of concern are addressed. The nurse documents information regarding the patient's general health status first, including data related to psychosocial concerns, emotional status, cultural and ethnic influences, and living conditions. Vital sign assessment data are then recorded, followed by objective and subjective patient information. Physical assessment data are documented, starting with the head and ending with findings related to the lower extremities.




Gordon's Functional Health Patterns

A third method of organizing health assessment data is based on areas of function. Marjory Gordon (2010) developed functional health patterns to help nurses focus on patient strengths and related but sometimes overlooked data relationships. For instance, one of the functional health patterns is activity and exercise. In this health pattern, the patient data related to cardiac, respiratory, and musculoskeletal function are recorded because the ability of a patient to initiate and continue activity depends on the condition of the heart, lungs, and muscles and bones.

Table 6-3 illustrates each functional health pattern with an example of patient assessment data that would be recorded in it. This method of organizing patient data is a more holistic approach than the others. Its comprehensive structure is beneficial when organizing vast amounts of patient information and when clustering related patient data before formulating nursing diagnoses, patient goals, and treatment outcomes.


TABLE 6-3

Functional Health Patterns



	FUNCTIONAL HEALTH PATTERN
	FOCUS




	Health perception and health management
	
Patient's perceived level of health

Social habits

Living conditions

Health and safety concerns






	Nutrition and metabolism
	
Food consumption

Fluid intake and balance

Tissue integrity






	Elimination
	
Excretory concerns

• Bowel

• Urinary






	Activity and exercise
	
Activities of daily living

Exercise and leisure

Cardiac status

Respiratory status

Musculoskeletal status






	Cognition and perception
	
Sensory intactness

Cognitive ability

Level of consciousness

Neurologic function






	Sleep and rest
	
Sleep patterns

Rest and relaxation activities

Fatigue levels






	Self-perception and self-concept
	
Identity

Body image

Self-worth

Self-esteem






	Roles and relationships
	
Role satisfaction

Role strain

Relationship function or dysfunction






	Sexuality and reproduction
	
Sexuality patterns

Satisfaction with intimacy






	Coping and stress tolerance
	
Coping abilities, stress tolerance

Support system evaluation






	Values and beliefs
	
Values

Spiritual beliefs

Cultural patterns

Influences on decision making
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From Gordon M: Manual of nursing diagnosis, ed. 12, Sudbury, Mass., 2011, Jones & Bartlett.




Regardless of which organizing framework is used to document patient information, it is imperative that the data be recorded accurately and in a format that is accessible to all members of the health care team. Factual and complete documentation facilitates comprehensive care that is responsive to patient needs.

Accurate assessment is essential to the overall effectiveness of every patient-centered plan of care. Nurses must develop excellent assessment skills to accurately aid in appropriate diagnosis and treatment of their patients.
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4. Organize the assessment findings from Ms. Kline in functional health patterns.











Summary of Learning Outcomes


LO 6.1 Identify methods used during the assessment phase of the nursing process: Assessment requires observation; a patient interview, including collection of demographic data; a health history; a review of systems; and a physical examination.

LO 6.2 Describe techniques used during physical assessment: The assessment techniques of inspection, palpation, percussion, and auscultation are performed one at a time in this order for each body system except during assessment of the abdomen. During abdominal assessment, auscultation precedes palpation and percussion.

LO 6.3 Differentiate among the three types of physical assessment: A complete physical examination is typically performed on admission to the hospital, at an initial visit to a specialist, or during an annual physical. Focused assessments are most often done at the beginning of each shift but can be done more often, depending on the patient's condition, evolving complications, and health care facility policies and guidelines. Emergency assessments, including triage, are conducted in emergent situations to quickly assess the extent of patient injuries and determine care priorities.

LO 6.4 Categorize the types of data collected during the assessment process: Primary data are obtained directly from a patient, whereas secondary data consist of information collected from family members, other members of the health care team, and medical records. Subjective data are symptoms or spoken information. Objective data are signs or information that is observed.

LO 6.5 Use strategies to validate patient assessment data: Sometimes, the nurse can use laboratory and diagnostic test results to validate subjective data. In some cases, cues validate symptoms reported by patients. In other cases, confirming the validity of collected data requires verbally checking with the patient to see whether the nurse's assumptions or conclusions are correct.

LO 6.6 Organize data according to established theoretical frameworks: Three commonly used methods of organizing patient data are by body system, in head-to-toe format, and by functional health patterns. The first two methods focus on the medical model and illness, whereas the functional health pattern approach is more holistic.



[image: image] Responses to the critical-thinking questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.





Review Questions


1. Which action by a patient marks the beginning of the physical assessment process?

a. Redressing after a physical examination

b. Breathing normally during auscultation

c. Greeting the nurse in the examination room

d. Sharing work environment information

2. Which factors should be taken into consideration by the nurse before and during a patient interview? (Select all that apply.)

a. Distance between the chairs in which the nurse and patient are sitting

b. Traditional treatments typically used by the patient to treat disease

c. Gender preference for primary care providers

d. Physical condition of the patient

e. Music preference of the patient

3. Which action by the nurse is most appropriate during the orientation phase of the patient interview?

a. Always position patients in a comfortable reclined position to ensure their comfort during questioning

b. Ask which name a patient prefers to be called during care to show respect and build trust

c. Quickly conduct a review of systems to determine the need for a complete or focused assessment

d. Begin with questions about intimacy and sexuality to address sensitive issues first

4. Which activity by the nurse best demonstrates part of the working phase of a patient interview?

a. Summarizing previously discussed key topics

b. Including selected family members in care planning

c. Transferring care responsibilities to the home health nurse

d. Verifying the name by which a patient prefers to be addressed

5. Which entry in a patient's electronic health record best indicates the need for a nurse to gather secondary rather than primary subjective data?

a. Complaining of chest pain

b. Apical pulse 110

c. Comatose

d. Difficulty swallowing

6. Which line of questioning by the nurse best represents an appropriate approach to the review of systems aspect of the assessment process?

a. “What do you do for a living? Can you describe your work environment?”

b. “Is there a family history of heart disease, cancer, high blood pressure, or stroke?”

c. “When was your last annual physical? What immunizations did you receive at that time?”

d. “Do you have any chest tightness, shortness of breath, or difficulty breathing while exercising?”

7. Which cue by a patient can be validated by laboratory and diagnostic test results?

a. Deeply sighing with fatigue

b. Bilateral crackles in the lungs

c. Oxygen saturation of 98% on room air

d. 2+ pitting edema of the ankles and feet

8. A patient discusses his job stress and family relationships with the nurse during his health history interview. In which organizational framework is this type of data likely to be recorded most extensively?

a. Body systems model

b. Physical assessment model

c. Head-to-toe assessment model

d. Functional health patterns model

9. When initiating a physical examination, which action should the nurse take first?

a. Review of the patient's prior medical records

b. Gather admission health history forms

c. Assess the patient's vital signs

d. Perform light and deep palpation for fluid

10. If the nurse discovers that a patient's right elbow is swollen and painful during a physical examination, which action should the nurse take next?

a. Apply ice to decrease swelling and reduce pain

b. Percuss the area to determine the presence of fluid

c. Perform passive range of motion to promote flexibility

d. Inspect the patient's left elbow to compare its appearance



[image: image] Answers and rationales for the review questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.
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Chapter 7

Nursing Diagnosis

Learning Outcomes

Comprehension of this chapter's content will provide students with the ability to:


LO 7.1 Explain basic nursing diagnosis methodology.

LO 7.2 Describe the historical development of NANDA-I and the nursing taxonomy.

LO 7.3 Differentiate among the three types of nursing diagnostic statements.

LO 7.4 Outline nursing diagnoses with appropriate components.

LO 7.5 Implement the steps for accurately identifying nursing diagnoses.

LO 7.6 Discuss how to avoid common problems associated with the diagnostic process.

LO 7.7 Articulate the contribution of nursing diagnosis to the individualized care of patients.
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• Additional Evolve-Only Review Questions With Answers

• Answers and Rationales for Text Review Questions

• Answers to Critical-Thinking Questions

• Case Study With Questions

• Glossary








Case Study

[image: image]




Ms. Hayes is a 34-year-old woman admitted to the emergency room yesterday complaining of nausea, vomiting, and right upper quadrant pain. An upper right quadrant sonogram revealed several large stones in the gallbladder and possibly smaller stones in the common bile duct, requiring an open cholecystectomy.

On the first postoperative day, Ms. Hayes's vital signs are BP 170/98, P 92 and regular, R 28 and unlabored, and T 38.1° C (100.6° F). She reports a pain level of 7 of 10, and her pulse oximetry reading is 92% on room air. Her incision is 5 inches long, running parallel to the right upper quadrant ribs; it is secured with retention sutures. Because of her obesity, the incision is taut in certain sections. There is no swelling and only slight redness along the incision. The sterile gauze dressing has a minimal amount of dried blood. She has an intravenous line of 5% dextrose running at 125 mL/hr.

Ms. Hayes has been medicated for pain three times during the 12-hour night shift and is currently requesting more pain medicine. Crackles are audible during lung auscultation. She does not want to turn, cough, and breathe deeply because “it hurts.” She has gotten up once to urinate 750 mL of concentrated urine and has not had a bowel movement. She denies having nausea and vomiting. She is asking when she can eat but remains on a clear liquid diet. She states that she is not comfortable in her bed. She appears anxious, expresses concern about her job, and wants to know when she can leave.

Refer back to this case study to answer the critical-thinking questions throughout the chapter.




Introduction

Nursing diagnosis is the second step of the nursing process. Formulation of nursing diagnoses follows patient data collection and involves the analysis and clustering of related assessment information. The use of nursing diagnosis labels facilitates clear communication of patient needs and promotes professional accountability and autonomy by defining and describing the independent area of nursing practice (ANA, 2010). Nursing diagnostic statements clearly communicate to legislators, consumers, and insurance providers the unique care nurses deliver and the specific nature of the health conditions they treat (Ethical, Legal, and Professional Practice box). Use of a unified language classification system, or taxonomy, is an effective vehicle for communication among nurses and other health care professionals. Nursing diagnostic labels are identified from the NANDA International, Inc. (NANDA-I) list of approved nursing diagnostic statements.


Ethical, Legal, and Professional Practice


Responsibilities of the Professional Nurse

Accurate identification of nursing diagnoses for patients is critical to professional nursing practice, as delineated in the American Nurses Association's Nursing: Scope and Standards of Practice (2010). Professional nurses are required to:


• Make accurate, applicable nursing diagnoses to guide quality, individualized nursing care of patients.

• Consider ethical and legal consequences for failure to identify areas of concern requiring treatment.

• Understand the implications of delayed recovery, further negative health issues, and if it occurs, the death of the patient.

• Realize the ultimate risk for litigation involving the nurse in the event of lack of or poor performance of identification of nursing diagnostic statements.

• Formulate individualized nursing diagnostic statements at all levels of professional practice, and assign medical diagnoses within the scope of the nurse practice acts governing advanced practice nursing.









[image: image] QSEN Focus!

The use of standardized nursing diagnosis language to communicate patient data enhances the accurate transfer of information among nurses, which is essential for patient safety. Because a nursing diagnosis consolidates a great volume of information in a concise statement, it provides an effective shorthand means of communicating the patient's status.







LO 7.1 Nursing Diagnosis Methodology

Nursing diagnosis, the identification of actual or potential health problems or life processes and responses to a problem (NANDA-I, 2012), follows assessment in the nursing process. In this step, the nurse makes clinical judgments about a patient's experiences and responses to problems or life events identified during the data collection process. Identification of correct nursing diagnoses depends on accurate collection, validation, analysis, and clustering of patient data (Evidence-Based Practice box).


Evidence-Based Practice


Applying the Nursing Process to Practice


• Professional nursing practice demands that nurses continually develop their knowledge and critical-thinking skills to apply them to patient care using the nursing process.Use of the nursing process maintains focus on the patient; the patient's needs, potential concerns, and/or response to situations.

• Proper identification and articulation of nursing diagnoses guide the dynamic nursing process.

• Changes in patient status and life experiences require the addition, modification, and discontinuation of nursing diagnoses on the basis of nursing judgment and evidence-based research findings.

• Evidence-based practice enhances a nurse's ability to use the nursing process for clinical judgment and inquiry during patient care.

• Clinical research, documenting the study findings of nurses who practice using the nursing process, is required to support the addition of new nursing diagnoses to the NANDA-I taxonomy.








Careful consideration of the patient's subjective (symptoms) and objective (signs) data yields one of three types of nursing diagnoses from which an individualized plan of care is created (Figure 7-1). Actual nursing diagnoses identify existing problems or concerns of a patient. Risk nursing diagnoses apply when there is an increased potential or vulnerability for a patient to develop a problem or complication. Health-promotion nursing diagnoses are used in situations in which patients express interest in improving their health status through a positive change in behavior. Although most nursing diagnoses are used for individual patients, nursing diagnosis taxonomy can be applied to families, groups of individuals, and communities.

[image: image]
FIGURE 7-1 Diagnosis in the nursing process.






Differentiating Between Medical and Nursing Diagnoses

Whereas medical diagnoses identify and label medical (physical and psychological) illnesses, nursing diagnoses are much broader in focus. Nursing diagnoses consider a patient's response to medical diagnoses and life situations in addition to making clinical judgments based on a patient's actual medical diagnoses and conditions. Risk nursing diagnoses guide the initiation of treatments to avoid potential problems. Health-promotion nursing diagnoses identify opportunities for patient improvement. Nursing diagnoses take into consideration a patient's attitudes, strengths, and resources—not just the medical problems identified—which are critical for planning holistic, individualized care.








LO 7.2 NANDA International

Before the 1970s, there was no uniform, systematic method used by nurses to identify patients' health concerns. Assessments were completed and data collected, leading to identification of patient problems without a standardized method of communicating the findings. Nursing care was primarily guided by physicians' orders and directed at treating the signs and symptoms specific to medical diagnoses.


Evolution

The first unofficial nursing diagnosis conference, with 100 nurses in attendance, was held in 1973 to develop a nursing taxonomy (Gebbie, 1976). The nurses continued to meet every 2 years until 1982, when the group officially became the North American Nursing Diagnosis Association, or NANDA (Kim, McFarland, and McLane, 1984). NANDA pioneered work in nursing language and classification with its identification of nursing diagnoses.

The organization is composed of nurses from all areas of nursing, including practice, research, education, administration, and specialty areas of practice. In 2002, it became NANDA International (NANDA-I) to acknowledge the increased interest in nursing taxonomy worldwide (NANDA-I, 2011). The initial goals were to generate, name, and implement nursing diagnostic categories. These goals exist today in addition to the goals of revising the taxonomy, promoting research to validate diagnostic labels, and encouraging nurses to use the taxonomy in practice.




Cycle of Revision

The NANDA-I taxonomy is dynamic. Every 2 years, NANDA-I members meet to focus on revision of the taxonomy and evaluation of nursing research conducted to validate current and evolving nursing diagnoses. Nursing diagnoses are developed through comprehensive research and data collection to support the eventual confirmation of actual nursing diagnostic statements. Diagnoses are evaluated according to how well they are developed and supported by research. The complete NANDA-I taxonomy, including new nursing diagnoses, is published biannually in Nursing Diagnoses: Definitions and Classification (see Appendix B).








LO 7.3 Types of Nursing Diagnostic Statements

The three types of nursing diagnostic statements are actual, risk, and health promotion. Determining which type is needed for each patient can be challenging. Figure 7-2 is an algorithm to help nurses with the decision-making process. Nurses may identify one or more of each type of nursing diagnosis for a patient, depending on the patient's current health status or situation. It is important that all applicable nursing diagnoses are recognized to guide patient care. Determining the priority in which to address each nursing diagnosis takes place during the planning phase of the nursing process.

[image: image]
FIGURE 7-2 Algorithm for writing the three types of nursing diagnoses.





Actual nursing diagnoses describe the response of a patient to a current need, problem, or life process (NANDA-I, 2012). Risk nursing diagnoses are used to identify specific potential problems of individuals vulnerable to developing complications due to their current disease state or life experience. Health-promotion nursing diagnoses are clinical judgments based on the expressed desire of patients, families, or groups for change (NANDA-I, 2012). The clustered supporting data (i.e., defining characteristics) should reflect a readiness to address positive lifestyle changes and increase healthy behaviors.

After nursing diagnoses have been established and goals and interventions are planned, patient care is provided, often in collaboration with a variety of health care professionals or agencies (Collaboration and Delegation box). Patient education needs to be included as a part of patient care in most cases. Each of the three types of nursing diagnoses requires the nurse's clinical judgment, which is based on patient assessment data, knowledge, and nursing experience.


[image: image] Collaboration and Delegation


Engaging Others in Patient Care

The provision of excellent care to patients requires a team approach to achieve success. The nurse plays an important role, but many other individuals and disciplines are involved in the provision of excellent care:


• Social workers

• Pharmacists

• Dietitians

• Occupational and physical therapists

• Chaplains

• Physicians

• Unlicensed assistive personnel

• Environmental services

• Maintenance department staff



The successful implementation of a plan of care requires the nurse to delegate at certain times and collaborate at other times:


• Nurses are well trained in providing patient education, but the primary care nurse may delegate patient teaching regarding glucometer use to test blood sugar levels for a newly diagnosed diabetic patient to the clinical nurse specialist whose practice focus is diabetic teaching.

• Collaboration may occur among the chaplain, physician, and nurse to meet the various spiritual needs of a patient.

• The rooms must be clean and the equipment working correctly for patients to recover well. The environmental and maintenance staffs are crucial for excellence in patient care.

• Even though collaboration and delegation may occur, the nurse is ultimately responsible for the continued assessment of patient needs and progress. Detection of additional problems or lack of progress with the patient should prompt the nurse to reconsider the nursing process steps.












LO 7.4 Components of Nursing Diagnoses

Each type of nursing diagnostic statement contains sections or parts. Actual nursing diagnostic statements are written with three parts: a diagnosis label, related factors, and defining characteristics. Risk nursing diagnoses have two segments: a diagnosis label and risk factors. Depending on the institutional guidelines, nurses may include related factors rather than risk factors when writing risk nursing diagnoses. Health-promotion nursing diagnoses are written with only two sections: the diagnosis label and defining characteristics.


Diagnosis Label

The diagnosis label is a concise term or phrase that represents a pattern of related, clustered data (NANDA-I, 2012). It is taken from the official NANDA-I list. The diagnosis label is the first section of every nursing diagnosis. It describes the diagnostic focus and requires nursing judgment before its assignment to a patient. Impaired Gas Exchange is a diagnosis label that is defined as “excess or deficient in oxygenation and/or carbon dioxide elimination at the alveolar-capillary membrane” (NANDA-I, 2012). This example demonstrates that the nurse must be familiar with the patient's impaired respiratory status and its underlying cause before determining that Impaired Gas Exchange is an appropriate nursing diagnosis label. To accurately identify diagnosis labels for a patient, the nurse must (1) know the definition of a diagnostic label, (2) cluster and analyze related assessment findings, and (3) make a clinical judgment based on the patient's condition. All risk nursing diagnoses begin with the words Risk for. All health-promotion nursing diagnosis labels begin with the words Readiness for Enhanced (NANDA-I, 2012).




Related Factors and Risk Factors

According to the NANDA-I guidelines, the second part of the nursing diagnosis consists of related factors (for actual nursing diagnoses) and risk factors (for risk nursing diagnoses). Related factors are the underlying cause or etiology of a patient's problem. Risk factors are environmental, physical, psychological, or situational concerns that increase a patient's vulnerability to a potential problem or concern. Depending on the institutional guidelines, nurses may include related factors rather than risk factors when writing risk nursing diagnoses.




Defining Characteristics

Defining characteristics are traditionally written as the third section of an actual nursing diagnostic statement. Only in the case of a health-promotion nursing diagnosis are defining characteristics the second, rather than the third, component of the nursing diagnostic statement. Defining characteristics are cues or clusters of related assessment data that are signs, symptoms, or indications of an actual or health-promotion nursing diagnosis. Examples of each type of nursing diagnostic statement are presented in Box 7-1.
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1. Identify three pieces of assessment data (i.e., defining characteristics) that the nurse could use to support the actual nursing diagnosis of Acute Pain for Ms. Hayes.





Box 7-1

Actual, Risk, and Health-Promotion Nursing Diagnoses


Actual Nursing Diagnosis Statements


Acute Pain (r/t) physical injury as evidenced by/as manifested by (AEB/AMB) (1) complaint of pain at a level 8 on a scale of 0 to 10, (2) fracture of the right femur, and (3) inability to move without grimacing and yelling.

Ineffective Airway Clearance r/t retained secretions AEB/AMB (1) dyspnea, (2) rhonchi in the left lung fields, (3) thick, copious secretions, and (4) unproductive cough.

Self-Care Deficit r/t inability to feed self AEB/AMB (1) right-sided paralysis, (2) weakness, and (3) limited left-arm movement.






Risk Nursing Diagnosis Statements


Risk for Infection with the risk factor of a suppressed inflammatory response indicated by leukopenia.

Risk for Self-Mutilation with the risk factors of low self-esteem and history of harming self.

Risk for Falls with the risk factors of advanced age, dizziness, low blood pressure, and anemia.






Health-Promotion Nursing Diagnosis Statements


Readiness for Enhanced Immunization Status AEB/AMB expressed desire to identify providers of pneumonia vaccine.

Readiness for Enhanced Family Processes AEB/AMB verbalized willingness to attend family counseling.

Readiness for Enhanced Nutrition AEB/AMB recognition of healthy food choices and the need to eat a daily minimum of six servings of fruits and vegetables.



r/t, Related to.













LO 7.5 Steps for Identification of Accurate Nursing Diagnoses

Accurate identification of nursing diagnoses requires analysis of assessment data and clustering of related cues and information. All patient information should be considered as potentially contributing to the identification of diagnostic labels. This information includes subjective and objective data collected through physical assessment of the patient, interview of the patient and family members, and laboratory and diagnostic test results, including x-rays, physicians' orders, and documentation from health care providers. Verifying specific nursing diagnoses for a particular patient or situation follows accurate analysis and clustering of data.


Data Clustering

After collecting and reviewing all of the assessment data, the nurse looks for patterns and related data to support specific nursing diagnoses. This process is referred to as clustering data. Clustering involves organizing patient assessment data into groupings with similar underlying causes. The nurse looks for cues among the data that support the diagnosis of a problem. For example, objective and subjective data related to mobility can be clustered. Data related to nutritional status, such as weight, height, and dietary intake, can be clustered.

One patient may have several problems simultaneously, requiring the nurse to understand the potential relatedness of signs and symptoms from various body systems. The nurse combines an understanding of pathophysiology, normal structure and function, disease processes, and symptomatology to accurately cluster data. For example, a patient with congestive heart failure may have the following seemingly diverse but related assessment findings:


Subjective data:

• Patient reports weight gain of 10 lb in 48 hours.

• Patient complains of “shortness of breath.”

• Patient complains of “feeling tired all the time.”

Objective data:

• Bilateral basilar crackles in the lungs on auscultation

• Bilateral 2+ pitting edema of the ankles and feet



Although these individual assessment findings may seem unrelated at first glance, they are all signs and symptoms of heart failure that should be clustered to support the nursing diagnosis of Excess Fluid Volume. In other circumstances, clustered data relate to only one body system in support of a nursing diagnosis. The following data would be clustered to support the nursing diagnosis of Impaired Gas Exchange:


Subjective data:

• Patient states, “I am having difficulty breathing.”

• Patient complains of “getting winded” with activity.

Objective data:

• Dyspnea on exertion

• Pulse oximetry reading of 88% on room air



The nurse finds that some data or cues may support more than one type of nursing diagnosis. For example, difficulty with mobility or ambulation observed by the nurse and verbalized by the patient can be a defining characteristic for an actual nursing diagnosis stated as Impaired Physical Mobility related to limited range of movement as evidenced by slow, unsteady gait and patient states, “I am having a very difficult time walking.”

The patient's difficulty with mobility may also make the patient vulnerable to developing constipation or decreased peripheral blood circulation. In this case, the patient's plan of care may include the risk nursing diagnoses of Risk for Constipation with the risk factors of decreased peristalsis and limited ambulation and Risk for Ineffective Peripheral Tissue Perfusion with the risk factors of limited mobility, increased potential for deep vein thrombosis, and patient states, “I am having a very difficult time walking.”

Analysis of patient assessment data may yield several clusters of related data or cues. It is common to apply several nursing diagnostic statements to one patient. This is especially true for acutely ill patients with multiple problems related to complex physical or psychological needs. For example, one patient may have nursing diagnoses such as Acute Pain, Risk for Falls, Powerlessness, and Disturbed Sleep Pattern.
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2. List a minimum of three actual nursing diagnostic labels (not including Acute Pain) applicable to Ms. Hayes' current condition.







Diagnostic Validity

Before assigning diagnostic labels, the nurse consults the official NANDA-I list to ensure accurate use of the nursing diagnostic label. The nurse writes nursing diagnostic statements as needed to address the highest-priority needs of the patient. These diagnostic statements are uniquely based on the assessment data of each patient (Diversity Considerations box). Accurate nursing diagnoses are foundational to the development of an effective, personalized plan of care.


[image: image] Diversity Considerations


Life Span


• Assessment that is specific for each individual, regardless of age, is important to establish accurate, applicable nursing diagnoses.

• Making assumptions based solely on a patient's chronologic age without thorough assessment may lead to impersonal, generalized diagnostic statements that do not reflect a patient's true condition or circumstances.






Culture, Ethnicity, and Religion


• Although some medical diagnoses are more common for specific ethnic groups, how patients respond to illnesses varies dramatically, requiring individualized identification of nursing diagnoses.

• Consider the impact of cultural food practices and their influence on patient health when identifying nursing diagnoses.

• Some care plan interventions may conflict with patients' religious practices. A thorough assessment of each individual is crucial for accuracy in nursing diagnostic statements and subsequent interventions.






Disability


• The incidence of chronic diseases and conditions, especially high blood pressure, diabetes, and cancer, varies widely by race and ethnicity. The primary focus of nursing diagnosis in the acute care setting is current illness or exacerbation of chronic illness rather than long-term, permanent disabilities.

• When patients with disabilities are being treated for acute or chronic illness, the nurse needs to understand their capabilities and limitations. This enables the nurse to identify appropriate nursing diagnostic statements that address current patient needs and provide individualized, patient-centered care.






Morphology

• There has been an increase in the number of morbidly obese patients admitted to hospital care and subsequently to home health care services. Nursing diagnostic statements for these patients should include a focus on long-term needs to support their personal goals and improve their health status.














LO 7.6 Avoiding Problems in the Diagnostic Process

A variety of errors in identification, statement structure, and statement content may occur when formulating nursing diagnoses. These include clustering unrelated data, accepting erroneous data, using medical diagnoses as related factors in the nursing diagnostic statement, missing the true underlying etiology of a problem, and identifying multiple nursing diagnosis labels in one nursing diagnostic statement.


Data Clustering

Clustering unrelated data most often occurs when the nurse has not completed a thorough review of the patient's assessment information or is missing important data. For example, at first glance, a patient's inability to urinate and minimal oral fluid intake may seem related. However, after further review of the data the nurse should realize that they are not related; the patient has an intravenous infusion running at 150 mL/hr that provides adequate hydration, as well as the patient's postoperative status after abdominal surgery. In this case, the patient's inability to urinate most likely results from having had abdominal surgery and may be expected, depending on when the operation was performed. Clustering unrelated data can be avoided with more information.
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3. Write two risk nursing diagnoses for Ms. Hayes.







Accurate Data Collection

Errors in data collection (e.g., omitting key information) or an incomplete understanding or knowledge of assessment techniques or a patient's condition may lead to the inclusion of erroneous data in a nursing diagnostic statement. It is the nurse's responsibility to collect accurate, extensive assessment data and analyze them on the basis of accurate scientific knowledge. Poor assessment skills or misinterpretation of assessment findings may lead to improper treatment and poor-quality patient care. It is the nurse's responsibility to stay current in nursing research to provide the best care possible.


[image: image] Safe Practice Alert

Research is being conducted on a continuous basis in the discipline of nursing. Evidence-based nursing practice should always be the realm within which the nurse practices. To ensure safe nursing practice founded on empirical research results, the professional nurse must commit to reading about, discussing, and disseminating the most current and best practices for nursing care.



Inaccurate documentation of data may lead to errors in diagnosis. Accurate documentation is essential to ensure patient safety and to facilitate communication among health care professionals. For example, misinterpretation of a critical laboratory value or recording the absence of dependent edema although it exists prevents the accurate diagnosis of patient needs and may endanger a patient's life.


[image: image] QSEN Focus!

Effectively collecting and documenting patient data contribute to evidence-based practice research and support the accurate diagnosis of patient problems and implementation of best nursing practice.






Formulating Related Factors

The underlying etiology, or cause of a patient's concern or situation, rather than a medical diagnosis, should be used as a related factor when writing a nursing diagnosis. By doing so, the nurse articulates an understanding of the pathophysiology or situation with which the patient is faced. For instance, for a patient who has the medical diagnosis of pneumonia and has an oxygen saturation of 88% on room air, the first two sections of a proper nursing diagnostic statement may be Impaired Gas Exchange related to poor alveolar perfusion. The medical diagnosis of pneumonia can be clustered with the other data as defining characteristics. Some additional assessment findings that may be listed as defining characteristics are restlessness, change in mental status, and dyspnea.




Identifying the Correct Cause

The related factor in an actual nursing diagnosis needs to address the underlying etiology of the patient's problem expressed by the nursing diagnostic label rather than listing data that are defining characteristics. This can be achieved by thinking of the related factor as a broad statement of causality rather than specific data or cues that support the diagnosis.

The related factor in an actual nursing diagnosis needs to be significantly comprehensive in nature to direct the focus of future nursing interventions. For instance, this is a properly stated nursing diagnosis: Impaired Swallowing related to neuromuscular impairment as evidenced by aspiration with liquids noted during swallowing study, observed choking when trying to take liquids, and patient verbalization, “I can't swallow without choking!” Remember that the related to section needs to identify the underlying cause of the nursing diagnosis, which is supported by the data listed as defining characteristics.




Focusing on One Problem at a Time

When writing nursing diagnoses, the nurse should avoid inclusion of more than one label in the statement. Regardless of the type of nursing diagnosis being written, only one label should be used in each statement. For example, a preoperative patient who is anxious about surgery and has diarrhea due to the surgical preparation should have these two problems addressed in separate nursing diagnoses. The nurse would not start off by stating “Anxiety and Diarrhea related to … .” To address the separate concerns of this patient accurately, the nurse would write two nursing diagnostic statements. One would begin “Anxiety related to”; the other would begin “Diarrhea related to.” Both are approved nursing diagnoses in the NANDA-I taxonomy. Including more than one nursing diagnosis label in a diagnostic statement causes confusion and may prevent the identification and treatment of critical patient concerns due to lack of organization and focus.
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4. On discharge, Ms. Hayes expresses a desire to improve her health status. Identify two health-promotion nursing diagnosis labels that may apply to her situation, and give a rationale for each.











LO 7.7 Application to Patient Care

By identifying and writing clear nursing diagnostic statements, the nurse enables accurate development of individualized patient plans of care. The nursing diagnosis step of the nursing process leads the nurse to the planning phase, which begins with prioritizing the identified nursing diagnoses. Nursing diagnoses and patient outcomes, which are established during the planning step, help the nurse to determine appropriate interventions for patient care. Chapters 8 and 9 provide more information on nursing interventions and individualized plans of care based on nursing diagnostic statements and identified patient outcomes.

Ultimately, nurses are accountable for formulating accurate nursing diagnoses and intervening appropriately. By collecting accurate and complete assessment data and articulating concise nursing diagnoses for each patient, the professional nurse has a significant impact on patient care outcomes, the quality of patient care, and patient satisfaction.




Summary of Learning Outcomes


LO 7.1 Explain basic nursing diagnosis methodology: Nursing diagnosis is the second step of the nursing process. When deciding on an accurate nursing diagnosis for a patient, the nurse makes clinical judgments about a patient's experiences and responses to identified problems or life events expressed during the data collection process.

LO 7.2 Describe the historical development of NANDA-I and the nursing taxonomy: In 1973, the first conference of nurses met to develop a nursing taxonomy. The group continued to meet every 2 years and officially became the North American Nursing Diagnosis Association in 1982. In 2002, the group became NANDA International to acknowledge worldwide interest in nursing taxonomy. It continues with the original goals of generating, naming, and implementing nursing diagnostic categories, as well as revising the taxonomy, promoting research, and encouraging nurses to use the taxonomy in practice.

LO 7.3 Differentiate among the three types of nursing diagnostic statements: Actual nursing diagnoses describe the response of a patient to a current need, problem, or life process. Risk nursing diagnoses identify specific potential problems in individuals vulnerable to developing complications due to their current disease state or life experience. Health-promotion nursing diagnoses are clinical judgments based on the expressed desire of patients, families, or groups for change (NANDA-I, 2012).

LO 7.4 Outline nursing diagnoses with appropriate components: Actual nursing diagnostic statements are written with three parts: a diagnosis label, related factors, and defining characteristics. Risk nursing diagnoses have two segments: a diagnosis label and risk factors. Health-promotion nursing diagnoses are also written with only two sections: a diagnosis label and defining characteristics.

LO 7.5 Implement the steps for accurately identifying nursing diagnoses: Accurate identification of nursing diagnoses for patients is achieved through careful analysis and clustering of patient data, followed by verification of the specific nursing diagnoses for use with each individual patient.

LO 7.6 Discuss how to avoid common problems associated with the diagnostic process: To write concise, properly developed nursing diagnoses, the nurse must avoid clustering unrelated data, accepting erroneous data, using medical diagnoses as related factors in the nursing diagnostic statement, missing the true underlying etiology of a problem, and identifying multiple nursing diagnoses labels in one nursing diagnostic statement.

LO 7.7 Articulate the contribution of nursing diagnoses to the individualized care of patients: As the second step of the nursing process, the nursing diagnosis provides a framework on which nurses provide care to patients in an organized and effective manner. An accurate nursing diagnosis promotes positive patient outcomes, quality patient care, and patient satisfaction.



[image: image] Responses to the critical-thinking questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.




Review Questions


1. What is the most important reason for nurses to use a standardized taxonomy such as NANDA-I?

a. Insurance documentation

b. Professional autonomy

c. Role delineation

d. Patient safety

2. Which of the following nursing diagnoses is appropriately written? (Select all that apply.)

a. Risk for Infection related to elevated temperature and white blood count

b. Readiness for Enhanced Relationship as evidenced by mutual respect verbalized by spouses and expressed desire for improved communication

c. Noncompliance related to an inability to access care as evidenced by failure to keep appointments, homebound status

d. Risk for Bleeding with the risk factor of prolonged clotting time

e. Chronic Pain related to osteoarthritis as manifested by verbalized postoperative discomfort.

3. Which phrase best represents a related factor in an actual nursing diagnosis?

a. Unsteady gait requiring the assistance of two people

b. Redness and swelling around the incision site

c. Ineffective adaptation to recent loss

d. Patient complaint of restlessness

4. Which action does the nurse need to take before determining the types of nursing diagnoses that are applicable to a patient? (Select all that apply.)

a. Thoroughly review the patient's medical history

b. Analyze the nursing assessment data to determine whether information is complete

c. Outline an individualized plan of care to address each concern

d. Consider potential complications to which the patient is susceptible

e. Evaluate how the patient has responded to treatment

5. What is the primary difference between a risk nursing diagnosis and an actual nursing diagnosis?

a. Defining characteristics are not part of a risk diagnosis.

b. There is no cause and effect relationship established.

c. Defining characteristics are subjective in a risk diagnosis.

d. There are no nursing interventions prescribed in a risk diagnosis.

6. What is the most important action for a nurse to take in order to have a new nursing diagnosis considered for inclusion in the NANDA-I taxonomy?

a. Share concerns with the nurse manager on the nursing unit.

b. Offer alternative care for a patient and family members.

c. Discuss how to address patient needs with physicians.

d. Provide evidence-based research to support nursing care.

7. What is the most significant problem that may result from improperly written nursing diagnostic statements?

a. Lack of direction for formulating patient plans of care

b. Omission of physician or primary care provider orders

c. Combining of two unrelated patient concerns

d. Increased team collaboration needs

8. Which statement best describes the relationship of medical diagnoses and nursing diagnoses?

a. Medical diagnoses are imbedded in nursing diagnoses.

b. Nursing diagnoses are derived from medical diagnoses.

c. Medical diagnoses are not relevant to nursing diagnoses.

d. Medical diagnoses may be interrelated to nursing diagnoses.

9. A patient has just experienced a cardiac arrest on the unit. The nurse has implemented the acute care plan for management of code situations. What is the next step the nurse should take?

a. Resume all interventions for previously identified nursing diagnoses.

b. Perform the steps of the nursing process related to the patient's current condition.

c. Seek physician input related to updating the nursing diagnostic statements.

d. Evaluate the success of the acute care plan for management of the cardiac arrest.

10. What signs and symptoms would the nurse appropriately cluster for a patient with extreme anxiety? (Select all that apply.)

a. Denies any difficulty falling asleep

b. Elevated pulse rate auscultated at 140 BPM

c. Continuous foot tapping throughout intake interview

d. Demonstrates how to give insulin self-injection without hesitation

e. Patient states, “I feel nervous all the time, especially when I am alone.”



[image: image] Answers and rationales for the review questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.
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Chapter 8

Planning

Learning Outcomes

Comprehension of this chapter's content will provide students with the ability to:


LO 8.1 Articulate nursing actions that take place during the planning process.

LO 8.2 Describe various measures used in prioritizing patient care.

LO 8.3 Illustrate an understanding of goal development.

LO 8.4 Describe the relationship between outcome identification and goal attainment.

LO 8.5 Identify formats in which patient-centered plans of care can be developed.

LO 8.6 Distinguish among the types of interventions.

LO 8.7 Discuss the importance of planning throughout patient care.




Key Terms

long-term goals, p. 109Nursing Interventions Classification, p. 112Nursing Outcomes Classification, p. 110outcome indicators, p. 110short-term goals, p. 109
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Case Study
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Mrs. Rizzi is a 64-year-old woman who was diagnosed 1 year earlier with end-stage renal disease. On Monday, she is admitted to the hospital with a 15-lb weight gain over the past 4 days, blood pressure of 210/120, pulse of 104 and regular, and respirations at 32 with shortness of breath and crackles heard bilaterally on auscultation. Her pulse oximetry reading is 92% on 2 L of oxygen. She states, “I am so short of breath!” Her ankles are swollen with 3+ pitting edema, and she verbalizes that she is tired. Mrs. Rizzi typically has hemodialysis treatments through an arteriovenous (AV) graft three times each week on Tuesday, Thursday, and Saturday. She reports that she had transportation problems on Saturday and has not had dialysis since last Thursday. Her AV graft, located on the right forearm, is functional, with a strong thrill and bruit without redness, swelling, or drainage. Her laboratory work reveals elevated potassium, low calcium, low hematocrit and hemoglobin, low serum albumin, and elevated blood urea nitrogen (BUN) and creatinine levels. Mrs. Rizzi is placed on telemetry to monitor her cardiac function until her fluid volume overload and hyperkalemia are resolved.

Treatment includes vital signs taken every 4 hours, fluid restriction to 1000 mL/day, intake and output measurements, daily weight measurement, complete blood count (CBC) and chemistry evaluations every morning, urinalysis when urine is available, hemodialysis initially and daily for 2 days, monitoring with a telemetry unit, a bone density x-ray, a chest x-ray, and an electrocardiogram. The patient was maintained on a 1500-calorie renal diet and bed rest with bathroom privileges.

The nurse on the previous shift admitted Mrs. Rizzi and identified the following nursing diagnoses:


• Excess Fluid Volume related to (r/t) compromised renal function as evidenced by/as manifested by (AEB/AMB) a 15-lb weight gain, compromised lung function, crackles, swollen ankles, and elevated blood pressure and heart rate.

• Ineffective Breathing Pattern r/t increased fluid in lungs AEB/AMB increased respiratory rate, crackles on auscultation, and shortness of breath observed and stated by the patient.

• Risk for Injury with the risk factor of hypocalcemia; possible phosphorous retention, bone reabsorption of calcium, increased parathyroid hormone level, and inadequate calcium absorption.

• Risk for Infection with the risk factors of hemodialysis access and AV graft cannulation.

• Ineffective Self-Health Management r/t limited transportation options AEB/AMB stated inability to get to dialysis appointment on Saturday, fluid retention due to missing dialysis, and electrolyte imbalance.



Refer back to this case study to answer the critical-thinking questions throughout the chapter.




Introduction

Planning is the third step of the nursing process. During the planning phase, the professional nurse prioritizes the patient's nursing diagnoses, determines short- and long-term goals, identifies outcome indicators, and lists nursing interventions for patient-centered care. Each of these actions requires careful consideration of assessment data and a thorough understanding of the relationship among nursing diagnoses, goals, and evidence-based interventions.





LO 8.1 The Planning Process

Critical decisions regarding the patient are made during the planning step of the nursing process (Figure 8-1). To begin planning, the nurse prioritizes each nursing diagnosis that is identified and establishes goals in collaboration with the patient. The nurse identifies the most urgent goals to be addressed, considers the patient's capabilities, and then selects interventions to include in the patient's individualized plan of care. The order in which nursing diagnoses are addressed depends on factors such as the severity of symptoms and the patient's preference. For example, a patient's ability to breathe is of greater concern than the ability to complete activities of daily living independently. After emergent needs are met, less critical needs are addressed. The nurse's ability to prioritize patient needs expressed through nursing diagnosis statements is essential for establishing realistic outcome criteria and interventions to help meet them. Goals are set for short- and long-term attainment.

[image: image]
FIGURE 8-1 Planning in the nursing process. NOC, Nursing Outcomes Classification; NIC, Nursing Interventions Classification.





Patients should be included in the planning process. Involving patients in planning their care helps them to (1) be aware of identified needs, (2) accept realistic and measurable goals, and (3) embrace interventions to best achieve the mutually agreed-on goals. Inclusion of patients in the planning process tends to improve goal attainment and patient cooperation with interventions. By accepting guidance and input from patients during the planning process, the nurse provides them with a greater sense of empowerment and control. A large portion of the success in or progress toward achieving the goals remains within the patient's power!

Depending on the patient's condition or circumstances, it may be advantageous to include members of the patient's support system (i.e., family, friends, and caregivers) in the planning phase. Including patients and their families enhances their understanding of identified needs and increases their sense of ownership in working toward the established goals. The professional nurse is instrumental in communicating and teaching the steps necessary for patient improvement. It is imperative for the patient to understand the plan of care and be an active participant in the nursing interventions.





LO 8.2 Prioritizing Care

Setting priorities among identified nursing diagnoses is the first step in the planning process. The nurse is responsible for monitoring patient responses, making decisions culminating in a plan of care, and implementing interventions, including interdisciplinary collaboration and referral, as needed (Ethical, Legal, and Professional Practice box). The nurse is significantly accountable for achieving the desired outcomes. Providing safe and effective care to all patients is a national priority. Nurses are constantly challenged by increasing patient comorbidities and greater complexity of patient needs.


Ethical, Legal, and Professional Practice


Standards of Care Guide Practice


• Professional nurses have more accountability now than at any other time in the history of nursing.

• Standards of care are met through the prudent performance of the nursing process.

• The planning step is critical for guiding patient care to acceptable patient outcomes.

• Standards of care are determined by governmental and nongovernmental committees and may be defined as local standards or national standards (Cartwright-Vanzant, 2011).

• The planning step provides concrete evidence to support the accuracy and pertinence of the patient care plan.

• Conscientious practice of the nursing process in development of the patient care plan ensures that professional standards of care are being met.









Maslow's Hierarchy of Needs

Use of Maslow's (1987) hierarchy of needs helps to organize the most urgent to less urgent needs. This framework organizes patient data according to basic human needs common to all individuals. Maslow's theory suggests that basic needs, such as physiologic needs, must be met before higher needs, such as self-esteem (Table 8-1). Applying this theory to the prioritization of nursing diagnoses means that a patient's nursing diagnosis of Nausea is of more immediate concern than the patient's Impaired Social Interaction. Even in this case, the needs of the patient may be related. A patient experiencing nausea (because of chemotherapy treatment or as a reaction to medication) may increase interactions with others after the nausea is relieved. This example underscores the interrelatedness of patient responses to illness and life situations.


TABLE 8-1

Maslow's Hierarchy of Needs Applied to Patient Data



	LEVEL OF NEEDS
	EXAMPLES OF DATA




	Physiologic: basic survival needs
	Airway patency, breathing, circulation, oxygen level, nutrition, fluid intake, body temperature regulation, warmth, elimination, shelter, sexuality, infection, pain level



	Safety and security: need to be safe and comfortable
	Physical safety (falls and drug side effects), psychological security (knowledge of routines and procedures, bedtime rituals, fear of isolation and dependence needs)



	Love and belonging: need for love and affection
	Compassion of care provider, information from family and significant others, strength of support system



	Self-esteem: need to feel good about oneself
	Changes in body image (injury, surgery, puberty), changes in self-concept (ability to perform usual role functions), pride in abilities



	Self-actualization: need to fulfill maximum potential; need for growth and change
	Goal attainment, autonomy, motivation, problem-solving abilities, ability to provide and accept help, feeling of accomplishment, desired roles





Adapted from Maslow AH: Motivation and personality, ed. 3, New York, 1987, Harper & Row.







Life-Threatening Concerns versus Routine Care

It is essential that the nurse identify life-threatening concerns and patient situations that need to be addressed most quickly. The ABCs of life support, in the health care setting (airway, breathing, and circulation) are a valuable tool for directing the nurse's thought process. Depending on the severity of a problem, the steps of the nursing process may be performed in a matter of seconds. For instance, if a patient is in respiratory arrest, the most critical goal is for the patient to begin breathing.

In critical situations, the steps of the nursing process are performed through instant clinical reasoning by the nurse and do not involve patient input. The necessity for this type of rapid clinical judgment requires the nurse to have the ability to recognize the existence of crises, have extensive knowledge of current best practice, and have excellent pro­fessional skills. Optimal patient safety requires nurses to acquire and continually improve their assessment and critical-thinking skills (Jacobson, Soto, Hsu, et al, 2010). After a patient is stabilized, the nurse continues assessment to evaluate the patient's updated status, determine possible causes of complications, and identify less urgent goals and interventions for care.


[image: image] QSEN Focus!

Nursing care should consistently acknowledge the worth of the individual, recognizing that each person views life and makes treatment choices on the basis of unique life experiences.



Some situations fall between life-threatening and routine, and the patient's needs require a proportional response. For example, a patient's need for medication to relieve pain rated 3/10 is not as urgent as a patient's need for relief of pain rated 10/10. Likewise, a pain level of 10 that does not appear to impact the patient's ability to breathe is severe, but it is not as life-threatening as an ABC problem. The patient's feelings about which concerns are most important influence the ranking of nursing diagnoses in addition to clinical judgment. For situations in which no life-threatening concern exists, goal setting for a patient-centered plan of care must take patient preferences into consideration.




Conflicting Priorities

Occasionally, the nurse and patient have conflicting priorities. The nurse and patient may have different beliefs and values regarding health practices. On the basis of prior experiences, each may reach conclusions before fully understanding the other's perspective. Patients may have difficulty accepting and making necessary lifestyle changes. Finding time to exercise when a patient typically works 12 hours each day or giving up traditional cultural foods due to medication interactions can be challenging. Identifying realistic goals that are acceptable to patients and include adherence to sound health care regimens requires time and cooperation by everyone involved in the goal-setting process. Nurse-patient collaboration in the goal-setting process can help to alleviate the incidence of conflicting priorities.

Planning that includes patient teaching to support goal attainment and explain the importance and implementation of interventions is a core nursing responsibility. If patients do not understand what has been taught, the potential for goal achievement is diminished. The nurse must account for individual differences in goal planning to facilitate effective teaching and positive patient outcomes (Diversity Con­siderations box).


[image: image] Diversity Considerations


Life Span


• Fifty-nine percent of the elderly have limited health literacy (Kutner, Jin, and Jin, 2006).

• Older adults have particular problems with medical issues when they must assimilate new information or make complex decisions about treatments.

• The ability of a patient to grasp the importance of goals is directly related to the patient's comprehension of the purpose for recommended treatments and interventions. Patient education by nurses facilitates greater understanding of all aspects of the planning process.






Gender


• Patients of both genders, including those who are well educated and highly literate but have limited health care experience, may struggle with the complexity of health care terminology and procedures (Cornett, 2009; National Research Council, 2004).

• Time taken to educate all patients during the goal-setting process is valuable for achieving positive outcomes.






Culture, Ethnicity, and Religion


• High numbers of minority populations (particularly black and Hispanic) and immigrants are unable to understand health teaching (Kutner, Jin, and Jin, 2006; Rudd, 2007; Singleton, 2009).

• Interpretation should be made available to all patients whose primary language is different from that of the care provider.

• Nurses need to pay particular attention to cultural norms, religious traditions, and convictions while formulating patient care goals for individuals of many ethnic backgrounds.






Disability

• Before implementing teaching strategies to support goal attainment, the nurse must explore a patient's disabilities and the effects they may have on achieving specific goals. Successful accommodation of a patient's disabilities should yield attainable goals that lead to positive outcomes.





Morphology

• For the morbidly obese patient, success in addressing healthy interventions and moving toward a healthier body mass index can depend on the success of realistic goal setting and patient teaching. These patients require keen assessment by the nurse and accommodation considerations for success in goal achievement.
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1. Prioritize the nursing diagnoses identified for Mrs. Rizzi from most important to address first to the least urgent.











LO 8.3 Goal Development

Goals are broad statements of purpose that describe the aim of nursing care. Goals represent short- or long-term objectives that are determined during the planning step. Some sources establish time parameters for short- and long-term goals, whereas others do not. According to Carpenito-Moyet (2013), goals that are achievable in less than a week are short-term goals, and goals that take weeks or months to achieve are long-term goals. A short-term goal for a morbidly obese patient might be “Patient will lose 1 lb during 1 week's hospitalization.” A long-term goal for this patient might be “Patient will lose 50 lb in 1 year.”

Useful and effective goals have certain characteristics. They are mutually acceptable to the nurse, patient, and family. They are appropriate in terms of nursing and medical diagnoses and therapy. The goals are realistic in terms of the patient's capabilities, time, energy, and resources, and they are specific enough to be understood clearly by the patient and other nurses. They can be measured to facilitate evaluation (Osborn, Watson, and Wraa, 2010).

The nurse creates goals with the patient and possibly with the family by discussing the patient's current condition, the condition the patient wants to progress to, and the actions the patient and nurse undertake to accomplish the goal. The nurse's input into this process is critical to developing reasonable goals and interventions. Without the nurse's guidance during this step, the goals and interventions may be too weak to promote the patient's success or too aggressive for the patient to achieve. The nurse works with the patient to develop a plan of care that is reasonable, is appropriately challenging, and promotes patient success for goal attainment.


Goal Characteristics

Goals are statements designed in collaboration with patients to provide guidance and ultimately a measure of progress when addressing nursing diagnoses (i.e., patient problems). The goals should be realistic, patient centered, and measurable.


Realistic Goals

Realistic goals consider the patient's physical, mental, and spiritual condition in relation to the ability to attain goals. The nurse must consider the effects of conditions, such as severe pain related to recent surgery or clinical depression or hopelessness, on the ability of the patient to reach goals in a timely manner. Other barriers to goal attainment may be related to economic issues or available resources. Some goals may be too ambitious to attain and need to be reevaluated and revised.




Patient-Centered Goals

Patient-centered goals are written specifically for the patient. The goal should specify the activity the patient is to exhibit or demonstrate to indicate goal attainment. The activity may be the patient ambulating, eating, turning, coughing and deep breathing, or any number of other activities. These goals are written to reflect patient, not nursing, activities.




Measurable Goals

Measurable goals are specific, with numeric parameters or other concrete methods of judging whether the goal was met. When writing a goal statement with a patient, the nurse needs to clearly identify how achievement of the goal will be evaluated. When terms such as acceptable or normal are used in a goal statement, goal attainment is difficult to judge because they are not measurable terms, unless they refer to laboratory values or diagnostic test findings. For example, although there is a normal range for blood pressure, the goal “The patient's morning blood pressure will be between 120 and 140 mm Hg systolic and 70 and 90 mm Hg diastolic” is preferable to “Blood pressure will be within the normal range.” Physiologic norms vary somewhat from person to person and sometimes depend on age and ability. The use of measurable verbs when writing goals and outcomes is essential for establishing criteria with which attainment can be evaluated (Box 8-1).


Box 8-1

Measurable Verbs for Writing Goals and Outcomes


Administer

Ambulate

Articulate

Attend

Call

Cough

Create

Decide

Demonstrate

Describe

Design

Discuss

Exercise

Express

Identify

Inject

List

Perform

Report

Schedule

Select

Share

Sit

Stand

State

Touch

Verbalize

Walk

Watch

Weigh








Time-Limited Goals

In most cases, goal statements need to include a time for evaluation. The time depends on the intervention and the patient's condition. Some goals may need to be evaluated daily or weekly, and others may be evaluated monthly. The health care setting affects the time of evaluation. If the goal is set during hospitalization, the goal may need to be evaluated within days, whereas a goal set for home care may be evaluated weekly or monthly. At the time of evaluation, the goal is assessed for goal attainment, and new goals are set or a new evaluation date for the same goal may be chosen if the goal is still applicable for the patient care plan.











LO 8.4 Outcome Identification and Goal Attainment

Outcome identification, which was added by the American Nurses Association (ANA) in 1991 as a specific aspect of the nursing process, involves listing observable behaviors or items that indicate attainment of a goal. Just as universal nursing taxonomy has been created for nursing diagnosis statements (i.e., NANDA-I), there is a taxonomy for nursing outcomes: Nursing Outcomes Classification (NOC). It is a standardized vocabulary used for describing patient outcomes. In this system, an outcome is “an individual, family, or community state, behavior, or perception that is measured along a continuum in response to nursing interventions” (Moorhead, Johnson, Maas, et al, 2013). Outcome indicators are criteria by which goal attainment is observed or measured.

Moorhead and colleagues (2013) believe that for the nursing profession to become a full participant in clinical evaluation research, policy development, and interdisciplinary work, patient outcomes influenced by nursing care must be identified and measured. Nurses play a critical role in achievement of positive outcomes and in outcome identification. An example of a measurable goal statement and a NOC and indicator is provided in Table 8-2.


[image: image]




2. Write one short-term goal or desired outcome for each of Mrs. Rizzi's identified nursing diagnoses.





TABLE 8-2

Goal Statement and Nursing Outcome Classification and Indicator



	NANDA-I NURSING DIAGNOSIS LABEL WITH NURSING DIAGNOSIS STATEMENT
	MEASURABLE GOAL
	NURSING OUTCOME CLASSIFICATION (NOC) AND INDICATOR



	
Hyperthermia related to (r/t) illness as evidenced by/as manifested by (AEB/AMB) temperature elevation of 102.4° F and skin warm to touch
	Patient's temperature will return to between 98.2° and 98.6° F within 48 hr.
	
Vital signs (0802)
Body temperature (080201)




From Bulechek G, Butcher H, Dochterman J, et al (Eds): Nursing interventions classification (NIC), ed. 6, St. Louis, 2013, Mosby; Moorhead S, Johnson M, Maas M, et al (Eds): Nursing outcomes classification (NOC), ed. 5, St. Louis, 2013, Mosby; NANDA International: Nursing diagnoses: Definitions and classification, 2012–2014, West Sussex, England, 2012, Wiley-Blackwell. Reprinted with permission from NANDA International, Inc.








LO 8.5 Care Plan Development

There are multiple formats in which to develop individualized care plans for patients, families, and communities. Each health care agency has its own form, including electronic formats, to facilitate the documentation of patient goals and individualized patient-centered plans of care. All formats contain areas in which the nurse identifies key assessment data, nursing diagnostic statements, goals, interventions for care, and evaluation of outcomes. In many agencies and specialty units, standardized care plans that must be individualized for each patient are available to guide nurses in the planning process. These types of plans, including clinical pathways, are addressed in Chapter 9.

In formulating patient care plans, students can use the conceptual care map (CCM). This tool facilitates the organization of assessment data, nursing orders, and physician orders (i.e., treatments); analysis of medication orders and laboratory and diagnostic testing results; and development of a plan of care based on the patient's total picture. Figure 8-2 shows a partially completed CCM. It is a combination of a concept map and a care plan. This format for care plan development enhances the nursing student's ability to accurately collect, analyze, and synthesize patient data for identifying appropriate nursing diagnoses, goals, and interventions. It can be used to organize patient data and develop a plan of care. The patient data in the assessment area of the CCM can be organized in a variety of ways, including by a head-to-toe approach, body systems, or Gordon's functional health patterns.
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The conceptual care map provided in Figure 8-2 is partially completed to indicate how to use the map as a learning tool. Using it as an example, complete Nursing Diagnoses 2 and 3.



[image: image]
FIGURE 8-2 Partially completed conceptual care map based on Mrs. Rizzi, the case study patient in this chapter. EBP, Evidence-based practice; IV, intravenous; Lab, laboratory; NIC, Nursing Interventions Classification; NOC, Nursing Outcomes Classification; STGs, short-term goals.









LO 8.6 Types of Interventions

During the planning phase of the nursing process, the nurse works with the patient, family, and other caregivers to design activities that can assist the patient in improving health and attaining goals. These activities are called interventions. The three types of interventions—independent, dependent, and collaborative—take into consideration five key elements:


• Patient assessment findings indicating signs and symptoms that have resulted from or occurred in response to an illness or life experience

• The underlying etiology or related factor identified in each nursing diagnosis

• Realistic patient outcomes in light of the patient's health status and resources for improvement

• Evidence-based interventions aligned with patient acceptance and practicality

• Expertise of the nurses and other health care professionals and agencies involved in the patient's care



The nurse is primarily responsible for making decisions about which interventions are best suited to meet a patient's individual needs. There is no substitute for an extensive understanding of the nursing process, excellent skill set, knowledge of best nursing practices, and compassion for a patient's situation. Professional nursing practice guides each aspect of decision making in the planning process (Evidence-Based Practice box).


Evidence-Based Practice


Encouraging Nurses to Integrate Evidence-Based Practice Into Patient Care Requires Innovation

Nurses are accountable for the quality and systematic improvement of nursing practice (ANA, 2010).


• Research has found that lack of knowledge, time, and resources limits nurses from providing evidence-based care.

• Nurses often choose interventions on the basis of tradition rather than research findings.

• Plans of care tend to focus on the primary care provider's orders rather than independent nursing interventions.

• Frequently, communication between nurses at a change of shift neglects to include plan-of-care information.

• Integrating modifiable, evidence-based plans of care into the electronic health record helps to guide practice and focus on nurse-driven outcomes.





From Bennett T, Fowler K, Harne-Britner S: Promoting evidence-based practice at the point of care, Clin Nurse Specialist 23(2): 106, 2009.




Independent Nursing Interventions

The ability of nurses to enact independent interventions has expanded in recent years, allowing nurses to initiate care that they recognize as essential in meeting patient needs or preventing complications. Ordering heel protectors for patients susceptible to skin breakdown and initiating preventive measures (e.g., activity regimens, consultations with social workers, preadmission teaching) are often independent, nurse-initiated interventions.

One method of determining interventions to meet patient outcome goals is to use the Nursing Interventions Classification (NIC), a comprehensive, research-based, standardized collection of interventions and associated activities. NIC provides nurses with multidisciplinary interventions linked to each NANDA-I nursing diagnosis and a corresponding NOC. It is useful for clinical documentation, communication of care across settings, integration of data across systems and situations, effectiveness research, productivity measurement, competency evaluation, reimbursement, and curricular design. Each NIC includes associated activities that nurses do on behalf of patients, independent and collaborative interventions, and direct and indirect care (University of Iowa, 2011). An example of a NIC with associated activities is provided in Table 8-3.


TABLE 8-3

Nursing Intervention Classification and Associated Activities



	NANDA-I NURSING DIAGNOSIS LABEL WITH NURSING DIAGNOSIS STATEMENT
	NURSING INTERVENTION CLASSIFICATION (NIC)
	ASSOCIATED ACTIVITIES



	
Hyperthermia related to (r/t) illness as evidenced by/as manifested by (AEB/AMB) temperature elevation of 102.4° F and skin warm to touch
	
Temperature regulation (3900)
	
1. Monitor temperature at least q 2 hr, as appropriate.

2. Monitor skin color and temperature.

3. Administer antipyretic medication, as appropriate.








[image: image]


From Bulechek G, Butcher H, Dochterman J, et al (eds): Nursing interventions classification (NIC), ed. 6, St. Louis, 2013, Mosby; Moorhead S, Johnson M, Maas M, et al (eds): Nursing outcomes classification (NOC), ed. 5, St. Louis, 2013, Mosby; NANDA International: Nursing diagnoses: Definitions and classification, 2012–2014, West Sussex, England, 2012, Wiley-Blackwell. Reprinted with permission from NANDA International, Inc.







Dependent Nursing Interventions

Some interventions originate from health care provider orders. The nurse incorporates these orders into the patient's overall care plan by associating each with the appropriate nursing diagnosis. Dependent nursing interventions include orders for oxygen administration, dietary requirements, medications, and diagnostic tests. Dependent interventions complement independent nursing interventions to more fully address patient needs. As the role of the advanced practice nurse expands, nurse practitioners are becoming increasingly responsible for what were traditionally considered only physician-initiated interventions. The associated activities shown in Table 8-4 are both independent and dependent nursing interventions. Monitoring the patient's temperature and skin color are independent nursing interventions, whereas administering antipyretics is a dependent action.


TABLE 8-4

Care Plan With Independent and Dependent Nursing Interventions



	NANDA-I NURSING DIAGNOSIS LABEL WITH NURSING DIAGNOSIS STATEMENT
	MEASURABLE GOAL
	NURSING OUTCOME CLASSIFICATION (NOC) AND INDICATOR
	NURSING INTERVENTIONCLASSIFICATION (NIC)
	ASSOCIATED ACTIVITIES



	
Hyperthermia r/t illness AEB/AMB temperature elevation of 102.4° F and skin warm to touch
	Patient's temperature will return to between 98.2° and 98.6° F within 48 hr.
	
Vital signs (0802)
Body temperature (080201)
	
Temperature regulation (3900)
	
1. Monitor temperature at least q 2 hr, as appropriate.

2. Monitor skin color and temperature.

3. Administer antipyretic medication, as appropriate.








[image: image]


From Bulechek G, Butcher H, Dochterman J, et al (eds): Nursing interventions classification (NIC), ed. 6, St. Louis, 2013, Mosby; Moorhead S, Johnson M, Maas M, et al (eds): Nursing outcomes classification (NOC), ed. 5, St. Louis, 2013, Mosby; NANDA International: Nursing diagnoses: Definitions and classification, 2012–2014, West Sussex, England, 2012, Wiley-Blackwell. Reprinted with permission from NANDA International, Inc.







Collaborative Interventions

Collaborative interventions require cooperation among health care professionals and unlicensed assistive personnel (UAP). Collaborative interventions include activities such as physical therapy, home health care, personal care, spiritual counseling, medication reconciliation, and palliative or hospice care (Collaboration and Delegation box). These types of interventions require consultation with other health care professionals or referrals to specialists or agencies for assistance.


[image: image] Collaboration and Delegation


Medication Safety


• One of the greatest concerns during transitional care from hospital to home is medication reconciliation.

• Accurate communication among members of the interdisciplinary health care team is essential to ensure that patients receive medications that are ordered and avoid adverse drug events due to omission or overdose.

• To provide for the safety of patients, nurses must collaborate with pharmacists, primary care providers, and caregivers in the home.

• Implementation of interventions to ensure patient medication safety during transition includes access to electronic patient information by all interdisciplinary health care team members.

• Nurses should employ interventions designed to reduce adverse drug events, treatment duplication, and hospital readmissions and to improve patient compliance with the prescribed medication regimen.





From Setter S, Corbett C, Neumiller J: Transitional care: Exploring the home healthcare nurse's role in medication management, Home Healthc Nurse 30(1): 19-26, 2012.



Collaborative interventions may involve the expertise of a few or many members of the health care team. In the case of home or hospice care, the nurse is most often the care planner and coordinator of care among many health care team members before, during, and after acute care. Care planning cannot be delegated to UAP.
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3. Considering each identified short-term goal or desired outcome, identify at least one intervention per goal or outcome that should be included in Mrs. Rizzi's care plan.
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4. Provide a list of interdisciplinary team members that Mrs. Rizzi's physician or nurse may need to consult with during her hospitalization.











LO 8.7 Planning Throughout Patient Care

Planning patient care is an ongoing process that takes place at a variety of times and in many settings. Care planning begins when a patient and nurse first interact, and it continues until the patient no longer requires care. The process of planning is similar in all circumstances, even if the setting or timing varies. Seamless communication throughout a patient's care ensures continuity of treatment and improved patient outcomes.

Preadmission teaching is a significant role for the outpatient surgery or office nurse who contacts patients before testing or surgery to educate them on preadmission procedures and facilitate their cooperation (Patient Education and Health Literacy box). Through early intervention, patients learn what will happen, and they are better prepared for health care experiences. This increased understanding aids patients as they approach diagnostic testing or surgery. Research studies indicate improved outcomes, including reduced perioperative complications, increased postoperative pain control, and decreased anxiety in patients experiencing nurse-initiated preoperative teaching and counseling through early intervention (Kearney, Jennrich, Lyons, et al, 2011; Zhang, Jiang, Yin, et al, 2012).


Patient Education and Health Literacy


The Impact of Health Literacy


• There is a strong, independent association between health literacy and health outcomes.

• These outcomes include emergency department use, hospitalization, self-reported physical health, and mortality.

• According to the National Assessment of Adult Literacy, only 12% of Americans have proficient health literacy skills (Kutner, Jin, and Jin, 2006). Most adults may have difficulty completing routine health tasks such as understanding a drug label or vaccination table.

• Patients with lower health literacy levels experience higher rates of hospitalization and emergency room use. The estimated annual health care costs resulting from low levels of health literacy range from $106 to $238 billion (Vernon, Trujillo, Rosenbaum, et al, 2007).

• The health care environment is rapidly changing and becoming increasingly complex for patients to navigate. Nurses must recognize when patients are struggling to understand health-related instructions, identify a patient's usual means of compensating for health literacy limitations, and intervene appropriately.

• It is imperative that nurses and all health care workers intervene appropriately and ensure patients' understanding of their health conditions and required self-care behaviors (Sand-Jecklin, Murray, Summers, et al, 2010).








Acute care, community, and home care nurses continually review patient data to determine the need for revised goal setting and care plans. Discharge planning plays an important role in the success of a patient's transition to the home setting after hospitalization (Home Care Considerations box). Because most patients are in the hospital for only a short time, nurses must begin discharge planning on admission and continue until a patient is dismissed. Research shows that comprehensive discharge planning reduces complications and readmissions (Dedhia, Kravet, Bulger, et al, 2009). Home care planning adapts to the situation as the patient's condition improves or deteriorates due to advancing disease.


[image: image] Home Care Considerations


Discharge Planning


• Early, structured discharge planning ensures a smoother transition of patients from hospital to home.

• Discharge documentation should include medical information, patient goals, and interventions developed to accelerate recovery and provide needed care.

• Research has demonstrated that inadequate discharge planning may lead to an increase in patients returning to the hospital, more frequent emergency room encounters, and adverse events.

• A structured, collaborative approach that focuses specifically on the needs of at-risk patients has proved beneficial.

• Various resources for improving the discharge planning process have been developed by nurses. Use of these planning and documentation tools has improved patient outcomes and satisfaction associated with hospital-to-home transition (Dedhia, Kravet, Bulger, et al, 2009).








The significance of developing organized plans of care for patients cannot be stressed enough. The nurse must take seriously the responsibility of prioritizing patient needs, developing mutually agreed-on goals, determining outcome criteria, and identifying interventions that can help patients to achieve positive outcomes. After these actions are completed in the planning phase of the nursing process, it is time for implementation of the patient's plan of care.




Summary of Learning Outcomes


LO 8.1 Articulate nursing actions that take place during the planning process: During planning, the professional nurse prioritizes the patient's nursing diagnoses, determines short- and long-term goals, identifies outcome indicators, and lists nursing interventions for patient-centered care.

LO 8.2 Describe various measures used in prioritizing patient care: Maslow's hierarchy of needs and the ABCs of life support in the health care setting are helpful resources in prioritizing care. Collaboration with patients while developing goals can decrease the incidence of conflicting priorities.

LO 8.3 Illustrate an understanding of goal development: Goals need to be patient centered, realistic, and measurable. Using measurable verbs and time limits when writing goals assists the nurse in evaluation of patient goal attainment.

LO 8.4 Describe the relationship between outcome identification and goal attainment: Outcome identification, added by ANA in 1991 as a specific aspect of the nursing process, involves listing observable behaviors or items that indicate attainment of a goal.

LO 8.5 Identify formats in which patient-centered plans of care can be developed: Each health care facility or agency has its own electronic health record or form on which patient care plans are formulated and documented. In some agencies and specialty units, standardized care plans, which must be individualized for each patient, are available to guide nurses in the planning process. The conceptual care map (CCM) is a format for nursing students to use when developing patient care plans. It helps students to accurately collect, analyze, and synthesize patient data that are used to identify appropriate nursing diagnoses, goals, and interventions.

LO 8.6 Distinguish among the types of interventions: Independent interventions are nurse initiated, and dependent nursing interventions require an order from a patient's health care provider. Collaborative interventions require cooperation among a few or many members of the interdisciplinary health care team.

LO 8.7 Discuss the importance of planning throughout patient care: Care planning begins when a patient and nurse first interact and continues until the patient no longer requires care. It takes place at a variety of times and places. It can include preadmission, acute care, home care, and discharge planning. Seamless communication throughout a patient's care ensures continuity of treatment and improved patient outcomes.



[image: image] Responses to the critical-thinking questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.




Review Questions


1. Which action would the nurse undertake first when beginning to formulate a patient's plan of care?

a. List possible treatment options.

b. Identify realistic outcome indicators.

c. Consult with health care team members.

d. Rank patient concerns from assessment data.

2. Which resource is most helpful when prioritizing identified nursing diagnoses?

a. Nursing Interventions Classification (NIC)

b. Gordon's functional health patterns

c. Maslow's hierarchy of needs

d. Nursing Outcomes Classification (NOC)

3. If a patient is exhibiting signs and symptoms of each of the following nursing diagnoses, which should the nurse address first while planning care?

a. Fatigue

b. Acute Pain

c. Knowledge Deficit

d. Body Image Disturbance

4. Which statement illustrates a characteristic of goals within the care planning process?

a. Goals are vague objectives communicating expectations for improvement.

b. Short-term goals need not be measurable, unlike long-term goals.

c. Goal attainment can be measured by identifying nursing interventions.

d. Long-term goals are helpful in judging a patient's progress.

5. Which nursing goal is written correctly for a patient with the nursing diagnosis of Risk for Infection after abdominal surgery?

a. Nurse will encourage use of sterile technique during each dressing change.

b. Patient's white blood count will remain within normal range throughout hospitalization.

c. Patient's visitors will be instructed in proper handwashing before direct interaction with patient.

d. Patient will understand the importance of cleaning around the incision with a clean cloth during bathing.

6. If the nurse chooses the Nursing Outcome Classification (NOC) Appetite (1014) for a chemotherapy patient, which outcome indicators would be acceptable for evaluation of goal attainment? (Select all that apply.)

a. Expressed desire to eat

b. Report that food smells good

c. Use of relaxation techniques before meals

d. Preparation of home-cooked meals for self and family

e. Uses nutritional information on labels to guide selections

7. Which action by the nurse would be most important in developing a patient-centered plan of care for an alert, oriented adult?

a. Providing a written copy of care options to the patient and family

b. Collaborating with the patient's social worker to determine resources

c. Listening to the patient's concerns and beliefs about proposed treatment

d. Engaging the patient's family, friends, or care providers in conversation

8. Which interventions can the nurse initiate independently while providing patient care? (Select all that apply.)

a. Ordering a blood transfusion

b. Auscultating lung sounds

c. Monitoring skin integrity

d. Applying heel protectors

e. Adjusting antibiotic dosages

9. The nurse notices that a patient is becoming short of breath and anxious. Which of the following interventions is a dependent nursing action, requiring the order of a primary care provider?

a. Elevating the head of the patient's bed

b. Administering oxygen by nasal cannula

c. Assessing the patient's oxygen saturation

d. Evaluating the patient's peripheral circulation

10. Which situation indicates the greatest need for collaborative interventions provided by several health care team members?

a. Hospice referral

b. Physical assessment

c. Activities of daily living

d. Health history interview



[image: image] Answers and rationales for the review questions are available at http://evolve.elsevier.com/YoostCrawford/fundamentals/.
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Chapter 9

Implementation and Evaluation

Learning Outcomes

Comprehension of this chapter's content will provide students with the ability to:


LO 9.1 Explain the significance of implementation and evaluation in the nursing process.

LO 9.2 Describe different types of direct-care interventions.

LO 9.3 Differentiate among various forms of indirect-care interventions.

LO 9.4 Identify examples of independent nursing interventions.

LO 9.5 Recognize dependent nursing interventions.

LO 9.6 Identify the significance of documentation in the implementation step.

LO 9.7 Apply evaluation principles used in the nursing process.

LO 9.8 Describe the relationship between care plan modification and quality improvement.




Key Terms

dependent nursing interventions, p. 122direct care, p. 118evaluation, p. 123implementation, p. 118independent nursing interventions, p. 122indirect care, p. 120
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Case Study
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Mr. Khalek is a 57-year-old man with a 20-year history of smoking who came to the emergency department complaining of shortness of breath and anxiety. He is allergic to penicillin and has a medical history of hypertension and a high cholesterol level. His vital signs are T 101.6° F (38° C), P 96 and regular, R 24, BP 132/74, O2 saturation 89% on room air, and pain level of 3/10. Mr. Khalek's respiratory assessment reveals slightly labored respirations with diminished breath sounds in both upper lobes and rhonchi in the left base, orthopnea, pain in his chest, and a productive cough of thick, yellow sputum. He states that he has been unable to shower without becoming dizzy and sleeps only about 4 hours each night in a recliner. Mr. Khalek expresses concern that he has not been able to go to work for a week and may lose his job. After being diagnosed with pneumonia, Mr. Khalek is transferred to a telemetry unit.

Treatment included vital signs taken every 4 hours, intake and output measurements, oxygen at 2 to 4 L per nasal cannula to maintain O2 saturation above 92%, intravenous (IV) administration of 0.9 NaCl at 75 mL/hr, and incentive spirometry every hour while awake. The patient was maintained on a 4-g sodium, low-fat, low-cholesterol, no-caffeine diet and on bed rest with bathroom privileges. Medication orders included the following:


• Ciprofloxacin (Cipro): 400 mg IV q 12 hr

• Methylprednisolone (Solu-Medrol): 40 mg IVP q 8 hr

• Albuterol (Ventolin) breathing treatments: q 4 hr and PRN for shortness of breath

• Lorazepam (Ativan): 1 mg PO q 8 hr and PRN for anxiety



Refer back to this case study to answer the critical-thinking questions throughout the chapter.






Introduction

After the first three phases of the nursing process (i.e., assessment, diagnosis, and planning) are completed, the nurse proceeds to implementation and evaluation. In these steps, the plan of care is carried out, and patient outcomes are evaluated. On the basis of evaluation findings, the nurse revises, continues, or discontinues the plan of care.





LO 9.1 Implementation of Nursing Care

Nurses and other members of the interdisciplinary health care team provide care through interventions designed to promote, maintain, or restore a patient's health during the implementation phase of the nursing process. Interventions may be direct or indirect activities, and they may be independent or dependent nursing actions. Each intervention is included in the patient-centered plan of care to support patient goals identified during the planning process. Implementation consists of performing a task (e.g., giving a backrub, repositioning the patient, assessing vital signs, calling pastoral care) and documentation of each intervention (Figure 9-1).

[image: image]
FIGURE 9-1 Implementation in the nursing process.









LO 9.2 Direct Care

Direct care refers to interventions that are carried out by having personal contact with patients. For example, direct-care interventions include cleaning an incision, administering an injection, ambulating with a patient, and com­pleting patient teaching at the bedside. Some direct-care interventions must be carried out by the registered nurse (RN), but others may be delegated to another care provider, such as unlicensed assistive personnel (UAP), with proper training and supervision by the nurse.


[image: image] Safe Practice Alert

Before implementing all interventions, the nurse must check the patient's identity using a minimum of two methods. Asking a patient to state his or her name and birth date while cross-checking what the patient says with the patient's armband information are the two most common ways to verify patient identity. This critical safety step prevents interventions from being performed on the wrong person.




Reassessment

One form of direct care that is ongoing throughout all stages of the nursing process is reassessment. After the nurse completes a patient's initial assessment and develops a plan of care, continual reassessment of the patient detects noticeable changes in the patient's condition, requiring adjustments to interventions outlined in the plan of care. For example, a patient may initially be unresponsive and unable to breathe independently, requiring the aid of a ventilator. As the patient's condition improves and he or she is able to breathe without the ventilator, this intervention can be deleted from the plan of care, and oxygen administered by nasal cannula may take its place. The need for continual patient reassessment underscores the dynamic nature of the nursing process and is crucial to providing essential care.




Activities of Daily Living

Activities of daily living (ADLs) include tasks that are undertaken on a regular basis: eating, dressing, bathing, toileting, and ambulation. Because patients perform ADLs at different levels, it is important for the nurse to assess where deficits exist and to determine whether patients require short- or long-term interventions to address their needs. For example, patients who have limited mobility after knee surgery need short-term interventions for ambulation assistance. Patients who have debilitating strokes (i.e., cerebrovascular accidents [CVAs]) or amputations require long-term interventions, which may or may not change as the severity of disability changes or the duration since the initiating event lengthens.




Physical Care

Many interventions focus on physical care that is performed when treating patients. These interventions may include invasive procedures, such as starting an intravenous line or inserting a catheter, or they may be noninvasive, such as administering oral medications and repositioning. The nurse must perform the procedures competently and safely, taking into consideration any special needs of the patient (Diversity Considerations box). Some procedures may be unfamiliar to the nurse, and some techniques vary among health care facilities. The state boards of nursing provide some procedural guidance; however, each institution adheres to internal policies and procedures. Nurses must take responsibility for learning and adapting procedures to ensure proper technique and practice within regulatory guidelines.


[image: image] Diversity Considerations


Life Span


• Interventions must always be age- or developmental-level appropriate.

• Older individuals with cognitive deficits may require care that would typically be provided only for children or adults with physical disabilities.

• Encouraging patients of all ages to actively participate in their care provides them with a sense of control, even in the most serious circumstances.






Gender


• Identify gender roles that may affect care delivery.

• Some patients may prefer care from nurses of the same gender. This preference may stem from generational norms, personal comfort, or cultural considerations.






Culture, Ethnicity, and Religion


• Culture plays an important role in communicating with patients. Professional interpretation services should be implemented when detailed care information needs to be shared.

• It is important to know whether eye contact or physical contact should be avoided.

• Proper explanation of all procedures is essential for individuals of all cultures.

• Asking patients to share their understanding of a procedure that has just been explained is a valuable way to verify that communication has been successful.

• Some interventions may be declined because of religious affiliation (e.g., blood transfusion for a Jehovah's Witness, pork-based insulin for a Muslim patient).






Disability

• Interventions must be individualized for each patient and adapted for any limitations (e.g., amputation, learning disability, blindness, deafness).





Morphology


• The nurse must ensure safe practice in relation to patient body size and should seek additional support or equipment when necessary (e.g., mechanical lift equipment, sliding boards).

• Some institutions have units that are dedicated to the care of morbidly obese patients.








Skills manuals and software are excellent references for nurses seeking information on approved nursing care procedures. Point-of-care references in the form of hand-held technology provide bedside nurses with evidence-based interventions to implement during patient care. In 2000, the Institute of Medicine (IOM) endorsed point-of-care reference use by all health care professionals in its landmark report, To Err Is Human: Building a Safer Health System (Kohn, Corrigan, and Donaldson, 2000).




Informal Counseling

In some cases, nurses provide support and intervene with patients through informal counseling. Counseling is the process through which individuals use professional guidance to address personal conflicts or emotional problems. Nurses counsel patients by providing a “listening ear” or stimulating a patient's thought process or decision-making process. Informal counseling may occur when the patient is faced with a new diagnosis (e.g., breast cancer), a chronic condition (e.g., diabetes), a loss (e.g., death of a parent), or acute illness (e.g., pneumonia). Informal counseling encourages patients to express their concerns and emotions and to ask questions.

The nurse uses counseling techniques to identify the need for indirect interventions (e.g., consultations for other services) that should be implemented. When the need for in-depth or formal counseling is perceived, the nurse can recommend that a patient be referred for psychotherapy, which is outside the scope of practice of a nurse without advance practice training.




Teaching

Teaching is an essential professional nursing intervention. Each interaction with a patient is an opportunity to teach. While administering medications at the bedside, the nurse assesses the patient's knowledge of the prescribed medications and provides supplemental information, reinforcement, and clarification as needed. During ambulation, a nurse may teach a patient about safe ambulation or the correct way to use a walker. At other times, teaching is more formalized, such as discharge teaching after open heart surgery.

Each teaching method and patient interaction involving teaching requires the nurse to individualize the teaching plan for the patient. The nurse must keep in mind the best way that the patient learns, the patient's educational and knowledge level, cultural considerations, and potential communication barriers. Readiness to learn is also an important consideration. For example, when a patient returns from surgery, it is essential that some information be reviewed (e.g., how to use the patient-controlled analgesia pump and incentive spirometer), but completing all discharge teaching at this time would not be effective. Choosing opportunities in which the environment and the patient's condition are most conducive to learning is recommended.

Another teaching plan consideration is whether to involve family and care providers in the teaching process. Spouses, children, and friends often are involved in the care of a patient after discharge. With the patient's permission, the nurse should share instructions with the people who may assist with care. Nurses empower patients and their support systems through effective teaching. When nurses provide patients and their families with opportunities to ask questions and comprehend health care information, they become an integral part of the health care process.
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1. What health-promotion teaching interventions would be most appropriate for Mr. Khalek before he leaves the hospital?











LO 9.3 Indirect Care

Indirect care includes nursing interventions that are performed to benefit patients but do not involve face-to-face contact with patients. Examples of indirect care include giving change-of-shift report, communicating and collaborating with members of the interdisciplinary health care team, and ensuring availability of needed equipment. These activities assist in providing comprehensive care to patients, although their impact may not be obvious to or known by patients.


Communication and Collaboration

Effective communication and collaboration regarding patient care are essential for patient safety and positive patient outcomes. Change-of shift-reports, ongoing communication with primary care providers (PCPs) and specialists, and accurate documentation of assessment findings provide continuity of care. The use of electronic health records (EHRs) allows patients' records to be accessed in an efficient manner and by multiple organizations, increasing communication while decreasing the time necessary to transfer information. Their use connects pieces of the patient care puzzle and reduces the potential for transcription errors. Patient status reports may lead to the addition of physician orders, such as consultations with specialists or services (e.g., physical therapy, social services, mental health services) that can be added to the plan of care and substantially benefit the patient. Effective communication and collaboration between the nurse and all members of the health care team, including patients, is essential for providing patient-centered, comprehensive care.




Referrals

Referrals in health care involve sending a patient to another member of the interdisciplinary health care team or agency for a consultation or other services. In some cases, a PCP may refer a patient to a medical or surgical specialist for further assessment, testing, or treatment. Referral information provided by a specialist can provide the nurse and PCP with ideas for a more structured plan of care to address specific patient concerns.

Referrals for specialized services can support and protect patients. Nurses are often instrumental in initiating these types of referrals. For instance, if a patient is experiencing extreme anxiety during chemotherapy treatments, the nurse may set up a referral with the music therapist to assist the patient with relaxation. Nurses initiate referrals for specific dietary requests and adaptive care devices, such as bedside commodes or specialized beds, depending on the patient's unique circumstances. In collaboration with social services, a nurse may refer discharged patients to community agencies that provide in-home assistive services. Some referrals may require the order of a physician or an advanced practice nurse.




Research

Implementation of evidence-based care is not unique to nursing; it involves interventions provided by all members of the interdisciplinary health care team. The best methods for treating patients with a variety of signs and symptoms are researched by nurses with input from the research findings of other disciplines. Nursing care continues to evolve as nursing research provides new knowledge and recognizes best practices to improve patient care and outcomes. Evidence-based practice guidelines and updated information must be included in plans of care. To implement research-based interventions, nurses must read recent literature and remain current in practice. Accurate communication of care plans among health care team members and the use of informatics to locate relevant research and treatment options support the implementation of best practices (Evidence-Based Practice and Informatics box).


Evidence-Based Practice and Informatics


The Role and Impact of Technology on Patient Care

Electronic resources have enhanced the ability of nurses to communicate patient needs and explore new treatment modalities available for patient care:


• Electronic health records (EHRs) often include care plan formats that enhance nurses' ability to formulate individualized plans of care and facilitate coordination of care. Documentation of evaluative criteria and data in a patient's EHR allows nurses and other health care providers to collaborate electronically while responding to changes in the patient's health status.

• Hand-held technology users have significantly better awareness and broader use of research, resulting in improved quality of care (Doran, Straus, Haynes, et al, 2009).

• Hand-held technology assists in the transformation of assessment data, interventions, and outcome documentation to evidence-based decision making (Hardwick, Pulido, and Adelson, 2007).











Advocacy

Nurses advocate by supporting and working on behalf of patients or people for whom they have concern. Advocacy can be easy or challenging, depending on the situation. Nurses advocate for patients by coordinating care and supporting the changes necessary to improve conditions and outcomes. Excellent negotiation techniques are required for nurses who advocate on behalf of patients' rights with insurance companies or legislative leaders. As resources for patient care become increasingly limited, nurse advocacy is critical for ensuring patient access to needed services.




Delegation

Delegation is the transfer of responsibility for performing a task to another person while the nurse who delegated the task still remains accountable (ANA, 2010). Delegation is an indirect intervention based on assessment findings and established care priorities. Nurses must be familiar with the nurse practice act in their practice jurisdiction to ensure legal delegation. The nursing process cannot be delegated. In most jurisdictions, licensed practical nurses (LPNs) function in a dependent role and may not delegate (Kelly and Marthaler, 2011). The RN is most responsible for incorporating delegation into practice.

Delegation principles focus on the appropriate intervention being performed under the correct circumstances, by the correct personnel, and with the correct direction and supervision (Collaboration and Delegation box). In the United States, the National Council of State Boards of Nursing (1997) developed the Delegation Decision-Making Tree, adapted from an original Ohio Board of Nursing tool, to assist RNs in the application of delegation to practice. It is available at www.ncsbn.org/delegationtree.pdf.


[image: image] Collaboration and Delegation


The Five Rights of Delegation

Collaboration among health care team members sometimes results in the nurse delegating some aspects of patient care to unlicensed assistive personnel. The National Council of State Boards of Nursing has provided the Five Rights of Delegation to support safe delegation of patient care:


• Right task: Is this a task that can and should be delegated?

• Right circumstance: Is this appropriate at this time with what is going on?

• Right person: Does this person have the skills, scope of practice, understanding, and expertise to perform this task?

• Right direction or communication: Has proper information about what tasks need to be completed been shared so that what needs to be done is clear?

• Right supervision or evaluation: Has the nurse followed up to ensure that care was adequate to meet the needs of the patient?





Adapted from National Council of State Boards of Nursing: The five rights of delegation, 1997. Retrieved from www.ncsbn.org/fiverights.pdf.






Prevention-Oriented Interventions

Some interventions prevent illness or complications and promote healthy activities or lifestyles (Patient Education and Health Literacy box). Interventions such as patient education and immunization programs are prevention oriented. These interventions influence patient outcomes and may be as important as intervening in crisis situations. Cleansing an incision is a nursing intervention that can help prevent infection. Educating a patient about risk-factor modification for cardiovascular disease may prevent a future myocardial infarction. Placing infants on their backs to sleep may reduce the risk of sudden infant death syndrome (American Academy of Pediatrics Task Force, 2000). Being current in evidence-based practice enhances a nurse's ability to include preventive interventions in patient plans of care.


Patient Education and Health Literacy


The Patient's Role in Care Provider Hand Hygiene


• Research has indicated that educating patients regarding their role in monitoring handwashing by health care workers can increase compliance and reduce hospital-acquired infections.

• Written material in the form of a brochure is most often used to instruct patients on when and how to ask staff members to wash their hands.

• Patients should be instructed to ask their care providers to wash their hands if they have not observed them doing so.

• Although patients are less likely to ask physicians to wash their hands than to ask nurses, the intervention of having patients ask staff to wash their hands has increased handwashing practices in study sites by approximately 50%.





Adapted from McGuckin M, Waterman R, Porten L, et al: Patient education model for increasing handwashing compliance, Am J Infect Control, 27(4): 309-314, 1999; McGuckin M, Waterman R, Storr IJ, et al: Evaluation of a patient-empowering hand hygiene programme in the UK, J Hosp Infect, 48(3): 222-227, 2001.










LO 9.4 Independent Nursing Interventions

Independent nursing interventions are tasks within the nursing scope of practice that the nurse may undertake without a physician or PCP order. Determining what nursing interventions to include in a patient's plan of care and prioritizing that care are independent nursing interventions based on nursing knowledge. Repositioning a patient in bed, performing oral hygiene, and providing emotional support through active listening are examples of other independent nursing interventions.

The extent to which nurses can implement independent nursing interventions is often determined by the area in which care is taking place. For instance, community nurses or those working in international field hospitals may have the authority to initiate interventions traditionally reserved for other health care professionals in a formal inpatient setting. Safe nursing practice requires nurses to know (1) how to perform interventions before their independent implementation and (2) whether the initiation of independently chosen interventions is permitted in their practice setting.





LO 9.5 Dependent Nursing Interventions

Dependent nursing interventions are tasks the nurse undertakes that are within the nursing scope of practice but require the order of a primary care provider to be implemented. They require nurses to pay strict attention to the details of what is ordered and to recognize when implementing a dependent nursing intervention is appropriate or should be withheld. Administering patient medications or administering oxygen to a patient are examples of common dependent nursing interventions that require clinical judgment before implementation. These interventions are based on a collaborative effort of the nurse and the PCP to provide care to patients.


Standing Orders

Some physician orders are received through a preapproved standardized order set known as standing orders. For example, when patients return to their rooms after cardiac catheterization, standing orders may indicate that the patients are to remain on bed rest for a specified period of time. To follow the standing orders, the nurse maintains patients on bed rest for the indicated amount of time. When the specified time period ends and a patient's condition remains unstable, the nurse contacts the physician for further orders rather than continuing to follow the standing orders. Regardless of the existence of standing orders, it is the nurse's responsibility to continually reassess individual patients and not blindly follow orders. Box 9-1 provides an example of standing orders for patients with chest pain.


Box 9-1

Standing Orders for Patients With Chest Pain

Standing orders for patients experiencing chest pain include independent and dependent nursing interventions:


• Assess vital signs.

• Obtain an electrocardiogram (ECG).

• Initiate or maintain telemetry.

• Initiate oxygen therapy beginning at 2 L per nasal cannula; monitor pulse oximetry levels.

• Administer sublingual nitroglycerin (0.4 mg SL); repeat up to three times, as needed.

• Initiate intravenous access if not already available.

• Notify laboratory to assess cardiac enzymes.

• Notify physician for further orders.








Medication Administration

Medication administration is within the scope of nursing practice and is performed as a dependent nursing intervention. Nurses must complete three checks and follow the six rights of medication administration to safely carry out this type of dependent action. Nurses check the primary care provider's orders, the patient's allergies, and the expiration date of the medication to be administered, and then address the six rights. They include administering the right medication and dosage, by the correct route, to the right patient, at the right time, and documenting correctly (see Chapter 35). All forms of prescription medication (i.e., oral, topical, and parenteral) require an order before administration, as does providing oxygen to a patient.





Medical Treatments

Medical treatments are dependent nursing interventions. Examples of medical treatments requiring a physician order include urinary catheterization, 24-hour urine collection, dressing changes, incision irrigation, intubation, and placement of a nasogastric tube. The nurse collects data and gathers supplies and necessary information to carry out these interventions. Nurses must use sound clinical judgment to perform interventions and should seek clarification as needed. For example, if a patient has been ordered to ambulate four times daily, but a recent ultrasound confirms the presence of a deep vein thrombosis in the patient's left leg, the nurse would contact the physician about the ultrasound results to obtain updated orders before ambulating the patient.
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2. The admitting nurse identified five initial nursing diagnosis labels for Mr. Khalek: Impaired Gas Exchange, Fatigue, Ineffective Airway Clearance, Risk for Falls, and Anxiety. List a minimum of two nursing interventions to implement for each of these nursing diagnoses.
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3. Highlight all of the independent nursing actions listed as interventions for Mr. Khalek's care.











LO 9.6 Documentation of Interventions

All interventions that are performed by nurses or other health care personnel need to be documented. A common adage states, “If it's not documented, it's not done.” Nurses must document to accurately convey information to other care providers. If a nurse does not document that a medication was administered, for example, the patient may receive an additional dose. If completion of patient orders is not documented—such as if laboratory results were not reported and the patient needs to have another blood draw—the patient may be adversely affected medically and financially (e.g., a repeated blood draw is painful and costly).

Documentation most often is charted in the patient's EHR and standardized flow sheets according to agency policy. Patient health records are legal documents. Within the Health Insurance Portability and Accountability Act (HIPAA) guidelines, patient documentation is provided to insurance companies and others for billing and reimbursement. All documentation entries should be completed in a timely, accurate, and professional manner. More information on documentation is provided in Chapter 10.





LO 9.7 Evaluation of the Nursing Care Plan

Evaluation is the final step in the nursing process (Figure 9-2). Evaluation focuses on the patient and the patient's response to nursing interventions and outcome attainment. Evaluation is not a record of care that was implemented. Patient outcomes serve as the criteria against which the success of a nursing intervention is judged (Bulechek, Butcher, Dochterman, et al., 2013). Information on the effectiveness of nursing interventions is a by-product of the evaluation process. During the evaluation phase, nurses use critical thinking to determine whether a patient's short- and long-term goals were met and whether desired outcomes were achieved. Monitoring whether the patient's goals were attained is collaborative, involving the patient in the decision-making process.
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DEFINITIONS

ASSESSMENT QUESTIONS

Clarity: being easily understood or precise in thought and style; considered a gateway standard because astatement
cannot be evaluated for accuracy or precision ifitis ambiguous

How can you elaborate on that point?

How could you express that point differently?

What is an illustration?

What is an example?

“This is what Theard you say; am 1 correct about
your meaning?

Accuracy: representing something in a true and correct way

Is that frue?

How can I determine whether this information is
correct?

How can this information be verified?

Precisior: providing sufficient detail to understand exactly what was meant

Relevance: focusing on facts and ideas directly related and pertinent to a topic

‘What are additional details?

Canyoube more specific?

How is this related to the question?

How does that relate fo the issue?

‘What s the relationship to other ideas?

Depth: getting beneath the surface of the topic or problem o identify and manage related complexities

How does this address the complexities of the
issue?

How does this take into account the problems
associated with the question?

Whatare the most significant factors in the
problen?

Breadth: considering a topic, problem, or issue fromevery relevant viewpoint

Are there other points of view for consideration?

How would this issue look from a different
viewpoint?
s there another way to approach this problen?

Logic: using a mutually supportive and sensible combination of thoughts and facts to forma conclusion

Does this fit together logically?

Does this make sense?

How does the evidence lead to this solution or
answer?

How do the conclusions support the evidence?

Significance: concentrating on the most important information (e.g, concepis, facts) when considering an issue

‘What s the most significant information needed o
addross the issue?

How is that fact important in this context?

‘Which question or conceptis most important to
he issue?

Fairness: thinking or acting in accord with reason and without bias

How is the conclusion justified in relation to the
evidence?

Are the assunyptions justified?

Am] considering ofher points of view?
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PHASE

FoCus

Orientation or introductory

« Making introductions establishing profecsional role boundaries(formully or informally) and expectations, and clarfying the role of the nurse
= Oberving,interviewing, and cing the putert, followed by validation of perceptions
# Ickriifying the needsand resourcesof the paient

Working

« Development of acontract or plan of cae to xhieve identified paticnt goals
« Implerrentation ofthe care planorcontract

#Collaborative work amon the nure, atient,and other health care providers sneeded

= Enbuancement of trustand appot between the nure and the peticnt

« Reflection by the pucnt on crmtional aspectsofllnes:

# Use of therapeutic commuication by the purse o keepinteractions foctsed on the ptient

Termination

« Aleiting the paticnt toimpending closure o the relatiorehip.
« Evalusting the outcormeachicved during the inferaction
= Concluding the relatiorehip and trnitioning patient are o anothe rcaregiver, asncceded
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 TECHNIQUE

EXAMPLES

RATIONALE

Active listening

*Maintaining intemittent eye contact
*Matching eye levels

« Attentive posturing

« Facing the peticnt

= Leaning toward the person who isspeaking
« Avoiding distracting body moverment

« Conveysinteredt inthe patient sneeds concerns, or roblems:
« Provides the putient with undivickdattetion
«Sendsaclear mezage of concem and nteret

Silence

Therapeuiic touch

«Being present witha person withott verbal commrication

« Holding the hand ofapatient
« Providing abacknib

*Touching a pticntsarmlightly
«Shaking han with aputient in solation

« Provides the paticnt tire 1o think orreflect

= Communicates concer when there isreally nothing adequate to s in ifficultor challenging s uations |

« Conveysempathy

« Providesemotional aupport encourgement, and persoral atertion

« Relases the puticnt






OEBPS/images/chp00006_f005-007-9780323295574.jpg
Actual or Activity/ Postoperative Day 1 Postoperative Day 2 Discharge
Potential Troathonts Outcome it Outcome | Outcome o
Problem Date Initials| pate Initials| pate Initials
Comfort Medications IV fluids IV fluid DC'd
Parenteraloral analgesia Oral analgesia Oral analgesia
provides pain relief
Antiemetic prm
Positioning Assist with pillows for Independent Independent regular
support ambulation
Performs active ROM
Complementary | Circle type: music, Circle type: music,
therapy distraction, lighting, distraction, lighting,
relaxation therapy, other relaxation therapy,
other
Mobility Activity Sits up in chair Ambulates without Demonstrates physical
assistance therapy exercises
Ambulates q3hr with Physical therapy
assistance consult
Respiratory | Respiratory Deep breathing and Deep breathing and Incentive spirometry.
therapy coughing coughing and deep breathing,
Incentive spirometry, as Incentive spirometry, as as needed
ordered ordered
Skin Integrity | Dressing Assess dressing and Remove incisional Oral temperalure
drains dressing; assess <102°F; incision
incision for redness without redness or
pus
Empty and measure Maintain drain Understands drain care,
drain output assessment as applicable
Bathes while keeping Bathes, keeping drain Maintains care around
dressings and drains dry sites dry incision and drain sites
Nutrition Diet DC IV fluids, as ordered Tolerates regular diet Tolerates regular diet
Clear liquids, advance without nausea
as tolerated
Self-Care Activities of Completes self-care Performs drain care Completes self-care
daily living with minimal assistance with minimal assistance and drain care without
Patient Discusses signs and assistance
education symptoms (s/s) of
infection and hematomas
Psychosocial | Coping Spiritual, psychological, Visit from support Verify follow-up
strategies and/or social work group representatives appointments
consult, as needed
Provide reconstructive Provide breast prosthesis
surgery information, as information, if
requested requested
Document s when outcome is met. Record reason if not met in patient’s electronic medical record or narrative

note.
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« Indirect
Documentation
NIC

Care Plan:
« Clinical pathways
« Protocols.

« Standing orders






OEBPS/images/chp00002_f001-005b-9780323295574.jpg
Lenah Higbee,
superintendent

Seven pilot sites

of the U.S. Navy | Florence in community
Nurse Corps, Nightingale U.S. Cadet colleges to
awarded the Foundation Nurse Corps train technical
Navy Cross established formed nurses
UK. Nursing Sigma Japanese LPN/LVN Columbia
Act written Theta Tau Nursing standards University

School of
Nursing
first in the

Association introduced

formed

degree in

specialty

U.S. to grant
a master's

clinical nursing

American
Assembly
for Men in
Nursing
established

Inthe U.S

the National UK.

Black Nurses Nursing
Association and Midwifery
founded Council started

North
American
Nursing
Diagnosis
Association
formed

oM
Report:

The

Future of
Nursing:
Leading
Change,
Advancing
Health published





OEBPS/images/chp00002_b001-001-9780323295574.jpg





OEBPS/images/chp00007_f006-002-9780323295574.jpg





OEBPS/images/chp00010_icon16-9780323295574.jpg





OEBPS/images/chp00009_if008-001-9780323295574.jpg





OEBPS/images/chp00005_if004-001-9780323295574.jpg





OEBPS/images/chp00003_icon16-9780323295574.jpg





OEBPS/images/chp00009_b008-001-9780323295574.jpg





OEBPS/images/chp00004_f003-001-9780323295574.jpg
Message

RN
S ]

Written

Receiver
7 (decodes)

Sender
(encodes) «

Nonverbal 4

b | i

T~ —-Feedback —





OEBPS/images/chp00004_t0025_group0.png
ACTION

[EXAMPLES

RATIONALE

Asking “why” questions

“Why did you do that?”
“Why are you feeling that way?”
“Why do you continue to smoke when you know
unhealthy?”

« mplicscriticiam
« May ke the paticnt defersive

*Tendstolimit comveration

* Requitesjustification of acions

« Focuseson a problemrather than a posible solution

Using closed-ended questions or comments

“Do you feel betier today?”
“Did you sleep well st night?”
“Have you made a decision about radiation yer?”
“Are youready to take your bath?”
“Will you let me give you your medicine now?”

* Resulisin short,one.-word yesor o respones.
« Limitsclabortionor dixusonof a topic

« Allowspatient 1o efe important care

« Differs from focued questions that directan nterview

Changing the subject

Patient: “T'm having a dificult time talking with my daughter.”
Nurse: “Do you have grandchildren?”
Patient: “Tjust want to die.”
Nurse: “Did you sleep well last night?”

« Avoidsexploration ofthe topic aised by the patient
« Dermnstrates the nur's diormfort with the topic introducedd
by the patient

Giving false reassurance

“Everything will be okay.”
“Surgery is nothing to be concemned about.”
“Donit worry; everything will be fine.”

« Discountsthe putient'sfeclings

« Cutsoff comversation sbou itk concems of the paicnt

« Dermnstratesa necdby the murse to " omething that the
potient]et vantsto discus.

Giving advice

“Ifit were me, Twould...”
“You should really exercise more.”
“You should absolutely have chemotherapy to treat your
breast cancer if you expect to live.”

“Of course you should tell your co-workers that you've been

diagnosed with cancer.”

« Discourages the putient from finding an approprate slution to 2
peronal problem

*Tendsto limit the patient=chility o explore altermative
olutionsto isuesthat nced tobe faced

« Implicsa lack of confidence in the patient o rmuke ahealthy
decision

* Removesthe decisonoking authority fromth patcnt

Giving stereoty pical or generalized responses

“Its for your own good.”
“Keep your chinup.”
“Donitcry over spilt milk.”
“You will be home before long.”

« Discounts putient feclingsoropinions
« Limitsfurther comverstion ona topic
«May be perceived sj udgrmental

Showing approval or disapproval

“That's good.”
“You'have no reason to be crying.”

« Limitereflectionby patients

«Stopsurther discusion on pticnt decidonsoractions.

« Implicsa need for patienis to have the nure's pport and
approval

Showing agreement or disagreement

“That's right.”
“I disagree with what you just said.”

« Discontinues paticnt rflection o an introched topic
« Implicsa lack ofvalue fo the thoughts feclings or concems.of
potients

Engaging in excessive selfdisclosure or
comparing the experiences of others

“Thad the same type of cancer 2 years ago.”
“Thave several family members who drink too much, 00.”
“Tg0 to that restaurant every Friday for fish.”

« mplics that expericnces el to a disease processare smilar
forall pticnts

*Takesthe focusaway fromthe paticnt

» Limisfurther relection or problem lving by the patient

Comparing patient experiences

“The lady in room 250 just had this surgery last week and did just,

fine.”
“My uncle had this type of inflammatory bowel disease and
ended up having to have a colostomy.”

« Removesthe focusof comveration fromihe paticnt

« Invalidates cach individual putient experience asbeing uniqu
andirmportant

« Breachesconfideniiality

Using personal terms of endearment

Being defensive

“Honey.”
“Sweetie, itis time to take your medicine.”
“Sport, how about if you show me how well you can walk
across the roon?”

“The nurses here work very hard.”
“Your doctoris extremely busy.”
“This is the best hospital in the area.”
“You worltget any better care anywhere else.”

« Dermntrates discspect for the individual

* Diminidesthe digaity of aunicue patient

« May indicate thatthe nure did ot ake the fime orcare cnough
tolearmaor remerrher the paticnt sname

« Movesthe focusfromthe peticnt
« Discountsthe putient feclingsand thoughtzona subject
« Limie futhe  comverstion ona topic of paticnt concern
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 TECHNIQUE

EXAMPLES

RATIONALE

Offering self “Tllsit with you for a while.” « Dermondraes comprsion and corcern for the putient
“Tll stay with you until your family member arrives.” * Establishesa carng relationdhip,
Calling the patient by name | “Good moming, Mr. Trinble.” = Conveysthat the nure ces the pient asan ndividusl

Sharing observations

Giving information

“Hi, Ms. Martin. How are you feeling this evening?”
“Youlook tense.”
“You seem frustrated.”
“You are smiling.”
“Itis time for your bath.”
“My name is Pam, and T will be the RN taking care of you until 7 .
“Your surgery is scheduled for 1030 AM. tomorrow.”

« Showsespect and helpsto edablish  caring elatiorehip

« Raisesthe ptientsavwarencsof hizor her momverbal behavior
« Allowsthe pticnt to validate the s perceptions
* Providesan opening for the patient o hare posible joysor concers.

« Informe the patient of factsnecded inapecific tuation
« Providesameans o buld it and develop a knowledge base an which
patientscan make decisons

Using open-ended questions
orcomments

Using focused questions or

“What are sone of your biggest concems?”
“Tell me more about y our general health status.”
“Share some of the feelings you experienced after y our heart attack.”

“Point to exactly where your pain s radiating,”

«Givesthe patient the opportunity to hare frecly onaubject
« Avoidsinterjecon of feclingsor asurrptions by the nure

« Providesfor paient claboration o important topicawhen the nure wantsto
collectabreadihof informtion

« Enouragesthe paticnt o hare specific datanecesary for completing a
thormugh e ment

comnents “When did you start experiencing shortness of breath?” e b e
P ! . o = Adkathe putient o provick delalsegarding vaiouscorcerns
“How s your amily responded 0 you being hospialized? Focueconthe Immecte eedeof e picnt
“What s your greatest fear?”
“Where were you when the sy mpioms started?”
“Tell me where youlive.”
Providing general leads “And then?” « Encoursgesthe potient o kecplalking
"o on” + Dermmiraes the nure'sineres n the ptiertsconcems
“Tell me more.”
Conveying accepiance “es." « Acknonwledges the importance of the potientsthotights feelings and concerne
Nodding.
“Ifollow what you are saying.”
“Uhhuh”
Using humor “Youare really walking well this moming. Tmgoing to have to run to « Provicksenmursgement
catch upt” « May lighten heavy momenisof disusion
+ Used propery, allow=a ptient 1 o postive progreor betertines
and does ot change the ubjectof acoreration
Verbalizing the implied Patient: “T canit talk to anyone about this.” « Ercouragesa ptient o clborale ona topic of concern
Nirse: “Do you el that others wontunderstand?” « Provicean opportunity o the puticnt o ariculte morecleaya
complicated toic orfecling that could be eaily isunde sood
Paraphrasing or restating | Patient: ‘T couldi tsleep last night” « Ercoutages pticnisto deseribe dtuations more fully|
communication content Nurse: “You had trouble sleeping last night?” * Demonsirates that the nurse islistering,
Reflecting feelings or “Youwere angry when your surgery was delayed?” < Foctuesonthe utient’s identified eclingebredam vedbal or memverbal cues
emotions “You seem excited about going home today "

Seeking clarification

“Idonit quite follow what you are saying,”
“What do you mean by your last statemens?”

« Enouragesthe peticnt to cxpaned ana topc tha may be confudng orthat
cemscontradictory

Summarizing “There are three things you are upsetabout your family being too busy, | *Reduwesthe ineractionto thiee or four pointsickrtificd by the e sbeing
diet, and being in the hospital too long.” ignificant
your diev g in fhe hospiatioo fong = Allowsthe putient o agree or add additional concerns
Validating “Did Tunderstand you correctly that...2” « Allowsclarfcation of ideas that the nure may have inerpreted differently

thanintended by the paicnt
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Begin Here |

Select an actual nursing
diagnostic label for each

concern

Write a related factor for each
chosen actual nursing diagnosis
label based on the underlying

cause.

List clustered subjective and
objective patient data as
defining characteristics to
support each chosen actual
nursing diagnosis

!

Is the patient vulnerable to

Select a risk nursing
diagnosis label for each
potential problem
needing preventive care.

v

List one or more risk factors
to support each risk nursing
diagnostic label

Select one or more health-
promotion nursing diagnostic
labels starting with the words
Readiness for Enhanced.

v

List verbalized or demonstrated
patient behaviors to support
each health-promotion nursing
diagnosis label as defining
characteristics.
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Evaluation
Care Plan Evaluation
« Patient goal/outcome

attainment?
« Continue?
* Revise/adapt?
« Discontinue?
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FIRST-ORDER BELIEFS [HIGHER-ORDER BELIEFS

VALUES

Purposes
« Provide i nformmtion shout et s ea o
[
+lovcate what a erson expectsonthe bsizof
inforraton areclorobtained fomethers
« At the foundbtion forthe formstion f all cther

Categorize or bring order to a
multtude of ideas

Establish the foundation of selfconcept
Indicate a persor's judgments of ideas, objects, or behavior

Provide a framework for decision muking

Guide life decisions on the basis of whata person views as most important

belick:
Derived From
«Life cxpericnies. Assumptions based on fist. | Personal experiences
*Respected authoriies order beliefs Family of origin
« Parents or caregivers Inductive reasoning Spiritality
* Culture Deductive reasoning Religious beliefs
* Ethnicity Cultural/ethnic background
«Education Education
* Religion Professional development
«Spirituality
Examples
[T —— Generalization: All nurses wear | Professional nursing values include hunan dignity, the prevention of suffering, reliability, and
* Anyone, regardlessof gender, canbecome a white uniforms. faithful relationships between nurses and patients (Rassin, 2010).

R Stereotype: Nurses are more

caring than other adults.
Prejudice: Women are betier
nurses than men.

Others include trust, honesty, discretion, loyalty, integrity, caring, excellence, activism,
‘professionalism, and justice (Grypma, 2009).
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Assessment

Data Collection

« Primary data
o Patient interview
Secondary data
Subjective data

0 Health history
+ Objective data
Signs
Physical examination
Laboratory results
Diagnostic test results
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Self-
Actualization:
recognition and

realization of one's

potential, growth, heath,
and autonomy

Self-Esteem: self-worth,
solf-respect, independence, privacy:
tatus, dignity, and self-reliance

Love and Belonging: affection, intimacy,
support, and reassurance

Safety and Security: froma physiologic and psyohological
ihreat; and protection, stabilty: and lack of danger

food, elimination, temperature control,

Physiologic Needs: oxygen. water,
and comfort

sex, movement, rest,
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Assessment

Data Collection
Primary data

o

o
o

o

Evaluation

Care Plan Evaluation

* Patient goal/outcome
attainment?

 Continue?

* Revise/adapt?

* Discontinue?

o
o
o

Secondary data
Subjective data

Objective data

Patient interview

Symptoms
Health history

Signs

Physical examination
Laboratory results
Diagnostic test results

Diagnosis

Types of Nursing Diagnoses
* Actual

* Risk

* Health-promotion

Implementation
Interventions
Independent
Dependent
Collaborative care

i Direct
« Indirect
Documentation

NIC
Care Plans

« Clinical pathways
« Protocols

« Standing orders

Planning

Prioritize Nursing Diagnoses
Personalize Care Plans

* Short-term goals (STGs)
* Long-term goals (LTGs)
Outcome Ident {
NOC






OEBPS/images/copyright_ifcopy-002-9780323295574.jpg
Working together
to grow libraries in

#55 BookAd developing countries

wwiw.elsevier.com » www.bookaid.org





OEBPS/images/chp00004_f003-004-9780323295574.jpg





OEBPS/images/chp00003_icon20-9780323295574.jpg





OEBPS/images/chp00005_icon25-9780323295574.jpg





OEBPS/oebps-page-map.xml
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 



OEBPS/images/chp00007_t0020_group0.png
FUNCTIONAL HEALTH PATTERN

FOCUS

Health perception and health management

Patient's perceived level of health
Social habits

Living conditions

Health and safety concems

Nutrition and metabolism

Food consumption
Fluid intake and balance
Tissue integrity

Elimination

Excretory concems
«Bowel
« Urinary

Activity and exercise

Activities of daily living
Exercise and leisure
Cardiac status
Respiratory status
Musculoskeletal status

Cognition and perception

Sensory inactness
Cognitive ability

Level of consciousness
Neurologic function

Sleep and rest

Sleep pattems
Restand relaxation activit
Fatigue levels

Selfperception and selfconcept

Identity
Body innge
Selfworth

Selfesteem

Roles and relationships

Role satisfaction
Role strain
Relationship function or dysfunction

Sexuality and reproduction

Sexudity patterns
Satisfaction with intimacy

Coping and stress tolerance

Coping abilities, stress tolerance
Support system evaluation

Values and beliefs

Values
Spiritual beliefs

Cultural pattems

Influences on decision making
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TYPE OF DATA

SPECIFIC INFORMATION

Demographic data

Name
Address

Telephone mumbers

Age

Birth date

Birthplace

Gender

Masital status

Race

Cultural background or efhnic origin
Spiritual or religious preference

Educational level
Occupation
Chief complaint or current Reason for seeking care
illness Onsetof symptoms
Allergies and sersitivities Medication

Food (e.g, peanuis, eggs)
Environmental agents (e.g., latex; tape, detergents)

Reaction to reported allergens (e.g;, rash, breathing difficulty, nausea, vomiting)
Contrast dye

Medications, vitamins, and
herbal supplements

Immunizations,

Medical history

Prescription
Overdhe-counter medications and herbal remedies
Dosage, frequency, and reason for use

Childhood and adult immunizations
Date of last tuberculin skin fest
Date of st vaccines (e.g., flu, preunvonia, shingles)

Childhood illnesses, accidents, and injuries
Serious or chronic illnesses

Hospitalizations, including obstetric history for female patients
Date of occurrence and current treatment

Surgical history

Type of surgery
Date

Problems with anesthesia
Any complications

Family history

Age and health status of living parents, grandparents, siblings, and children

Age at death and cause of death of deceased immediate fanly members

Genetic diseases or traits, fanilial diseases (e.g., cardiovascular disease, highblood pressure, stroke, blood disorders, cancer, diabetes,
Kidney disease, seizure disorders, drug or alcohol dependencies, mental illness)

Social history

Use of tobacco, alcohol, or recreational drugs
Environmental exposures

Animal exposures and pets

Living arrangement

Safety concems (e.g,, intimate-partner violence, emotional or physical abuse)
Recent domestic or foreign travel

Cultural and spiritual or
religious traditions

Primary language
Dietary restrictions

Religion

Values and beliefs related o health care

Activities of daily living
(ADLs)

Nutition (e.g., meal pre paration, shopping, ty ical 24-hour dietary intake); recent changes in appetite
Caffeine intake

Selfcare activities (e.g,, bathing, dressing, grooming, ambulation)

Physical living environment (e.g., steps, access 1o toileting or sleeping areas, indoor plubing, carpet or rugs)
Use of prosthetics or nobility devices

Leisure and exercise activities

Sleep pattems (e.g,, hours per night, naps, sleep ids)

Cognitive or envtional
status

Cognitive functioning
Personal strengths

Selfesteem

Support system (e.g., family, friend, support groups, professional counseling)






OEBPS/images/chp00006_f005-002-9780323295574.jpg
Assessment
Data Collection
« Demographic information
o Age
o Gender
o Nutritional status
o Socioeconomic factors
« Contributing factors/causes
* Rate of incidence

« Risk factors
Evaluation
Long-Term Goal Attainment : 0
Has childhood obesity P'gg:e‘;:fy e
gﬁ;’;ﬁfy& i « Imbalanced nutrition: more than body requirements
What areas of concern stil e o e
remain? / 5
& * Impaired parenting
Which programs can be « Impaired social interaction
improved or discontinued? e S
What programs need to be 9
funded and continued to
maintain goal attainment? Planning
Long-Term Goals—5-Year Initiative

Implementation

Community Interventions in Collaboration With Health Care
Team Members and Area Businesses and Social Service
Agencies

Reduced-cost gym memberships to encourage
physical activity

Nutrition/cooking classes for parents and children
Counseling for identified population to improve

body image/self-esteem

Parenting classes focused on factors impacting
childhood obesity

Community open gym/dancing classes for

« Increased physical activity in the
target population

* Attendance at community based
nutrition classes

« Improved body image/self-esteem
concerns

* Strong parenting skills

* Increased social interaction

+ Demonstration of improved self-care

NOC Example

* Knowledge: Prescribed activity

children

Personal hygiene/grooming classes
NIC Example

* Exercise promotion
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sonality, socioeconomic
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Perceived
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perceived
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behavioral
change

disease
*

Perceived
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to or
seriousness
of a disease

Perceived threat of
a disease

Likelihood of
behavioral
change

¥

Cues to action: education
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advice from others; or
iliness of family member
or friend
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NANDA-I NURSING DIAGNOSIS LABEL WITH NURSING DIAGNOSIS STATEMENT

NURSING INTERVENTION
CLASSIFICATION (NIC)

ASSOCIATED ACTIVITIES

Hyperthernia telated to (1/t) llness as evidenced by /as manifested by (AEB/AMB) temperature | Tempera ure regulation (3900)

elevation 0f 102.4° F and skin warm to touch

1. Monitor temperature at least q
2hr, as appropriate.

2. Monitor skin color and
temperature.

3. Administer anipy refic
medication, as appropriate.
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Public space

Social space

Personal space
Intimate space

1.5Teet

4 feet

12 feet

25 feet
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Diagnosis
Types of Nursing Diagnoses
* Actual

* Risk
* Health-promotion
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Your values are your ideas about what is most important to you—what you want to live for and the values you want to
live by. Values are the silent forces behind many of your actions and decisions. The goal of “values clarification” is to
become fully conscious of their influence, and to explore and honestly acknowledge what you truly value. You can be
more self-directed and effective when you know which values you choose to keep and live by as an adult, and which
ones will get priority over others. Identify your values by designating them as a 1 (important), a 2 (somewhat
important), or a 3 (not important), and then rank in order your top three 7s. When done, reflect on any lifestyle
changes you might need to make so your lifestyle is more in line with what you value most.

____ Achieving highly
Avoiding boredom

Being a creative person

____ Being a good parent (or child)
____ Being a spiritual person
Being admired

____ Being appreciated
Being comfortable

__ Being competent

Being courageous

Being emotionally stable

_ Being free from pain

_ Being healthy

_ Being independent

__ Being liked

__ Being loved

____ Being married
___ Being physically fit
____ Being popular

___ Being productively busy
___ Being safe physically

____ Being treated fairly
____ Being well-organized
Being with people

____ Enjoying sensual pleasures
____ Fighting injustice
Growing as a person

Having a close family

Having a purpose

_ Having a relationship with God

Having a special partner

Having an important position

_ Having companionship

_ Having deep feelings

Having enjoyable work

_ Having financial security

_ Having fun

Having good friends

_ Having it easy

_ Having peace and quiet

_ Having people’s approval

_ Having pride or dignity

____ Having prized possessions
____ Having self-acceptance
Having self-control

____ Having someone’s help
____ Having things in control
Holding on to what you have

Learning and knowing a lot

_ Living ethically

_ Living life fully

_ Looking good

Loving someone

_ Making a contribution to the

world

_ Making a home

_ Making money

___ Not being taken advantage of

_ Preserving your roots

_ Smelling the flowers

_ Striving for perfection

_ Taking care of others
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KNOWING

[BEING WITH

DOING FOR

[ENABLING

MAINTAINING BELIEF

« Avoiding asurrptions.
« Centering onthe one arsclfor|
« Asesing thormughly
«Scckingces

« Engaging the lfofboth

« Being there
« Conveying ability
« Sharing feclings
« Notburdering

«Comoting
« Anticipating

* Performing competently/skillfully
« Protecting

« Preserving dignity

« nformingfeslaining
«Supportingallowing,

«Focusing

* Generating ltematives/thinking it hrough
= Validating/giving fecdback

* Believing inholding neseem
« Maintsining ahope-flled atitude
«Offering realistic optrriam
«Goingthe distance”
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Diagnosis
Types of Nursing Diagnoses
* Actual

- Risk
« Health-prom
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Novice

« No previous
experience

« Rigid
adherence to
taught rules
or plans

« Little
situational
perception

*No
discretionary
judgement

*Very
beginning of
analytical
decision
making

Advanced

Beginner

* Uses more
sophisticated
rules based on
limited
experience

« Beginning
situational
perception but
still limited

* Analytical
decision making

Competent

« Has been working
for 2 to 3 years

* Uses more
analytical thinking

* Lacks speed and
flexibility

* Now sees actions
at least partly in
terms of longer-
term goals

« Conscious,
deliberate
planning

* Able to see
different
perspectives and
more situational
aspects

« Standardized and
routinized
procedures based
on principles

Proficient

« Uses experiences
to make decisions

* Sees situations
holistically rather
than in terms of
aspects

* Sees what is most
important in a
situation

* Perceives
deviations from
the normal pattern

« Decision making
less labored

* Uses maxims for
guidance, whose
meaning varies
according to the
situation

Expert

« No longer relies
on rules,
guidelines, or
maxims

« Intuitive grasp of
situations based
on deep tacit
understanding

* Analytic
approaches used
only in novel
situations or
when problems
oceur

« Vision of what is
possible
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THEORIST AND [METAPARADIGM
THEORYOR | oo
CONCEPTUAL
FRAMEWORK | CONCEPT NURSING PERSON HEALTH [ENVIRONMENT
(YEAR)

Nightingale Environment Providing freshair, warmth, | Patient who is acted on by nurse and | Maintaining wellbeing by | Foundation of theory;
Environmental qiet, cleanliness, and affected by environment has using a persori's powers included physical,
Theory (1860) proper nuition to facilitate | reparative powers. and control of psychological, and

repanative process. environnent. social.

Paplau Interpersonal A therapeutic, interpersonal | An individual; a developing organism | Tmplies forward movement of | Acknowledgment of the
Theory of process that functions who tries to reduce anviety caused | the personality toward environment and
Interpersonal cooperatively withothers | by needs and lives inunstable creative, constructive, influence of culture and
Relations to muke health possible; equilibrium. productive, personal, and | other factors.

(1952) involves problem solvi comnunity living.

Henderson Helping the patient| Temporarily assisting an ‘The patient as a sum of parts with Being as independent as All external condiions and
Humane and become as individual who lacks the biopsychosocial needs, and the possible withthe 14 basic | influences that afiect life
holistic care independentas | necessary will strength, patientis neither client nor needs. Affected by age, and development
for patients possible andknowledge to satisfy 1 | consumer. culture, and physical,

(1966) ormore of 14 basic needs. intellectual and emotional
factors.

Rogers Integrality, Bothanartanda hunwnistic | A unitary human being is an Rogers defined healfhasan | The environmentis an
Science of resonancy, and | science supported by an “irreducible, indivisible, four- expression of the life “irrechucible, four-
Unitary Human|  helicy; organized body of dinensional energy field.” process. Health and illness | dinensional energy
Beings Model | characterized knowledge arrived at by are part of the same field identified by
(1970) by scientific research and continuum pattern and integral with

nonrepeating logical analysis. the human field”
thythnicities

Roy Adaptation The science and practice that | A biopsychosocial being with a unified | Equilibrium resulting fom | Environment seen as all
Adaptation expands adaptive abilties systeny an adaptive systemin the effective coping anda conditions that shape an
Model (1970) and enhances person and four modes: physiologic-physical, state of becoming individual's behavior.

environment selfconcept-groupidentity, role integrated and whole that
transformation. function, and interdependence. reflects person-
environment mutality.

Orent Selfcare maintains | Meets selfcare needs by Patients require assistance either Structurally and functionally | Components are intemal
SelfCare wholenes acting or doing for, wholly or partally compensatory whole orsound; selfcare | and external; include
Deficit Theory [ theory of self- | guiding, teaching, or supportive-educat deficitoccurs when the environmental factors.
971) care, selfcare | supporting, or providing person cannot carry out

deficit,and the environment to selfcare.
nursing promote patient s ablity.
systens

King Tmportance of the | The nurse and patient mutually | Fiuman beings bring a difforent setof | Dynanic state in the life Constant interaction with a
General inferaction communicate, establish values, ideas, atttudes, and cycle; continuous varioty of
systems between nurses|  goals, and take action to perceptions to exchange. adaptation to stress o environmental factors.
franework and patients attain goals. achieve maximum
(1971) potential for daily living.

Neunan Holistic concepts | Interventions are activated to | The person s a complete systen Prinwrily concemned with | Balance between internal
Systems andopen strengghen lines of defense | physiologic, psychological, effects of stress onhealtty | and external by
Model (1972) | systens and resistance to stressors | sociocultural, developmental, and wellness s equilibrium adjusting o stress and

and nuintain adapiation. spiritual aspects. defending against
tension-producing
stinuli

Pare Man's reality is | A human science and art that | Being who is more than the sumof the | Open process of being and | Energy is exchanged with
Human given meaning | uses anabstract body of parts: reaching beyond the limits becoming; involves the environment.
Becoming fwoughlived | knowledge to serve fhat a person sets and constantly synthesis of value
Theory (1981) | experiences people. transfornss.

Watson
Human Caring.
Theory (1988)

Hunenitarian and
science
orientation to
human caring
processes

Human being to be valued,
cared for, respected,
nurtured, understood, and
assisted.

Complete physical, mental, and social
wellbeing and functioning,

Healing consciousness and
selfhealing.

Caring and society affect
health.
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Medications Conceptual Care Map Lab Values/Diagnostic Test Results.
Furosemide: 80 mg PO BID x 2 Student name Patient Mrs, B_Date __
days for diuresis Age 64 Gender _F_ Room # ___ Admission date 105
CODE Status _Full _ Allergies _NKDA  Braden score 7.5 4.2
Diet 1500 cal renal  Activity Bedrest c/BRP.
Weight Height Religion

95
Admitting Diagnoses/Chief Complaint 34.9%

Potassium: 7.5
Norm: 3.5-5.0 mEq
Blood urea nitrogen (BUN): 105
Norm: 5-20 mg/dL
Creatinine: 4.2
Norm: 0.5-1.3mg/dL
Hemoglobin: 9.5

OEIECANERGED Norm: Women: 12-16 g/dL
IV heploci L forearmi no Assessment Data Hematoott349%
redness or swelling at site; Jorm: Womer %-47%
transparent dressvgg dry and [P: 104 regular, R: 32 labored, B/P: 210/120, Serum albumin: 2.7
e el O, saturation: 92% on 2 lters (L) of oxygen Norm: 3.6-5 5 m/dL.
AV fistula: R forearm; patent Calcium: 7.1
with excellent bruit and thril; Patlent states, || am so short ot breathl” Norm: 8.2-10.2 mg/dL
no redness, swelling, or Chest x-ray: resuls pending

drainage at site

Patient states that she is tired

Patient missed most recent scheduled hemodialysis Treatments
" - treatment due to transportation issues Telemetry
Past Medical/Surgical History VS qaht
Hypertension CBC and chemistry g AM
End-stage renal disease 180
Hemodialysis now and daily x 2 days
Daily weight

1000 mL/day fluid restriction
Bone density x-ray
Routine urinalysis

Primary Nursing Diagnosis Nursing Diagnosis 2 Nursing Diagnosis 3

elated to compromised
renal function

Supporting Data Supporting Data Supporting Data
15 Ib weight gain. Compromised lung function;
bilateral crackles.
3+ pitting edema of both ankles.
Elevated BP and HR.

STG/INOC STG/NOC STG/NOC

Bilateral crackles will no longer be present
following hemodialysis treatment.

NOC: Fluid volume severity (0603)

Crackles (060310)

Interventions/NIC With Rationale Interventions/NIC With Rationale Interventions/NIC With Rationale

1. Weigh daily to measure fluid removal.
2. Limit fluid intake throughout 24-hr periods to
reduce patient thirst while restricting fluid
overload due to inability to excrete urine.

3. Assess lung sounds, dyspnea, and possible
ECG changes to monitor presence of
repiratory and systemic venous overload

4. Monitor pulse and blood pressure to assess
level of fluid overioad.

NIC: Hemodialysis therapy (2100)

Initiate hemodialysis according to protocol.

Rationale Citation/EBP Rationale Citation/EBP Rationale Citation/EBP
Yoost BL, Crawford LR: Fundamentals of
nursing: Active learning for collaborative practice,
St. Louis, 2016, Mosby.

Evaluation Evaluation
Patient continues to experience some shortness
of breath. Minimal crackles audible in bases of
both lungs, immediately following hemodialysis.
Goal unmet. Continue plan of care.
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