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Student Preface


Fundamentals of Nursing provides you with all of the fundamental nursing concepts and skills you will need as a beginning nurse in a visually appealing, easy-to-use format. We know how busy you are and how precious your time is. As you begin your nursing education, it is very important that you have a resource that includes all the information you need to prepare for lectures, classroom activities, clinical assignments, and exams—and nothing more. We’ve written this text to meet all of those needs. This book was designed to help you succeed in this course and prepare you for more advanced study. In addition to the readable writing style and abundance of full-color photographs and drawings, we’ve incorporated numerous features to help you study and learn. We have made it easy for you to pull out important content. Check out the following special learning aids:


Learning Objectives begin each chapter to help you focus on the key information that follows.


Key Terms are listed at the beginning of each chapter and are boldfaced in the text. Page numbers help you quickly find where each term is defined.


Evolve Resources sections detail what electronic resources are available to you for every chapter.
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Evidence-Based Practice boxes summarize the results of a research study and indicate how that research can be applied to nursing practice.
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Cultural Aspects of Care boxes prepare you to care for patients of diverse populations.


Building Competency scenario boxes focus on one of the six QSEN key competencies and provide a short case study and question.
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Focus on Older Adults boxes prepare you to address the special needs of older adults.
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Nursing Assessment Questions boxes help you learn how to properly pose assessment questions when you interview patients.


The unique Critical Thinking Model clearly shows how critical thinking is to be applied during steps of the nursing process to help you provide the best care for your patients.


The 5-step Nursing Process provides a consistent framework for presentation of content in clinical chapters.
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Procedural Guidelines provide streamlined, step-by-step instructions for performing the most basic skills.
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Nursing Care Plans demonstrate how comprehensive a plan of care should be for a patient. Each plan helps you understand the process of assessment, the association of assessment findings with defining characteristics in the formation of nursing diagnoses, the identification of goals and outcomes, selection of nursing interventions, and the process for evaluating care.


Nursing Intervention Classification (NIC) and Nursing Outcomes Classification (NOC) terminologies are used in the care plans to build your knowledge of nursing concepts.


Rationales for each of the interventions in the care plans demonstrate the evidence to support nursing care approaches.
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Evaluation section explains how to evaluate and determine whether patient outcomes have been achieved.


Concept Map figures help you see the connections between your patient’s medical problems and your plan of care.
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Patient Teaching boxes emphasize important information to teach patients.
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Nursing Skills are presented in a clear, two-column format that includes Steps and Rationales to help you learn how and why a skill is performed. Each skill begins with a Safety Guidelines section which will help you focus on safe and effective skill performance.


Video Icons indicate video clips associated with specific skills that are available on the free Evolve Student Resources website.


Delegation Considerations guide you in delegating tasks to assistive personnel.


Equipment lists show specific items needed for each skill.
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Clinical Decisions alert you to important information within a skill to consider to ensure safe and effective patient care.


Clear, close-up photos and illustrations show you how to perform important skill procedures.
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Unexpected Outcomes and Related Interventions identify possible undesired results and provide guidelines for appropriate nursing responses.


Recording and Reporting provides guidelines for what to chart and report with each skill.


Home Care Considerations explain how to adapt skills for the home setting.


Key Points and Clinical Application Questions sections help you review and apply essential content from the chapter.


The Review Questions at the end of each chapter, with the answer key included, help you evaluate learning and prepare for the examination.
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Preface to The Instructor


The nursing profession is always responding to dynamic change and continual challenges. Today nurses need a broad knowledge base from which to provide care. More important, nurses require the ability to know how to apply best evidence in practice to assure the best outcomes for their patients. The role of the nurse includes assuming the lead in preserving nursing practice and demonstrating its contribution to the health care of our nation. Nurses of tomorrow, therefore, need to become critical thinkers, patient advocates, clinical decision makers, and patient educators within a broad spectrum of care services.


The eighth edition of Fundamentals of Nursing was revised to prepare today’s students for the challenges of tomorrow. This textbook is designed for beginning students in all types of professional nursing programs. The comprehensive coverage provides fundamental nursing concepts, skills, and techniques of nursing practice and a firm foundation for more advanced areas of study.


Fundamentals of Nursing provides a contemporary approach to nursing practice, discussing the entire scope of primary, acute, and restorative care. This new edition addresses a number of key current practice issues, including an emphasis on patient-centered care and evidence-based practice. Evidence-based practice is one of the most important initiatives in health care today. The increased focus on applying current evidence in skills and patient care plans helps students understand how the latest research findings should guide their clinical decision making.






Key Features


We have carefully developed this eighth edition with the student in mind. We have designed this text to welcome the new student to nursing, communicate our own love for the profession, and promote learning and understanding. Key features of the text include the following:




• Students will appreciate the clear, engaging writing style. The narrative actually addresses the reader, making this textbook more of an active instructional tool than a passive reference. Students will find that even complex technical and theoretical concepts are presented in a language that is easy to understand.


• Comprehensive coverage and readability of all fundamental nursing content.


• The attractive, functional design will appeal to today’s visual learner. The clear, readable type and bold headings make the content easy to read and follow. Each special element is consistently color-keyed so students can readily identify important information.


• Hundreds of large, clear, full-color photographs and drawings reinforce and clarify key concepts and techniques.


• Nursing process format provides a consistent organizational framework for clinical chapters.


• Learning aids to help students identify, review, and apply important content in each chapter include Objectives, Key Terms, Key Points, Clinical Application Questions, and Review Questions.


• Evolve Resources lists detail the electronic resources available for the student at the beginning of every chapter.


• Covers health promotion, acute and continuing care to address today’s practice in various settings.


• A health promotion/wellness thread is used consistently throughout the text.


• Cultural diversity, care of the older adult, and patient teaching are stressed throughout chapter narratives, as well as highlighted in special boxes.


• Concept Maps included in each clinical chapter show you the association between multiple nursing diagnoses for a patient with a selected medical diagnosis and the relationship between nursing interventions.


• Nursing Care Plans guide students on how to conduct an assessment and analyze the defining characteristics that indicate nursing diagnoses. The plans include NIC and NOC classifications to familiarize students with this important nomenclature. The evaluation sections of the plans show students how to evaluate and then determine the outcomes of care.


• A critical thinking model provides a framework for all clinical chapters, showing how elements of critical thinking, including knowledge, critical thinking attitudes, intellectual and professional standards, and experience, are integrated throughout the nursing process for making clinical decisions.


• More than 55 nursing skills and 25 procedural guidelines are presented. Nursing skills appear in a clear, two-column format with steps and supporting rationales that are often supported with current, evidenced-based research. Procedural guidelines boxes provide more streamlined, step-by-step instructions for performing very basic skills.


• Delegation Considerations guide when it is appropriate to delegate tasks to assistive personnel.


• Unexpected Outcomes and Related Interventions are highlighted within nursing skills to help students anticipate and appropriately respond to possible problems faced while performing skills.


• Video Icons indicate video clips associated with specific skills that are available on the Evolve Student Resources.


• Printed endpapers on the inside back cover provide information on locating specific assets in the book, including Skills, Procedure Guidelines, Nursing Care Plans, and Concept Maps.












New to this Edition







• Safety Guidelines section precedes each skill section. This helps students focus on safe and effective skill performance.


• Skills sections were moved to the end of the chapter for easier use, better text flow, and readability. In-text page callouts and colorful page bleeds help in locating these important sections.


• Ongoing case studies in each clinical chapter introduce “real-world” patients, families, and nurses. The chapter follows the same patient through the Nursing Care Plan, Concept Map, and meets them again in the Clinical Application Questions at the end of the chapter. These help students see how to apply the nursing process, along with critical thinking, to the care of patients. Cases take place in both acute and community settings, and include patients and nurses from a variety of cultural backgrounds.


• Information related to the Quality and Safety Education for Nurses (QSEN) initiative is highlighted by headings that coordinate with the key competencies. Building Competency scenarios for each chapter incorporate one of the six key competencies in QSEN.


• New progressive case study follows the same patient through each of the Nursing Process chapters (Chapters 16-20). This brings to life the framework of the process moving from Assessment, Diagnosis, Planning, Implementation, and Evaluation.


• Includes the latest NANDA 2012-2014 diagnoses for up-to-date content.


• New Skills cover Blood Glucose Monitoring and Patient-Controlled Analgesia.


• Expanded Review Questions in each chapter resulting in an additional 250 questions. Answers are provided with questions and rationales are on Evolve.


• Evidence-Based Practice boxes now include a PICO question, provide a summary of nursing research evidence related to that specific topic, and then explain its implications for nursing practice. These have been updated to reflect current research topics and trends.


• Both Healthy People 2020 and The Joint Commission’s 2011 National Patient Safety Goals are covered in this new edition promoting the importance of current research.


• Chapter 41, Fluid, Electrolyte, and Acid-Base Balance, has been completely rewritten and revised for better understanding of a complex topic.












Learning Supplements for Students







• The Evolve Student Resources are available online at http://evolve.elsevier.com/Potter/fundamentals/ and include the following valuable learning aids organized by chapter:




• Chapter Review Questions from the book in an interactive format! Includes 750 questions to prepare for examinations


• Answers and rationales to Chapter Review Questions


• Answers and rationales to Clinical Application Questions


• Answers and rationales to Building Competency scenario questions


• Video clips highlight common skills


• Animations


• Concept Map Creator included in each clinical chapter


• Case Study with questions


• Audio glossary


• Fluids & Electrolytes Tutorial


• Interactive Learning Activities


• Calculation Tutorial


• Key Term Flashcards


• Printable versions of Chapter Key Points


• Nursing Skills Online reading assignments


• Interactive Skills Performance Checklists are included for each skill in the text


• Three practice quizzes cover all Fundamentals content for further study





• A thorough Study Guide by Geralyn Ochs provides an ideal supplement to help students understand and apply the content of the text. New to this edition is the inclusion of answers in the printed Study Guide. Each chapter includes multiple sections:




• Preliminary Reading includes a chapter assignment from the text.


• Comprehensive Understanding provides a variety of activities to reinforce the topics and main ideas from the text.


• Review Questions are multiple-choice questions that require students to provide rationales for their answers. Answers and rationales are also provided on the Evolve site.


• Clinical chapters include an Application of Critical Thinking Synthesis Model that expands the case study from the chapter’s Care Plan and asks students to develop a step in the synthesis model based on the nurse and patient in the scenario. This helps students learn to apply both content learned and the critical thinking synthesis model.





• The handy Clinical Companion: Just the Facts complements, rather than abbreviates, the textbook. Content is presented in tabular, list, and outline format that equips your students with a concise, portable guide to all the facts and figures they’ll need to know in their early clinical experiences.


• Virtual Clinical Excursions is an exciting workbook and CD-ROM experience that brings learning to life in a virtual hospital setting. The workbook guides students as they care for patients, providing ongoing challenges and learning opportunities. Each lesson in Virtual Clinical Excursions complements the textbook content and provides an environment for students to practice what they are learning. This CD/workbook is available separately or packaged at a special price with the textbook.












Teaching Supplements for Instructors







• The Evolve Instructor Resources (available online at http://evolve.elsevier.com/Potter/fundamentals) are a comprehensive collection of the most important tools instructors need, including the following:




• TEACH for Nurses ties together every chapter resource you need for the most effective class presentations, with sections dedicated to objectives, teaching focus, nursing curriculum standards (including QSEN, BSN Essentials, and Concepts), instructor chapter resources, student chapter resources, answers to chapter questions, and an in-class case study discussion. Teaching strategies include content highlights, student activities, online activities, and large group activities.


• The Test Bank contains a completely new set of more than 1350 questions with text page references and answers coded for NCLEX Client Needs category, nursing process, and cognitive level. Each question was involved in an instructor piloting process to ensure the best possible exam for students. The ExamView software allows instructors to create new tests; edit, add, and delete test questions; sort questions by NCLEX category, cognitive level, nursing process step, and question type; and administer/grade online tests.


• Completely revised PowerPoint Presentations includes over 1500 slides for use in lectures. New to this edition are the inclusion of art within the slides and progressive case studies that include discussion questions and answers.


• The Image Collection contains more than 1100 illustrations from the text for use in lectures.


• Simulation Learning System is an online toolkit that helps instructors and facilitators effectively incorporate medium- to high-fidelity simulation into their nursing curriculum. Detailed patient scenarios promote and enhance the clinical decision-making skills of students at all levels. The system provides detailed instructions for preparation and implementation of the simulation experience, debriefing questions that encourage critical thinking, and learning resources to reinforce student comprehension. Each scenario in Simulation Learning System complements the textbook content and helps bridge the gap between lectures and clinicals. This system provides the perfect environment for students to practice what they are learning in the text for a true-to-life, hands-on learning experience.















Multimedia Supplements for Instructors and Students







• Nursing Skills Online 2.0 contains 18 modules rich with animations, videos, interactive activities, and exercises to help students prepare for their clinical lab experience. The instructionally designed lessons focus on topics that are difficult to master and pose a high risk to the patient if done incorrectly. Lesson quizzes allow students to check their learning curve and review as needed, and the module exams feed out to an instructor grade book. Modules cover Airway Management, Blood Therapy, Bowel Elimination/Ostomy Care, Chest Tubes, Enteral Nutrition, Infection Control, Injections, IV Fluid Administration, IV Fluid Therapy Management, IV Medication Administration, Nonparenteral Medication Administration, Safe Medication Administration, Safety, Specimen Collection, Urinary Catheterization, Vascular Access, Vital Signs, and Wound Care. Available alone or packaged with the text.


• Mosby’s Nursing Video Skills: Basic, Intermediate, Advanced version 3.0 provides 126 skills with overview information covering skill purpose, safety, and delegation guides; equipment lists; preparation procedures; procedure videos with printable step-by-step guidelines; appropriate follow-up care; documentation guidelines; and interactive review questions. Available online, as a student DVD set, or as a networkable DVD set for the institution.
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Unit 1


Nursing and the Health Care Environment






Chapter 1


Nursing Today




Objectives





• Discuss the development of professional nursing roles.


• Describe educational programs available for professional registered nurse education.


• Describe the roles and career opportunities for nurses.


• Discuss the influence of social, political, and economic changes on nursing practices.







Key Terms
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• Review Questions


• Case Study with Questions


• Audio Glossary


• Interactive Learning Activities


• Key Term Flashcards


• Content Updates





Nursing is an art and a science. As a professional nurse you will learn to deliver care artfully with compassion, caring, and respect for each patient’s dignity and personhood. As a science nursing practice is based on a body of knowledge that is continually changing with new discoveries and innovations. When you integrate the science and art of nursing into your practice, the quality of care you provide to your patients is at a level of excellence that benefits patients and their families.


Your opportunities for a nursing career are limitless. There are a variety of career paths, including clinical practice, education, research, management, administration, and even entrepreneurship. As a student it is important for you to understand the scope of nursing practice and how nursing influences the lives of your patients.


The patient is the center of your practice. The patient includes the individual, family, and/or community. Patients have a wide variety of health care needs, experiences, vulnerabilities, and expectations; but this is what makes nursing both challenging and rewarding. Making a difference in your patients’ lives is fulfilling (e.g., helping a dying patient find relief from pain, helping a young mother learn parenting skills, and finding ways for older adults to remain independent in their homes). Nursing offers personal and professional rewards every day. This chapter presents a contemporary view of the evolution of nursing and nursing practice and the historical, practical, social, and political influences on the discipline of nursing.


When giving care, it is essential to provide a specified service according to standards of practice and to follow a code of ethics (American Nurses Association [ANA], 2008, 2010b). Professional practice includes knowledge from social and behavioral sciences, biological and physiological sciences, and nursing theories. In addition, nursing practice incorporates ethical and social values, professional autonomy, and a sense of commitment and community. The American Nurses Association (ANA) defines nursing as 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 (ANA, 2010b). The International Council of Nurses (ICN, 2010) has another definition: 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. Both of these definitions support the prominence and importance that nursing holds in providing safe, patient-centered health care to the global community.


Expert clinical nursing practice is a commitment to the application of knowledge, ethics, aesthetics, and clinical experience. Your ability to interpret clinical situations and make complex decisions is the foundation for your nursing care and the basis for the advancement of nursing practice and the development of nursing science (Benner, 1984; Benner, Tanner, and Chesla, 1997; Benner et al., 2010). Critical thinking skills are essential to nursing (see Chapter 15). When providing nursing care, you need to make clinical judgments and decisions about your patients’ health care needs based on knowledge, experience, and standards of care. Use critical thinking skills and reflections to help you gain and interpret scientific knowledge, integrate knowledge from clinical experiences, and become a lifelong learner (Benner et al., 2010).






Historical Highlights


Nursing has responded and always will respond to the needs of its patients. In times of war the nursing response was to meet the needs of the wounded in combat zones and military hospitals in the United States and abroad. When communities face health care crises such as disease outbreaks or insufficient health care resources, nurses establish community-based immunization and screening programs, treatment clinics, and health promotion activities. Our patients are most vulnerable when they are injured, sick, or dying.


Since the beginning of the profession, nurses have studied and tested new and better ways to help their patients. A classic article described Florence Nightingale’s work during the Crimean War. She studied and implemented methods to improve battlefield sanitation, which ultimately reduced illness, infection, and mortality (Cohen, 1984). Take time to reflect about Nightingale’s actions centuries ago and think about the impact of her actions. She set the stage for using evidence to direct practice.


Today nurses are active in determining the best practices for skin care management, pain control, nutritional management, and care of older adults, to cite just a few examples. Nurse researchers are leaders in expanding knowledge in nursing and other health care disciplines. Their work provides evidence for practice to ensure that nurses have the best available evidence to support their practices (see Chapter 5).


Nursing is a combination of knowledge from the physical sciences, humanities, and social sciences, along with clinical competencies needed for safe, quality patient-centered care (Gugliemi, 2010). It continuously responds and adapts to new challenges. Nurses are in a unique position to refine and shape the future of health care.


Nurses are active in social policy and political arenas. Nurses and their professional organizations lobby for health care legislation to meet the needs of patients, particularly the medically underserved. For example, nurses in communities provide home visits to newborns of high-risk mothers (e.g., adolescent, poorly educated mothers or medically underserved). These visits result in fewer emergency department visits, fewer newborn infections, and reduced infant mortality (Mason et al., 2012).


Knowledge of the history of our profession increases your ability to understand the social and intellectual origins of the discipline. Although it is not practical to describe all of the historical aspects of professional nursing, some of the more significant milestones are described in the following paragraphs.






Florence Nightingale


In Notes on Nursing: What It Is and What It Is Not, Florence Nightingale established the first nursing philosophy based on health maintenance and restoration (Nightingale, 1860). She saw the role of nursing as having “charge of somebody’s health” based on the knowledge of “how to put the body in such a state to be free of disease or to recover from disease” (Nightingale, 1860). During the same year she developed the first organized program for training nurses, the Nightingale Training School for Nurses at St. Thomas’ Hospital in London.


Nightingale was the first practicing nurse epidemiologist (Cohen, 1984). Her statistical analyses connected poor sanitation with cholera and dysentery. She volunteered during the Crimean War in 1853 and traveled the battlefield hospitals at night carrying her lamp; thus she was known as the “lady with the lamp.” The sanitary, nutrition, and basic facilities in the battlefield hospitals were poor at best. Eventually she was given the task to organize and improve the quality of the sanitation facilities. As a result, the mortality rate at the Barracks Hospital in Scutari, Turkey, was reduced from 42.7% to 2.2% in 6 months (Donahue, 2011).









The Civil War to the Beginning of the Twentieth Century


The Civil War (1860 to 1865) stimulated the growth of nursing in the United States. Clara Barton, founder of the American Red Cross, tended soldiers on the battlefields, cleansing their wounds, meeting their basic needs, and comforting them in death. The U.S. Congress ratified the American Red Cross in 1882 after 10 years of lobbying by Barton. Dorothea Lynde Dix, Mary Ann Ball (Mother Bickerdyke), and Harriet Tubman also influenced nursing during the Civil War (Donahue, 2011). As superintendent of the female nurses of the Union Army, Dix organized hospitals, appointed nurses, and oversaw and regulated supplies to the troops. Mother Bickerdyke organized ambulance services and walked abandoned battlefields at night, looking for wounded soldiers. Harriet Tubman was active in the Underground Railroad movement and assisted in leading over 300 slaves to freedom (Donahue, 2011).


The first professionally trained African American nurse was Mary Mahoney. She was concerned with relationships between cultures and races; and as a noted nursing leader she brought forth an awareness of cultural diversity and respect for the individual, regardless of background, race, color, or religion.


Isabel Hampton Robb helped found the Nurses’ Associated Alumnae of the United States and Canada in 1896. This organization became the ANA in 1911. She authored many nursing textbooks, including Nursing: Its Principles and Practice for Hospital and Private Use (1894), Nursing Ethics (1900), and Educational Standards for Nurses (1907) and was one of the original founders of the American Journal of Nursing (AJN) (Donahue, 2011).


Nursing in hospitals expanded in the late nineteenth century. However, nursing in the community did not increase significantly until 1893, when Lillian Wald and Mary Brewster opened the Henry Street Settlement, which focused on the health needs of poor people who lived in tenements in New York City (Donahue, 2011). Nurses working in this settlement were some of the first to demonstrate autonomy in practice because they frequently encountered situations that required quick and innovative problem solving and critical thinking without the supervision or direction of a health care provider.









Twentieth Century


In the early twentieth century a movement toward developing a scientific, research-based defined body of nursing knowledge and practice was evolving. Nurses began to assume expanded and advanced practice roles. Mary Adelaide Nutting was instrumental in the affiliation of nursing education with universities. She became the first professor of nursing at Columbia University Teachers College in 1906 (Donahue, 2011). In addition, the Goldmark Report concluded that nursing education needed increased financial support and suggested that university schools of nursing receive the money.


As nursing education developed, nursing practice also expanded, and the Army and Navy Nurse Corps were established. By the 1920s nursing specialization was developing. Graduate nurse-midwifery programs began; in the last half of the century specialty-nursing organizations were created. Examples of these specialty organizations include the American Association of Critical Care Nurses; Association of Operating Room Nurses (AORN); Emergency Nurses Association (ENA); Infusion Nurses Society (INS); Oncology Nursing Society (ONS); and Wound, Ostomy, Continence Nurses Society (WOCN).









Twenty-First Century


Nursing practice and education continue to evolve to meet the needs of society. In 1990 the ANA established the Center for Ethics and Human Rights (see Chapter 22). The Center provides a forum to address the complex ethical and human rights issues confronting nurses and designs activities and programs to increase ethical competence in nurses (ANA, 2010c).


Today the profession faces multiple challenges. Nurses and nurse educators are revising nursing practice and school curricula to meet the ever-changing needs of society, including bioterrorism, emerging infections, and disaster management. Advances in technology and informatics (see Chapter 26), the high acuity level of care of hospitalized patients, and early discharge from health care institutions require nurses in all settings to have a strong and current knowledge base from which to practice. In addition, nursing and the Robert Wood Johnson Foundation are taking a leadership role in developing standards and policies for end-of-life care through the Last Acts Campaign (see Chapter 36). The End-of-Life Nursing Education Consortium (ELNEC) offered collaboratively by the American Association of Colleges of Nursing (AACN) and the City of Hope Medical Center has brought end-of-life care and practices into nursing curricula and professional continuing-education programs for practicing nurses (Tilden and Thompson, 2009).












Influences on Nursing


Multiple external forces affect nursing, including demographic changes of the population, human rights, increasing numbers of medically underserved, and the threat of bioterrorism.






Health Care Reform


Health care reform not only affects how health care is paid for but how it is delivered. There will be greater emphasis on health promotion, disease prevention, and illness management in the future. This model impacts the delivery of nursing care. More services will be in community-based care settings. As a result, more nurses will be needed to practice in community care centers, schools, and senior centers. This will require nurses to be more adept at assessing for resources, service gaps, and how the patient adapts to returning to the community. Nursing must respond to such changes by exploring new methods to provide care, changing nursing education, and revising practice standards (O’Neil, 2009).









Demographic Changes


The U.S. Census Bureau (2008a) predicts that between 2010 and 2050 there will be a steady rise in the population. This change alone requires expanded health care resources. Add to the population change a steady increase in the population of people 65 years and older (U.S. Census Bureau, 2008b). To effectively meet all the health care needs of the expanding and aging population, changes need to occur as to how care is provided, especially in the area of public health, to address health care reform and meet the needs of the changing population. The population is still shifting from rural areas to urban centers, and more people are living with chronic and long-term illness (Presley, 2010). Not only are there expansions of outpatient settings, but more and more people want to receive outpatient and community-based care and remain in their homes or community (see Chapters 2 and 3).









Medically Underserved


The rising rates of unemployment, underemployment and low-paying jobs, mental illness, and homelessness and rising health care costs all contribute to increases in the medically underserved population. Caring for the medically underserved population is a global issue; the social, political, and economic factors of a country affect both access to care and resources to provide and pay for these services (Huicho et al., 2010). In the United States some of the medically underserved population are poor and on Medicaid. Others are part of the working poor (i.e., they cannot afford their own insurance, but they make too much money to qualify for Medicaid and as a result do not receive any health care). In addition, the number of underserved patients who require home-based palliative care services is increasing. This is a group of patients whose physical status does not improve and heath care needs increase. As a result, the cost for home-based care continues to rise, to the point that some patients opt out of all palliative services because of costs (Fernandes et al., 2010). Today nurses and schools of nursing are developing partnerships to improve health outcomes in underserved communities. Nurses work in these community-based settings providing health promotion and disease prevention to the homeless, mentally ill, and others who have limited access to health care or who lack health care insurance (McCann, 2010).









Threat of Bioterrorism


The world is a changing place; the threats of bioterrorism are continuous. Many health care agencies, schools, and communities have educational programs to prepare for nuclear, chemical, or biological attack. Nurses are active in disaster preparedness. The ICN works alongside national nursing associations to determine how to best educate and prepare nurses for future disasters (Robinson, 2010). For example, public health emergency simulation exercises allow nurses and students to work with community disaster-preparedness groups and hospitals to determine what specific nursing activities are needed (Morrison and Catanzaro, 2010). These activities sometimes range from participation in vaccine research, decontamination in the event of biological attack, and triage for mass casualty to crisis response units. If a disaster were to occur, nurses would be essential in evaluating the strengths and weaknesses of any disaster plan.









Rising Health Care Costs


Skyrocketing health care costs present challenges to the profession, consumer, and the health care delivery system. As a nurse you are responsible for providing the patient with the best-quality care in an efficient and economically sound manner. The challenge is to use health care and patient resources wisely. Chapter 2 summarizes reasons for the rise in health care costs and its implications for nursing.









Nursing Shortage


There is an ongoing global nursing shortage, which results from insufficient qualified registered nurses (RNs) to fill vacant positions and the loss of qualified RNs to other professions (Flinkman et al., 2010). This shortage affects all aspects of nursing such as patient care, administration, and nursing education (Tanner and Bellack, 2010), but it also represents challenges and opportunities for the profession. Many health care dollars are invested in strategies aimed at recruiting a well-educated, critically thinking, motivated, and dedicated nursing workforce (Benner et al., 2010). There is a direct link between registered nurses’ care and positive patient outcomes, reduced complication rates, and a more rapid return of the patient to an optimal functional status (Aiken, 2010; Lucero et al., 2009).


Professional nursing organizations predict that there will continue to be a diminishing pipeline of RNs in the future (AACN, 2008b; Aiken, 2010). Like it or not, the nursing shortage affects the needs of the consumer (Block and Sredl, 2006). With fewer nurses in the workplace, it is important for you to learn to use your patient contact time efficiently and professionally. Time management, therapeutic communication, patient education, and compassionate implementation of psychomotor skills are just a few of the essential skills you need. Most important, your patients leave the health care setting with a positive image of nursing and a feeling that they received quality care. In a rapid-discharge and high-tech health care environment nurses need to relate to their patients on a human, caring level (Manthey, 2008). Your patient should never feel rushed or that he or she was unimportant. If a certain aspect of patient care requires 15 minutes of contact, it will take the same time to deliver the care in an organized manner as it would in a rushed, harried manner.












Nursing as a Profession


Nursing is not simply a collection of specific skills, and you are not simply a person trained to perform specific tasks. Nursing is a profession. No one factor absolutely differentiates a job from a profession, but the difference is important in terms of how you practice. To act professionally you administer quality patient-centered care in a safe, conscientious, and knowledgeable manner. You are responsible and accountable to yourself and your patients and peers. A profession has the following primary characteristics:




• It requires a basic liberal foundation and an extended education of its members.


• It has a theoretical body of knowledge leading to defined skills, abilities, and norms.


• It provides a specific service.


• Members of a profession have autonomy in decision making and practice.


• The profession as a whole has a code of ethics for practice.









Scope and Standards of Practice


Since 1960 the ANA has engaged in documenting the scope of nursing and developing standards of practice (ANA, 2010b). Within this document are the Standards of Practice and Standards of Professional Performance. It is important that you know and apply these standards in your practice. The document is usually available in most schools of nursing and practice settings. The goal of this document is to improve the health and well-being of all individuals, communities, and populations through the significant and visible contributions of registered nursing using standard-based practice (ANA, 2010b).






Standards of Practice


The Standards of Practice describe a competent level of nursing care (Box 1-1). The levels of care are demonstrated by the critical thinking model known as the nursing process: assessment, diagnosis, outcomes identification and planning, implementation, and evaluation (ANA, 2010b). The nursing process is the foundation of clinical decision making and includes all significant actions taken by nurses in providing care to patients (see Unit 3).





Box 1-1


ANA Standards of Nursing Practice







1. Assessment: The registered nurse collects comprehensive data pertinent to the patient’s health and/or the situation.


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


3. Outcomes Identification: The registered nurse identifies expected outcomes for a plan individualized to the patient or the situation.


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


5. Implementation: The registered nurse implements the identified plan.


5a. Coordination of Care: The registered nurse coordinates care delivery.


5b. Health Teaching and Health Promotion: The registered nurse uses strategies to promote health and a safe environment.


5c. Consultation: The graduate level–prepared specialty nurse or advanced practice registered nurse provides consultation to influence the identified plan, enhance the abilities of others, and effect change.


5d. Prescriptive authority and treatment: The advanced practice registered nurse uses prescriptive authority, procedures, referrals, treatment, and therapies in accordance with state and federal laws and regulations.


6. Evaluation: The registered nurse evaluates progress toward attainment of outcomes.
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Standards of Professional Performance


The ANA Standards of Professional Performance (Box 1-2) describe a competent level of behavior in the professional role (ANA, 2010b). These standards provide objective guidelines for nurses to be accountable for their actions, their patients, and their peers. The standards provide a method to assure patients that they are receiving high-quality care, that the nurses know exactly what is necessary to provide nursing care, and that measures are in place to determine whether care meets the standards.





Box 1-2


ANA Standards of Professional Performance







7. Ethics: The registered nurse practices ethically.


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


9. Evidence-Based Practice and Research: The registered nurse integrates evidence and research findings into practice.


10. Quality of Practice: The registered nurse contributes to quality nursing practice.


11. Communication: The registered nurse communicates effectively in all areas of practice.


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


13. Collaboration: The registered nurse collaborates with health care consumer, family, and others in the conduct of nursing practice.


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


15. Resources: The registered nurse uses appropriate resources to plan and provide nursing services that are safe, effective, and financially responsible.


16. Environmental Health: The registered nurse practices in an environmentally safe and healthy manner.
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Code of Ethics


The code of ethics is the philosophical ideals of right and wrong that define the principles you will use to provide care to your patients. It is important for you to also incorporate your own values and ethics into your practice. As you incorporate these values, you explore what type of nurse you will be and how you will function within the discipline (ANA, 2008, 2010c). Ask yourself: how do your ethics, values, and practice compare with established standards? The ANA has a number of publications that address ethics and human rights in nursing. The Code of Ethics for Nurses with Interpretive Statements is a guide for carrying out nursing responsibilities that provide quality nursing care; it also outlines the ethical obligations of the profession (ANA, 2008). Chapter 22 provides a review of the nursing code of ethics and ethical principles for everyday practice.















Nursing Education


Nursing requires a significant amount of formal education. The issues of standardization of nursing education and entry into practice remain a major controversy. In 1965 the ANA published a position paper on nursing education that emphasizes the role of education for the advancement of the science of the profession (ANA, 1965). Most nurses agree that nursing education is important to practice and that education needs to respond to changes in health care created by scientific and technological advances. There are various education preparations for an individual intending to be an RN. In addition, there is graduate nurse education and continuing and in-service education for practicing nurses.






Professional Registered Nurse Education


Currently in the United States the most frequent way to become a registered nurse (RN) is either through completion of an associate or baccalaureate degree program. Graduates of both programs are eligible to take the National Council Licensure Examination for Registered Nurses (NCLEX-RN®) to become RNs in the state in which they will practice.


The associate degree program in the United States is a 2-year program that is usually offered by a university or community college. This program focuses on the basic sciences and theoretical and clinical courses related to the practice of nursing.


The baccalaureate degree program usually includes 4 years of study in a college or university. The program focuses on the basic sciences; theoretical and clinical courses; and courses in the social sciences, arts, and humanities to support nursing theory. In Canada the degree of Bachelor of Science in Nursing (BScN) or Bachelor in Nursing (BN) is equivalent to the degree of Bachelor of Science in Nursing (BSN) in the United States. The Essentials of Baccalaureate Education for Professional Nursing (AACN, 2008a) delineates essential knowledge, practice and values, attitudes, personal qualities, and professional behavior for the baccalaureate-prepared nurse and guides faculty on the structure and evaluation of the curriculum. The National League for Nursing Accreditation Council (NLNAC) published the NLNAC Standards and Criteria Baccalaureate Programs in Nursing—2008. This document identifies core competencies for the professional nurse and supports the Pew Health Commission and the competencies of the Institute of Medicine (IOM) for health professionals (NLNAC, 2008). In addition, one of the IOM’s recommendations is that 80% of nurses be prepared with a baccalaureate in nursing by 2020 (IOM, 2010) (see Chapter 2).









Graduate Education


After obtaining a baccalaureate degree in nursing, you can pursue graduate education leading to a master’s or doctoral degree in any number of graduate fields, including nursing. A nurse completing a graduate program can receive a master’s degree in nursing. The graduate degree provides the advanced clinician with strong skills in nursing science and theory, with emphasis on the basic sciences and research-based clinical practice. A master’s degree in nursing is important for the roles of nurse educator and nurse administrator, and it is required for an advanced practice registered nurse (APRN).






Doctoral Preparation


Professional doctoral programs in nursing (DSN or DNSc) prepare graduates to apply research findings to clinical nursing. Other doctoral programs emphasize more basic research and theory and award the research-oriented Doctor of Philosophy (PhD) in nursing. Recently the AACN recommended the Doctor of Nursing Practice (DNP) as the terminal practice degree and required preparation for all APRNs by 2015 (Chase and Pruitt, 2006). The DNP is a practice-focused doctorate. It provides skills in obtaining expanded knowledge through the formulation and interpretations of evidence-based practice (Chism, 2010).


The need for nurses with doctoral degrees is increasing. Expanding clinical roles and continuing demand for well-educated nursing faculty, nurse administrators, and APRNs in the clinical settings and new areas of nursing specialties such as nursing informatics are just a few reasons for increasing the number of doctorally prepared nurses.












Continuing and In-Service Education


Nursing is a knowledge-based profession, and technological expertise and clinical decision making are qualities that our health care consumers demand and expect. Continuing education programs are one way to promote and maintain current nursing skills, gain new knowledge and theory, and obtain new skills reflecting the changes in the health care delivery system (Hale et al., 2010). Continuing education involves formal, organized educational programs offered by universities, hospitals, state nurses associations, professional nursing organizations, and educational and health care institutions. An example is a program on caring for older adults with dementia offered by a university or a program on safe medication practices offered by a hospital. Continuing education updates your knowledge about the latest research and practice developments, helps you to specialize in a particular area of practice, and teaches you new skills and techniques (Hale et al., 2010).


In-service education programs are instruction or training provided by a health care agency or institution. An in-service program is held in the institution and is designed to increase the knowledge, skills, and competencies of nurses and other health care professionals employed by the institution. Often in-service programs are focused on new technologies such as how to correctly use the newest safety syringes. Many in-service programs are designed to fulfill required competencies of an organization. For example, a hospital might offer an in-service program on safe principles for administering chemotherapy or a program on cultural sensitivity.












Nursing Practice


You will have an opportunity to practice in a variety of settings, in many roles within those settings, and with caregivers in other related health professions. Administrators in health care agencies and institutions guide the practice of nursing only in part. State and provincial Nurse Practice Acts (NPAs) establish specific legal regulations for practice, and professional organizations establish standards of practice as criteria for nursing care. The ANA is concerned with legal aspects of nursing practice, public recognition of the significance of nursing practice to health care, and implications for nursing practice regarding trends in health care. The ANA definition of nursing illustrates the consistent orientation of nurses to providing care to promote the well-being of their patients individually or in groups and communities (ANA, 2010a).






Nurse Practice Acts


In the United States the State Boards of Nursing oversee NPAs. NPAs regulate the scope of nursing practice and protect public health, safety, and welfare. This protection includes shielding the public from unqualified and unsafe nurses. Although each state defines for itself the scope of nursing practice, most have similar NPAs. The definition of nursing practice published by the ANA is representative of the scope of nursing practice as defined in most states. However, in the last decade many states have revised their NPAs to reflect the growing autonomy of nursing and the expanded roles of nurses in practice. For example, NPAs expanded their scope to include minimum education requirements, required certifications, and practice guidelines for APRNs such as nurse practitioners and certified RN anesthetists. The expansion of scope of practice includes skills unique to the advanced practice role (e.g., advanced assessment, prescriptive authority for certain medications and diagnostic procedures, and some invasive procedures).









Licensure and Certification





Licensure


In the United States RN candidates must pass the NCLEX-RN® examination administered by the individual State Boards of Nursing. Regardless of educational preparation, the examination for RN licensure is exactly the same in every state in the United States. This provides a standardized minimum knowledge base for nurses.









Certification


Beyond the NCLEX-RN®, the nurse may choose to work toward certification in a specific area of nursing practice. Minimum practice requirements are set, based on the certification the nurse seeks. National nursing organizations such as the ANA have many types of certification to enhance your career such as certification in medical surgical or geriatric nursing. After passing the initial examination, you maintain your certification by ongoing continuing education and clinical or administrative practice.












Science and Art of Nursing Practice


Because nursing is both an art and a science, nursing practice requires a blend of the most current knowledge and practice standards with an insightful and compassionate approach to patient care. Your patients’ health care needs are multidimensional. Thus your care will reflect the needs and values of society and professional standards of care and performance, meet the needs of each patient, and integrate evidence-based findings to provide the highest level of care. Nursing has a specific body of knowledge; however, it is essential that you socialize within the profession and practice to fully understand and apply the nursing knowledge base and develop professional expertise. Clinical expertise takes time and commitment. According to Benner et al. (2010), an expert nurse passes through five levels of proficiency when acquiring and developing generalist or specialized nursing skills (Box 1-3).





Box 1-3


Benner: From Novice to Expert







Novice: Beginning nursing student or any nurse entering a situation in which there is no previous level of experience (e.g., an experienced operating room nurse chooses to now practice in home health). The learner learns via a specific set of rules or procedures, which are usually stepwise and linear.


Advanced Beginner: A nurse who has had some level of experience with the situation. This experience may only be observational in nature, but the nurse is able to identify meaningful aspects or principles of nursing care.


Competent: A nurse who has been in the same clinical position for 2 to 3 years. This nurse understands the organization and specific care required by the type of patients (e.g., surgical, oncology, or orthopedic patients). This nurse is a competent practitioner who is able to anticipate nursing care and establish long-range goals. In this phase the nurse has usually had experience with all types of psychomotor skills required by this specific group of patients.


Proficient: A nurse with more than 2 to 3 years of experience in the same clinical position. This nurse perceives a patient’s clinical situation as a whole, is able to assess an entire situation, and can readily transfer knowledge gained from multiple previous experiences to a situation. This nurse focuses on managing care as opposed to managing and performing skills.


Expert: A nurse with diverse experience who has an intuitive grasp of an existing or potential clinical problem. This nurse is able to zero in on the problem and focus on multiple dimensions of the situation. He or she is skilled at identifying both patient-centered problems and problems related to the health care system or perhaps the needs of the novice nurse.





Data from Benner P: From novice to expert: excellence and power in clinical nursing practice, Menlo Park, Calif, 1984, Addison-Wesley.





Use the competencies of critical thinking in your practice. This includes integrating knowledge from basic science and nursing knowledge bases, applying knowledge from past and present experiences, applying critical thinking attitudes to a clinical situation, and implementing intellectual and professional standards (see Chapter 15). When you provide well–thought out care with compassion and caring, you provide each of your patients the best of the science and art of nursing care (see Chapter 7).












Professional Responsibilities and Roles


As a nurse, you are responsible for obtaining and maintaining specific knowledge and skills for a variety of professional roles and responsibilities. Nurses provide care and comfort for patients in all health care settings. Nurses’ concern for meeting the patient’s needs remains the same whether care focuses on health promotion and illness prevention, disease and symptom management, family support, or end-of-life care.






Autonomy and Accountability


Autonomy is an essential element of professional nursing that involves the initiation of independent nursing interventions without medical orders. For example, you independently implement coughing and deep-breathing exercises for a patient who recently had surgery. You actively collaborate with other health professionals to pursue the best treatment plan for a patient. With increased autonomy comes greater responsibility and accountability. Accountability means that you are responsible, professionally and legally, for the type and quality of nursing care provided. You need to keep current and competent in nursing and scientific knowledge and technical skills. The nursing profession also regulates accountability through nursing audits and standards of practice.









Caregiver


As caregiver, you help patients maintain and regain health, manage disease and symptoms, and attain a maximal level function and independence through the healing process. You provide healing through both physical and interpersonal skills. Healing involves more than achieving improved physical well-being. You need to meet all health care needs of the patient by providing measures that restore a patient’s emotional, spiritual, and social well-being. As a caregiver, you help the patient and family set goals and assist them with meeting these goals with minimal financial cost, time, and energy.









Advocate


As a patient advocate, you protect your patient’s human and legal rights and provide assistance in asserting these rights if the need arises. As an advocate you act on behalf of your patient and secure your patient’s health care rights and stand up for them (Hanks, 2010). For example, you provide additional information to help a patient decide whether or not to accept a treatment, or you find an interpreter to help family members communicate their concerns. You sometimes need to defend patients’ rights in a general way by speaking out against policies or actions that put patients in danger or conflict with their rights.









Educator


As an educator you explain concepts and facts about health, describe the reason for routine care activities, demonstrate procedures such as self-care activities, reinforce learning or patient behavior, and evaluate the patient’s progress in learning. Some of your patient teaching is unplanned and informal. For example, during a casual conversation you respond to questions about the reason for an intravenous infusion, a health issue such as smoking cessation, or necessary lifestyle changes. Other teaching activities are planned and more formal such as when you teach your patient to self-administer insulin injections. Always use teaching methods that match your patient’s capabilities and needs and incorporate other resources such as the family in teaching plans (see Chapter 25).









Communicator


Your effectiveness as a communicator is central to the nurse-patient relationship. It allows you to know your patients, including their strengths and weaknesses, and their needs. Communication is essential for all nursing roles and activities. You will routinely communicate with patients and families, other nurses and health care professionals, resource persons, and the community. Without clear communication, it is impossible to give comfort and emotional support, give care effectively, make decisions with patients and families, protect patients from threats to well-being, coordinate and manage patient care, assist the patient in rehabilitation, or provide patient education. The quality of communication is a critical factor in meeting the needs of individuals, families, and communities (see Chapter 24).









Manager


Today’s health care environment is fast paced and complex. Nurse managers need to establish an environment for collaborative patient-centered care to provide safe, quality care with positive patient outcomes. A manager coordinates the activities of members of the nursing staff in delivering nursing care and has personnel, policy, and budgetary responsibility for a specific nursing unit or agency. The manager uses appropriate leadership styles to create a nursing environment for the patients and staff that reflect the mission and values of the health care organization (see Chapter 21).









Career Development


Innovations in health care, expanding health care systems and practice settings, and the increasing needs of patients have been stimuli for new nursing roles. Today the majority of nurses practice in hospital settings, followed by community-based care, ambulatory care, and nursing homes/extended care settings.


Nursing provides an opportunity for you to commit to lifelong learning and career development to provide patients the state-of-the-art care they need. Career roles are specific employment positions or paths. Because of increasing educational opportunities for nurses, the growth of nursing as a profession, and a greater concern for job enrichment, the nursing profession offers expanded roles and different kinds of career opportunities. Your career path is limitless. You will probably switch career roles more than once. Take advantage of the different clinical practice and professional opportunities. These career opportunities include APRNs, nurse researchers, nurse risk managers, quality improvement nurses, consultants, and even business owners.






Provider of Care


Most nurses provide direct patient care in an acute care setting. As health care returns to the home care setting, there are increased opportunities for you to provide direct care in the patient’s home or community. Use the nursing process and critical thinking skills to provide care that is both restorative and curative. Educate your patients and families to promote health maintenance and self-care. In collaboration with other health care team members, focus your care on returning the patient to his or her home at an optimal functional status.


In the hospital you may choose to practice in a medical-surgical setting or concentrate on a specific area of specialty practice such as pediatrics, critical care, or emergency care. Most specialty care areas require some experience as a medical-surgical nurse and additional continuing or in-service education. Many intensive care unit and emergency department nurses are required to have certification in advanced cardiac life support and critical care, emergency nursing, or trauma nursing.









Advanced Practice Registered Nurses


The advanced practice registered nurse (APRN) is the most independently functioning nurse. An APRN has a master’s degree in nursing; advanced education in pathophysiology, pharmacology, and physical assessment; and certification and expertise in a specialized area of practice (APRN, 2008). There are four core roles for the APRN: clinical nurse specialist (CNS), certified nurse practitioner (CNP), certified nurse midwife (CNM), and certified RN anesthetist (CRNA). The educational preparation for the four roles is in at least one of the following six populations: adult-gerontology, pediatrics, neonatology, women’s health/gender related, family/individual across life span, and psychiatric mental health (APRN, 2008). APRNs function as a clinician, educator, case manager, consultant, and researcher within his or her area of practice to plan or improve the quality of nursing care for the patient and family.





Clinical Nurse Specialist: The clinical nurse specialist (CNS) is an APRN who is an expert clinician in a specialized area of practice (Fig. 1-1). The specialty may be identified by a population (e.g., geriatrics), a setting (e.g., critical care), a disease specialty (e.g., diabetes), a type of care (e.g., rehabilitation), or a type of problem (e.g., pain) (National CNS Competency Task Force, 2010). The CNS practice is in all health care settings.
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FIG. 1-1 Nurse specialist consults on a difficult patient case.











Nurse Practitioner: The nurse practitioner (NP) is an APRN who provides health care to a group of patients, usually in an outpatient, ambulatory care, or community-based setting. NPs provide care for patients with complex problems and a more holistic approach than physicians. The NP provides comprehensive care, directly managing the medical care of patients who are healthy or who have chronic conditions. A significant percentage of primary care visits by patients result from health-related problems that extend beyond the boundaries of medicine and demand the expertise of a nurse. The NP is able to establish a collaborative provider-patient relationship, working with a specific group of patients or with patients of all ages and health care needs. The major NP categories are acute care, adult, family, pediatric, women’s, psychiatric mental health, and geriatric. An NP has the knowledge and skills necessary to detect and manage self-limiting acute and chronic stable medical conditions such as asthma, diabetes mellitus, and hypertension.








Certified Nurse-Midwife: A certified nurse-midwife (CNM) is an APRN who is also educated in midwifery and is certified by the American College of Nurse-Midwives. The practice of nurse-midwifery involves providing independent care for women during normal pregnancy, labor, and delivery and care for the newborn. It includes some gynecological services such as routine Papanicolaou (Pap) smears, family planning, and treatment for minor vaginal infections. A CNM practices with a health care agency that provides medical consultation, collaborative management, and referral.








Certified Registered Nurse Anesthetist: A certified registered nurse anesthetist (CRNA) is an APRN with advanced education in a nurse anesthesia accredited program. Nurse anesthetists provide surgical anesthesia under the guidance and supervision of an anesthesiologist, who is a physician with advanced knowledge of surgical anesthesia.












Nurse Educator


A nurse educator works primarily in schools of nursing, staff development departments of health care agencies, and patient education departments. Nurse educators need experience in clinical practice to provide them with practical skills and theoretical knowledge. A faculty member in a school of nursing educates students to become professional nurses. Nursing faculty members are responsible for teaching current nursing practice, trends, theory, and necessary skills in laboratories and clinical settings. Nurse educators in schools of nursing usually have graduate degrees in nursing and additional education. Many hold doctorate or advanced degrees in nursing, education, or administration such as a master’s degree in business administration (MBA). Generally they have a specific clinical, administrative, or research specialty and advanced clinical experience.


Nurse educators in staff development departments of health care institutions provide educational programs for nurses within their institution. These programs include orientation of new personnel, critical care nursing courses, assisting with clinical skill competency, safety training, and instruction about new equipment or procedures. These nursing educators often participate in the development of nursing policies and procedures.


The primary focus of the nurse educator in the patient education department of an agency is to teach patients who are ill or disabled and their families how to self-manage their illness or disability. These nurse educators are usually specialized and certified such as a certified diabetes educator (CDE) or an ostomy care nurse and see only a specific population of patients.









Nurse Administrator


A nurse administrator manages patient care and the delivery of specific nursing services within a health care agency. Nursing administration begins with positions such as the assistant nurse manager. Experience and additional education sometimes lead to a middle-management position such as nurse manager of a specific patient care area or house supervisor or to an upper-management position such as assistant or associate director or director of nursing services.


Nurse manager positions usually require at least a baccalaureate degree in nursing, and director and nurse executive positions generally require a master’s degree. Chief nurse executive and vice president positions in large health care organizations often require preparation at the doctoral level. Nurse administrators often have advanced degrees such as an MBA or a master’s degree in hospital administration (MHA), public health (MPH), or health service administration.


In today’s health care organizations directors may have responsibility for more than nursing units. Often directors manage a particular service or product line such as medicine or cardiology. Management of a service line often includes directing supportive functions and the health care personnel within areas such as medicine clinics, diagnostic departments, or outpatient.


Vice presidents of nursing or chief nurse executives often have responsibilities for all clinical functions within the hospital. This may include all ancillary personnel who provide and support patient care services. The nurse administrator needs to be skilled in business and management and understand all aspects of nursing and patient care. Functions of administrators include budgeting, staffing, strategic planning of programs and services, employee evaluation, and employee development.









Nurse Researcher


The nurse researcher investigates problems to improve nursing care and further define and expand the scope of nursing practice (see Chapter 5). The nurse researcher often works in an academic setting, hospital, or independent professional or community service agency. The preferred educational requirement is a doctoral degree, with at least a master’s degree in nursing.















Professional Nursing Organizations


A professional organization deals with issues of concern to those practicing in the profession. In North America the major professional nursing organizations are the National League for Nursing (NLN) and the ANA. The NLN advances excellence in nursing education to prepare nurses to meet the needs of a diverse population in a changing health care environment. The NLN (2008) sets standards for excellence and innovation in nursing education.


The purpose of the ANA is to improve standards of health and the availability of health care, to foster high standards for nursing, and to promote the professional development and general and economic welfare of nurses. The ANA is part of the International Council of Nurses (ICN). The objectives of the ICN parallel those of the ANA: promoting national associations of nurses, improving standards of nursing practice, seeking a higher status for nurses, and providing an international power base for nurses.


The ANA is active in political, professional, and financial issues affecting health care and the nursing profession. It is a strong lobbyist in professional practice issues such as limits of overtime hours. For example, ANA extensively lobbied state legislatures to restrict the length of overtime any one nurse’s shift can be extended. When nurses’ shifts last longer than 12 to 16 hours, both the patient’s and nurse’s safety is at risk. The risk for treatment errors and nurse injury is increased when the nurse’s workday is extended.


Nursing students take part in organizations such as the National Student Nurses Association (NSNA) in the United States and the Canadian Student Nurses Association (CSNA) in Canada. These organizations consider issues of importance to nursing students such as career development and preparation for licensing. The NSNA often cooperates in activities and programs with the professional organizations.


Some professional organizations focus on specific areas such as critical care, nursing administration, nursing research, or nurse-midwifery. These organizations seek to improve the standards of practice, expand nursing roles, and foster the welfare of nurses within the specialty areas. In addition, professional organizations present educational programs and publish journals.









Trends in Nursing


Nursing is a dynamic profession that grows and evolves as society and lifestyles change, as health care priorities and technologies change, and as nurses themselves change. The current philosophies and definitions of nursing have a holistic focus, which addresses the needs of the whole person in all dimensions, in health and illness, and in interaction with the family and community. In addition, there continues to be an increasing awareness for patient safety in all care settings.






Quality and Safety Education for Nurses


The Robert Wood Johnson Foundation sponsored the Quality and Safety Education for Nurses (QSEN) initiative to respond to reports about safety and quality patient care by the IOM (Barton et al., 2009). QSEN addresses the challenge to prepare nurses with the competencies needed to continuously improve the quality of care in their work environments (Table 1-1). The QSEN initiative encompasses the competencies of: patient-centered care, teamwork and collaboration, evidence-based practice, quality improvement, safety, and informatics (Cronenwett et al., 2007). For each competency there are targeted knowledge, skills, and attitudes (KSAs). The KSAs are elements that are integrated in a nursing prelicensure program (Jarzemsky et al., 2010). As you gain experience in clinical practice, you will encounter situations in which your education helps you to make a difference in improving patient care (Box 1-4).





Box 1-4   Evidence-Based Practice


Safety Competencies and Patient-Centered Care


PICO Question: What is the impact of communication strategies in developing competency in teamwork and collaboration in new graduates?





 Evidence Summary


Patient care needs are increasingly complex, and this trend is expected to continue well into the future. The American Association of Colleges of Nursing (AACN, 2008a) endorsed a new set of guidelines, which parallel the QSEN competencies, to direct the preparation of baccalaureate nurses to provide safe, high-quality patient care (Barton et al., 2009). Collaboration and teamwork are essential competencies in delivering safe, effective patient-centered care.


Students need more than classroom and clinical experiences to understand the intricacies of effective teamwork and collaboration (Sullivan et al., 2009). They need to be able to practice teamwork in safe, clinical simulations. For teamwork and collaboration to be successful, there must be strong and clear communication between and among all health care professions. Adverse events, omission of care, and confusion are serious events in today’s health care environments. Inaccurate communication among health care providers leads to serious events (Manojlovich and DeCicco, 2007). Teaching effective communication strategies across the disciplines is an effective method to help bridge this gap (Robinson et al., 2010).








 Application to Nursing Practice




• Communicate with clarity and precision when designing multidisciplinary plans of care (Robinson et al., 2010).


• Seek out the skills and expertise of other disciplines.


• Develop a culture of mutual respect for all disciplines and professionals within the discipline (Manojilovich and DeCicco, 2007).


• Recognize that electronic communication may be quick, but in some situations it may not be effective (Robinson et al., 2010). When patient care issues are at stake, a focused, well-organized interdisciplinary meeting is more effective than a series of “round-robin” e-mails.


• It usually takes the same amount of time to communicate and collaborate ineffectively as it does to do it effectively.













TABLE 1-1


Quality and Safety Education for Nurses






	COMPETENCY

	DEFINITION WITH EXAMPLES






	Patient-Centered Care

	Recognize the patient or designee as the source of control and full partner in providing compassionate and coordinated care based on respect for patient’s preferences, values, and needs. Examples: Involve family and friends in care. Elicit patient values and preferences. Provide care with respect for diversity of the human experience.







	Teamwork and Collaboration

	Function effectively within nursing and interprofessional teams, fostering open communication, mutual respect, and shared decision making to achieve quality patient care. Examples: Recognize the contributions of other health team members and patient’s family members. Discuss effective strategies for communicating and resolving conflict. Participate in designing methods to support effective teamwork.







	Evidence-Based Practice

	Integrate best current evidence with clinical expertise and patient/family preferences and values for delivery of optimal health care. Examples: Demonstrate knowledge of basic scientific methods. Appreciate strengths and weaknesses of scientific bases for practice. Appreciate the importance of regularly reading relevant journals.







	Quality Improvement

	Use data to monitor the outcomes of care processes and use improvement methods to design and test changes to continuously improve the quality and safety of health care systems. Examples: Use tools such as flow charts and diagrams to make process of care explicit. Appreciate how unwanted variation in outcomes affects care. Identify gaps between local and best practices.







	Safety

	Minimize risk of harm to patients and providers through both system effectiveness and individual performance. Examples: Examine human factors and basic safety design principles and commonly used unsafe practices. Value own role in preventing errors.







	Informatics

	Use information and technology to communicate, manage knowledge, mitigate error, and support decision-making. Examples: Navigate an electronic health record. Protect confidentiality of protected health information in electronic health records.








Adapted from Cronenwett L et al: Quality and safety education for nurses, Nurs Outlook 57:122, 2007.





Whether that difference in care is to provide evidence for implementing care at the bedside, identify a safety issue, or study patient data to identify trends in outcomes, each of these situations requires competence in patient-centered care, safety, or informatics. Although it is not within the scope of this textbook to present the QSEN initiative in its entirety, subsequent clinical chapters will provide you an opportunity to address how to build competencies in one or more of these areas.









Genomics


Genetics is the study of inheritance, or the way traits are passed down from one generation to another. Genes carry the instructions for making proteins, which in turn direct the activities of cells and functions of the body that influence traits such as hair and eye color. Genomics is a newer term that describes the study of all the genes in a person and interactions of these genes with one another and with that person’s environment (CDC, 2010). Using genomic information allows health care providers to determine how genomic changes contribute to patient conditions and influence treatment decisions (Badzek et al., 2008). For example, when a family member has colon cancer before the age of 50, it is likely that other family members are at risk for developing this cancer. Knowing this information is important for family members who will need a colonoscopy before the age of 50 and repeat colonoscopies more often than the patient who is not at risk. In this case nurses are key in identifying the patients’ risk factors through assessment and counseling patients about what this genomic finding means to them personally and to their family.









Public Perception of Nursing


Nursing is a pivotal health care profession. As frontline health care providers, nurses practice in all health care settings and constitute the largest number of health care professionals. They are essential to providing skilled, specialized, knowledgeable care; improving the health status of the public; and ensuring safe, effective quality care (ANA, 2010b).


Consumers of health care are more informed than ever, and with the Internet consumers have access to more health care and treatment information. This information affects the perception the public has of nursing. For example, the media frequently highlights incidents of preventable medical errors such as medication and surgical errors. Publications such as To Err Is Human (IOM, 2000) describe strategies for government, health care providers, industry, and consumers to reduce preventable medical errors. When you care for patients, realize how your approach to care influences public opinion. Always act in a competent professional manner.









Impact of Nursing on Politics and Health Policy


Political power or influence is known as the ability to influence or persuade an individual holding a government office to exert the power of that office to affect a desired outcome. Nurses’ involvement in politics is receiving greater emphasis in nursing curricula, professional organizations, and health care settings. Professional nursing organizations have employed lobbyists to urge state legislatures and the U.S. Congress to improve the quality of health care (Mason et al., 2012).


The ANA works for the improvement of health standards and the availability of health care services for all people, fosters high standards of nursing, stimulates and promotes the professional development of nurses, and advances their economic and general welfare. The purposes are unrestricted by considerations of nationality, race, creed, lifestyle, color, gender, or age. The ANA employs RNs as lobbyists at the federal level. State nursing organizations also hire lobbyists and legislative specialists to work on state nursing issues and assist with federal efforts. Finally, lobbyists working on behalf of nursing are employed in Washington, DC, by professional organizations such as the American Federation of Teachers, the NLN, the American College of Nurse-Midwives, the American Public Health Association, and the AACN. These groups aim to remove financial barriers to health care, increase the quality of nursing care available, increase economic rewards to nurses, and expand professional nursing roles.


You can influence policy decisions at all governmental levels. One way to get involved is by participating in local and national efforts (Mason et al., 2012). This effort is critical to exerting nurses’ influence early in the political process. When nurses become serious students of social needs, activists in influencing policy to meet those needs, and generous contributors of time and money to nursing organizations and to candidates working for universal good health care, the future is bright indeed (Mason et al., 2012).












Key Points







• Nursing responds to the health care needs of society, which are influenced by economic, social, and cultural variables of a specific era.


• Changes in society such as increased technology, new demographic patterns, consumerism, health promotion, and the women’s and human rights movements lead to changes in nursing.


• Nursing definitions reflect changes in the practice of nursing and help bring about changes by identifying the domain of nursing practice and guiding research, practice, and education.


• Nursing standards provide the guidelines for implementing and evaluating nursing care.


• Professional nursing organizations deal with issues of concern to specialist groups within the nursing profession.


• Nurses are becoming more politically sophisticated and, as a result, are able to increase the influence of nursing on health care policy and practice.













Clinical Application Questions






Preparing for clinical practice


Mrs. Langman is in the hospital recovering from hip replacement surgery. Her surgery involved insertion of a new type of hip replacement prosthesis and newer postsurgical care. The advanced practice registered nurse is preparing her discharge medication and rehabilitation prescriptions. The staff nurse is preparing to transfer Mrs. Langman to a rehabilitation facility. The nurse educator is conducting bedside rounds to explain the new prosthesis and related postoperative care.




1. Identify similarities and differences in the roles of the staff nurse, advanced practice registered nurse, and nurse educator.


2. What is the educational preparation for each role?


3. Use information in this chapter to consider career objectives for yourself over the next 5 years. Obviously the first would be to complete your nursing program. But decide what you want to do as a professional nurse and then outline strategies to achieve these goals.





[image: image] Answers to Clinical Application Questions can be found on the Evolve website.















Review Questions






Are you ready to test your Nursing knowledge?







1. You are participating in a clinical care coordination conference for a patient with terminal cancer. You talk with your colleagues about using the nursing code of ethics for professional registered nurses to guide care decisions. A nonnursing colleague asks about this code. Which of the following statements best describes this code?




    1. Improves self–health care


    2. Protects the patient’s confidentiality


    3. Ensures identical care to all patients


    4. Defines the principles of right and wrong to provide patient care





2. An 18-year-old woman is in the emergency department with fever and cough. The nurse obtains her vital signs, auscultates her lung sounds, listens to her heart sounds, determines her level of comfort, and collects blood and sputum samples for analysis. Which standard of practice is performed?




    1. Diagnosis


    2. Evaluation


    3. Assessment


    4. Implementation





3. A patient in the emergency department has developed wheezing and shortness of breath. The nurse gives the ordered medicated nebulizer treatment now and in 4 hours. Which standard of practice is performed?




    1. Planning


    2. Evaluation


    3. Assessment


    4. Implementation





4. A nurse is caring for a patient with end-stage lung disease. The patient wants to go home on oxygen and be comfortable. The family wants the patient to have a new surgical procedure. The nurse explains the risk and benefits of the surgery to the family and discusses the patient’s wishes with the family. The nurse is acting as the patient’s:




    1. Educator


    2. Advocate


    3. Caregiver


    4. Case manager





5. Evidence-based practice is defined as:




    1. Nursing care based on tradition


    2. Scholarly inquiry of nursing and biomedical research literature


    3. A problem-solving approach that integrates best current evidence with clinical practice


    4. Quality nursing care provided in an efficient and economically sound manner





6. The examination for registered nurse licensure is exactly the same in every state in the United States. This examination:




    1. Guarantees safe nursing care for all patients


    2. Ensures standard nursing care for all patients


    3. Ensures that honest and ethical care is provided


    4. Provides a minimal standard of knowledge for a registered nurse in practice





7. Contemporary nursing requires that the nurse has knowledge and skills for a variety of professional roles and responsibilities. Which of the following are examples? (Select all that apply.)




    1. Caregiver


    2. Autonomy and accountability


    3. Patient advocate


    4. Health promotion


    5. Lobbyist





8. Advanced practice registered nurses generally:




    1. Function independently


    2. Function as unit directors


    3. Work in acute care settings


    4. Work in the university setting.





9. Health care reform will bring changes in the emphasis of care. Which of the following models is expected from health care reform?




    1. Moving from an acute illness to a health promotion, illness prevention model


    2. Moving from illness prevention to a health promotion model


    3. Moving from an acute illness to a disease management model


    4. Moving from a chronic care to an illness prevention model





    10. Which of the following nursing roles may have prescriptive authority in their practice? (Select all that apply.)




    1. Critical care nurse


    2. Nurse practitioner


    3. Certified clinical nurse specialist


    4. Charge nurse





    11. A critical care nurse is using a computerized decision support system to correctly position her ventilated patients to reduce pneumonia caused by accumulated respiratory secretions. This is an example of which Quality and Safety in the Education of Nurses (QSEN) competency?




    1. Patient-centered care


    2. Safety


    3. Teamwork and collaboration


    4. Informatics





    12. A nurse is caring for an older-adult couple in a community-based assisted living facility. During the family assessment he notes that the couple has many expired medications and multiple medications for their respective chronic illnesses. They note that they go to two different health care providers. The nurse begins to work with the couple to determine what they know about their medications and helps them decide on one care provider rather than two. This is an example of which Quality and Safety in the Education of Nurses (QSEN) competency?




    1. Patient-centered care


    2. Safety


    3. Teamwork and collaboration


    4. Informatics





    13. A nurse is working with a young childbearing family who has one child with a congenital heart disease. The parents are trying to determine the risks of a second child being born with congenital heart disease. Describe why genomics information is important in assisting the parents in this decision.


    14. The nurses on an acute care medical floor notice an increase in pressure ulcer formation in their patients. A nurse consultant decides to compare two types of treatment. The first is the procedure currently used to assess for pressure ulcer risk. The second uses a new assessment instrument to identify at-risk patients. Given this information, the nurse consultant exemplifies which career?




    1. Clinical nurse specialist


    2. Nurse administrator


    3. Nurse educator


    4. Nurse researcher





    15. Nurses at a community hospital are in an education program to learn how to use a new pressure-relieving device for patients at risk for pressure ulcers. This is which type of education?




    1. Continuing education


    2. Graduate education


    3. In-service education


    4. Professional Registered Nurse Education








Answers: 1. 4; 2. 3; 3. 4; 4. 2; 5. 3; 6. 4; 7. 1, 2, 3, 4; 8. 1; 9. 1; 10. 2, 3; 11. 4; 12. 2; 13. See Evolve; 14. 4; 15. 3.
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Chapter 2


The Health Care Delivery System




Objectives





• Compare the various methods for financing health care.


• Explain the advantages and disadvantages of managed health care.


• Discuss the types of settings that provide various health care services.


• Discuss the role of nurses in different health care delivery settings.


• Differentiate primary care from primary health care.


• Explain the impact of quality and safety initiatives on delivery of health care.


• Discuss the implications that changes in the health care system have on nursing.


• Discuss opportunities for nursing within the changing health care delivery system.
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• Review Questions


• Case Study with Questions


• Audio Glossary


• Interactive Learning Activities


• Key Term Flashcards


• Content Updates





The U.S. health care system is complex and constantly changing. A broad variety of services are available from different disciplines of health professionals, but gaining access to services is often very difficult for those with limited health care insurance. Uninsured patients present a challenge to health care and nursing because they are more likely to skip or delay treatment for acute and chronic illnesses and die prematurely (Thompson and Lee, 2007). The continuing development of new technologies and medications, which shortens length of stay (LOS), also causes health care costs to increase. Thus health care institutions are managing health care more as businesses than as service organizations. Challenges to health care leaders today include reducing health care costs while maintaining high-quality care for patients, improving access and coverage for more people, and encouraging healthy behaviors (Knickman and Kovner, 2009). Health care providers are discharging patients sooner from hospitals, resulting in more patients needing nursing homes or home care. Often families provide care for their loved ones in the home setting. Nurses face major challenges to prevent gaps in health care across health care settings so individuals remain healthy and well within their own homes and communities.


Nursing is a caring discipline. Values of the nursing profession are rooted in helping people to regain, maintain, or improve health; prevent illness; and find comfort and dignity. The health care system of the new millennium is less service oriented and more business oriented because of cost-saving initiatives, which often causes tension between the caring and business aspects of health care (Knickman and Kovner, 2009). The Institute of Medicine (IOM) (2001) calls for a health care delivery system that is safe, effective, patient centered, timely, efficient, and equitable. The National Priorities Partnership is a group of 28 organizations from a variety of health care disciplines that have joined together to work toward transforming health care (National Priorities Partnership, 2008). The group has set the following national priorities:




• Patient and Family Engagement—Providing patient-centered, effective care


• Population Health—Bringing increased focus on wellness and prevention


• Safety—Eliminating errors whenever and wherever possible


• Care Coordination—Providing patient-centered, high-value care


• Palliative Care—Providing appropriate and compassionate care for patients experiencing advanced illnesses


• Overuse—Reducing waste to achieve effective, affordable care





The Institute of Medicine and Robert Woods Johnson Foundation (2011) put forth a vision for a transformed health care delivery system. The health care system of the future makes quality care accessible to all populations, focuses on wellness and disease prevention, improves health outcomes, and provides compassionate care across the life span. Transformations in health care are changing the practice of nursing. Nursing continues to lead the way in change and retain values for patient care while meeting the challenges of new roles and responsibilities. These changes challenge the nurse to provide evidence-based, compassionate care and continue in the role as patient advocate (Singleton, 2010). According to the IOM (2011) report, nurses need to be transformed by:




• Practicing to the full extent of their education and training.


• Achieving higher levels of education and training through an improved education system that provides seamless progression.


• Becoming full partners, with physicians and other health care providers, in redesigning the health care system.


• Improving data collection and information infrastructure for effective workforce planning and policy making.









Health Care Regulation and Competition


Through most of the twentieth century, few incentives existed for controlling health care costs. Insurers or third-party payers paid for whatever the health care providers ordered for a patient’s care and treatment. As health care costs continued to rise out of control, regulatory and competitive approaches had to control health care spending. The federal government, the biggest consumer of health care, which paid for Medicare and Medicaid, created professional standards review organizations (PSROs) to review the quality, quantity, and cost of hospital care (Sultz and Young, 2006). Medicare-qualified hospitals had physician-supervised utilization review (UR) committees to review the admissions and to identify and eliminate overuse of diagnostic and treatment services ordered by physicians caring for patients on Medicare.


One of the most significant factors that influenced payment for health care was the prospective payment system (PPS). Established by Congress in 1983, the PPS eliminated cost-based reimbursement. Hospitals serving patients who received Medicare benefits were no longer able to charge whatever a patient’s care cost. Instead, the PPS grouped inpatient hospital services for Medicare patients into diagnosis-related groups (DRGs). Each group has a fixed reimbursement amount with adjustments based on case severity, rural/urban/regional costs, and teaching costs. Hospitals receive a set dollar amount for each patient based on the assigned DRG, regardless of the patient’s length of stay or use of services. Most health care providers (e.g., health care networks or managed care organizations) now receive capitated payments. Capitation means that the providers receive a fixed amount per patient or enrollee of a health care plan (Jonas et al., 2007). Capitation aims to build a payment plan for select diagnoses or surgical procedures that consists of the best standards of care at the lowest cost.


Capitation and prospective payment influences the way health care providers deliver care in all types of settings. Many now use DRGs in the rehabilitation setting, and resource utilization groups (RUGs) in long-term care. In all settings health care providers try to manage costs so the organizations remain profitable. For example, when patients are hospitalized for lengthy periods, hospitals have to absorb the portion of costs that are not reimbursed. This simply adds more pressure to ensure that patients are managed effectively and discharged as soon as is reasonably possible. Thus hospitals started to increase discharge planning activities, and hospital lengths of stay began to shorten. Because patients are discharged home as soon as possible, home care agencies now provide complex technological care, including mechanical ventilation and long-term parenteral nutrition.


Managed care describes health care systems in which the provider or health care system receives a predetermined capitated payment for each patient enrolled in the program. In this case the managed care organization assumes financial risk in addition to providing patient care. The focus of care of the organization shifts from individual illness care to prevention, early intervention, and outpatient care. If people stay healthy, the cost of medical care declines. Systems of managed care focus on containing or reducing costs, increasing patient satisfaction, and improving the health or functional status of individuals (Sultz and Young, 2006). Table 2-1 summarizes the most common types of health care insurance plans.




TABLE 2-1


Examples of Health Care Plans






	Type

	Definition

	Characteristics






	Managed care organization (MCO)

	Provides comprehensive preventive and treatment services to a specific group of voluntarily enrolled people. Structures include a variety of models:
Staff model: Physicians are salaried employees of the MCO.
Group model: MCO contracts with single group practice
Network model: MCO contracts with multiple group practices and/or integrated organizations.
Independent practice association (IPA): The MCO contracts with physicians who usually are not members of groups and whose practices include fee-for-service and capitated patients.

	Focus is on health maintenance, primary care. All care is provided by a primary care physician.
Referral is needed for access to specialist and hospitalization.
It may use capitated payments.






	Preferred provider organization (PPO)

	Type of managed care plan that limits an enrollee’s choice to a list of “preferred” hospitals, physicians, and providers. An enrollee pays more out-of-pocket expenses for using a provider not on the list.

	Contractual agreement exists between a set of providers and one or more purchasers (self-insured employers or insurance plans). Comprehensive health services are at a discount to companies under contract.
Focus is on health maintenance.






	Medicare

	A federally administrated program by the Commonwealth Fund or the Centers for Medicare and Medicaid Services (CMS); a funded national health insurance program in the United States for people 65 years and older. Part A provides basic protection for medical, surgical, and psychiatric care costs based on diagnosis-related groups (DRGs); also provides limited skilled nursing facility care, hospice, and home health care. Part B is a voluntary medical insurance; covers physician, certain other specified health professional services, and certain outpatient services. Part C is a managed care provision that provides a choice of three insurance plans. Part D is a voluntary Prescription Drug Improvement (Jonas et al, 2007).

	Payment for plan is deducted from monthly individual Social Security check.
It covers services of nurse practitioners.
It does not pay full cost of certain services.
Supplemental insurance is encouraged.






	Medicaid

	Federally funded, state-operated program that provides: (1) health insurance to low-income families; (2) health assistance to low-income people with long-term care (LTC) disabilities; and (3) supplemental coverage and LTC assistance to older adults and Medicare beneficiaries in nursing homes. Individual states determine eligibility and benefits.

	It finances a large portion of care for poor children, their parents, pregnant women, and disabled very poor adults.
It reimburses for nurse-midwifery and other advanced practice nurses (varies by state).
It reimburses nursing home funding.






	Private insurance

	Traditional fee-for-service plan. Payment is computed after patient receives services on basis of number of services used.

	Policies are typically expensive.
Most policies have deductibles that patients have to meet before insurance pays.






	LTC insurance

	Supplemental insurance for coverage of LTC services. Policies provide a set amount of dollars for an unlimited time or for as little as 2 years.

	It is very expensive.
A good policy has a minimum waiting period for eligibility; payment for skilled nursing, intermediate, or custodial care and home care.






	State Children’s Health Insurance Programs (SCHIP)

	Federally funded, state-operated program to provide health coverage for uninsured children. Individual states determine participation eligibility and benefits.

	It covers children not poor enough for Medicaid.










In 2006 the National Quality Forum defined a list of 28 “Never Events” that are devastating and preventable. Examples of Never Events include patient death or serious injury related to a medication error or the administration of incompatible blood products. In 2007 Medicare ruled it would no longer pay for medical costs associated with these errors. Many states now require mandatory reporting of these events when they occur (Agency for Healthcare Research and Quality Patient Safety Network, n.d.).


Major health care reform came in 2010 with the signing into law of the Patient Protection and Affordable Care Act (Public Law No. 111-148). Health care reform of this magnitude has not occurred in the United States since the 1960s when Medicare and Medicaid were signed into law. The Patient Protection and Affordable Care Act focuses on the major goals of increasing access to health care services for all, reducing health care costs, and improving health care quality. Provisions in the law include insurance industry reforms that increase insurance coverage and decrease costs, increased funding for community health centers, increased primary care services and providers, and improved coverage for children (Adashi et al., 2010; HealthReform.gov, 2010).









Emphasis on Population Wellness


The United States health care delivery system faces many issues such as rising costs, increased access to services, a growing population, and improved quality of outcomes. As a result, the emphasis of the health care industry today is shifting from managing illness to managing health of a community and the environment.


The Health Services Pyramid developed by the Core Functions Project serves as a model for improving the health care of U.S. citizens (Fig. 2-1). The pyramid shows that population-based health care services provide the basis for preventive services. These services include primary, secondary, and tertiary health care. Achievements in the lower tiers of the pyramid contribute to the improvement of health care delivered by the higher tiers. Health care in the United States is moving toward health care practices that emphasize managing health rather than managing illness. The premise is that in the long term, health promotion reduces health care costs. A wellness perspective focuses on the health of populations and the communities in which they live rather than just on finding a cure for an individual’s disease. Life expectancy for Americans is 77.9 years, which has shown a steady increase in the past century. Along with increased life expectancy, adult deaths related to coronary heart disease and stroke continue a long-term decreasing trend, and there is a decreasing trend in deaths of children since 1900 (Centers for Disease Control and Prevention, [CDC], 2007).The reduction in mortality rates has been credited to advancements in sanitation and prevention of infectious diseases (e.g., water, sewage, immunization, and crowded living conditions); patient teaching (e.g., dietary habits, decrease in tobacco use, and blood pressure control); and injury prevention programs (e.g., seat belt restraints, child seats, and helmet laws).




[image: image]


FIG. 2-1 Health services pyramid. (US Public Health Service: The core functions project, Washington, DC, 1994/update 2000, Office of Disease Prevention and Health Promotion. From Stanhope M, Lancaster J: Public health nursing: population-centered health care in the community, ed 7, St. Louis, 2008, Mosby.)












Health Care Settings and Services


Currently the U.S. health care system has five levels of care for which health care providers offer services: disease prevention; health promotion; and primary, secondary, and tertiary health care. The health care settings within which the levels of care are provided include preventive, primary, secondary, tertiary, restorative, and continuing care settings (Box 2-1). Larger health care systems have integrated delivery networks (IDNs) that include a set of providers and services organized to deliver a continuum of care to a population of patients at a capitated cost in a particular setting (Jonas et al., 2007). An integrated system reduces duplication of services across levels or settings of care to ensure that patients receive care in the most appropriate settings.





Box 2-1   Examples of Health Care Services





 Primary Care (Health Promotion)




• Prenatal and well-baby care


• Nutrition counseling


• Family planning


• Exercise classes











 Preventive Care




• Blood pressure and cancer screening


• Immunizations


• Mental health counseling and crisis prevention


• Community legislation (e.g., seat belts, air bags, bike helmets)











 Secondary Acute Care




• Emergency care


• Acute medical-surgical care


• Radiological procedures for acute problems (e.g., x-rays, CT scans)











 Tertiary Care




• Intensive care


• Subacute care











 Restorative Care




• Cardiovascular and pulmonary rehabilitation


• Sports medicine


• Spinal cord injury programs


• Home care











 Continuing Care




• Assisted living


• Psychiatric and older adult day care











Changes unique to each setting of care have developed because of health care reform. For example, many health care providers now place greater emphasis on wellness, directing more resources toward primary and preventive care services. Nurses are especially important as patient advocates in maintaining continuity of care throughout the levels of care. They have the opportunity to provide leadership to communities and health care systems. The ability to find strategies that better address patient needs at all levels of care is critical to improving the health care delivery system.


Health care agencies seek accreditation and certification as a way to demonstrate quality and safety in the delivery of care and to evaluate the performance of the organization based on established standards. Accreditation is earned by the entire organization; specific programs or services within an organization earn certifications (The Joint Commission [TJC], 2011). The Joint Commission (formerly The Joint Commission on Accreditation of Healthcare Organizations) accredits health care organizations across the continuum of care, including hospitals and ambulatory care, long-term care, home care, and behavioral health agencies. Other accrediting agencies have a specific focus such as the Commission on Accreditation of Rehabilitation Facilities (CARF) and the Community Health Accrediting Program (CHAP). Disease-specific certifications are available in most all chronic diseases (TJC, 2011). Accreditation and certification survey processes help organizations identify problems and develop solutions to improve the safety and quality of delivered care and services.






Preventive and Primary Health Care


Primary health care focuses on improved health outcomes for an entire population. It includes primary care and health education, proper nutrition, maternal/child health care, family planning, immunizations, and control of diseases. Primary health care requires collaboration among health professionals, health care leaders, and community members. This collaboration needs to focus on improving health care equity, making health care systems person centered, developing reliable and accountable health care leaders, and promoting and protecting the health of communities (WHO, 2008). Successful community-based health programs take societal and environmental factors into consideration when addressing the health needs of communities (WHO, 2008). In settings in which patients receive preventive and primary care such as schools, physician’s offices, occupational health clinics, community health centers, and nursing centers, health promotion is a major theme (Table 2-2). Health promotion programs lower the overall costs of health care by reducing the incidence of disease, minimizing complications, and thus reducing the need to use more expensive health care resources. In contrast, preventive care is more disease oriented and focused on reducing and controlling risk factors for disease through activities such as immunization and occupational health programs. Chapter 3 provides a more comprehensive discussion of primary health care in the community.




TABLE 2-2


Preventive and Primary Care Services
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Secondary and Tertiary Care


In secondary and tertiary care the diagnosis and treatment of illnesses are traditionally the most common services. With the arrival of managed care, many now deliver these services in primary care settings. Disease management is the most common and expensive service of the health care delivery system. The acutely and chronically ill represent about 20% of the people in the United States, who consume about 80% of health care spending (CDC, 2007). Over 80% of adults 65 years of age have at least one chronic health condition that causes multiple health problems (Missouri Families, 2008).


Uninsured individuals are an increasing problem in health care. The fastest growing age-group of uninsured citizens is young adults between the ages of 19 and 34 (Billings and Cantor, 2009). Young adults turning 19 years of age from low-income families are in danger of being uninsured because of the inability to attend college and find employment with health care benefits. Coverage for young adults is important for various reasons. This age-group has a high incidence of obesity, pregnancy, and human immunodeficiency virus (HIV). People in this age-group are also less likely to see a doctor on a regular basis and follow up on a problem if they do not have health insurance. Lack of insurance rates varies by race. Statistics show that 34% of Hispanics, 19% of African Americans, and 10% of the white or Caucasian population do not have health insurance (CDC, 2010).


People who do not have health care insurance often wait longer before presenting for treatment; thus they are usually sicker and need more health care. As a result, secondary and tertiary care (also called acute care) is more costly. With the arrival of more advanced technology and managed care, physicians now perform simple surgeries in office surgical suites instead of in the hospital. Cost to the patient is lower in the office because the general overhead cost of the facility is lower.






Hospitals


Hospital emergency departments, urgent care centers, critical care units, and inpatient medical-surgical units provide secondary and tertiary levels of care. Quality, safe care is the focus of most acute care organizations; satisfaction with health care services is important to them. Patient satisfaction becomes a priority in a busy, stressful location such as the inpatient nursing unit. Patients expect to receive courteous and respectful treatment, and they want to be involved in daily care decisions. As a nurse, you play a key role in bringing respect and dignity to the patient (Vlasses and Smeltzer, 2007). Acute care nurses need to be responsive to learning patient needs and expectations early to form effective partnerships that ultimately enhance the level of nursing care given.


Because of managed care, the number of days patients can expect to be hospitalized is limited based on their DRGs on admission. Therefore nurses need to use resources efficiently to help patients successfully recover and return home. To contain costs, many hospitals have redesigned nursing units. Because of work redesign, more services are available on nursing units, thus minimizing the need to transfer and transport patients across multiple diagnostic and treatment areas.


Hospitalized patients are acutely ill and need comprehensive and specialized tertiary health care. The services provided by hospitals vary considerably. Some small rural hospitals offer only limited emergency and diagnostic services and general inpatient services. In comparison, large urban medical centers offer comprehensive, up-to-date diagnostic services, trauma and emergency care, surgical intervention, intensive care units (ICUs), inpatient services, and rehabilitation facilities. Larger hospitals also offer professional staff from a variety of specialties such as social service, respiratory therapy, physical and occupational therapy, and speech therapy. The focus in hospitals is to provide the highest quality of care possible so patients are discharged early but safely to home or another health care facility that will adequately manage remaining health care needs.


Discharge planning begins the moment a patient is admitted to a health care facility. Nurses play an important role in discharge planning in the hospital, where continuity of care is important. To achieve continuity of care, nurses use critical thinking skills and apply the nursing process (see Unit 3). To anticipate and identify the patient’s needs, nurses work with all members of the interdisciplinary health care team. They take the lead to develop a plan of care that moves the patient from the hospital to another level of health care such as the patient’s home or a nursing home. Discharge planning is a centralized, coordinated, interdisciplinary process that ensures that the patient has a plan for continuing care after leaving a health care agency.


Because patients leave hospitals as soon as their physical conditions allow, they often have continuing health care needs when they go home or to another facility. For example, a surgical patient requires wound care at home after surgery. A patient who has had a stroke requires ambulation training. Patients and families worry about how they will care for unmet needs and manage over the long term. Nurses help by anticipating and identifying patients’ continuing needs before the actual time of discharge and by coordinating health care team members in achieving an appropriate discharge plan.


Some patients are more in need of discharge planning because of the risks they present (e.g., patients with limited financial resources, limited family support, and long-term disabilities or chronic illness). However, any patient who is being discharged from a health care facility with remaining functional limitations or who has to follow certain restrictions or therapies for recovery needs discharge planning. All caregivers who care for a patient with a specific health problem participate in discharge planning. The process is truly interdisciplinary. For example, patients with diabetes visiting a diabetes management center requires the group effort of a diabetes nurse educator, dietitian, and physician to ensure that they return home with the right information to manage their condition. A patient who has experienced a stroke will not be discharged from a hospital until the team has established plans with physical and occupational therapists to begin a program of rehabilitation.


Effective discharge planning often requires referrals to various health care disciplines. In many agencies a health care provider’s order is necessary for a referral, especially when planning specific therapies (e.g., physical therapy). It is best to have patients and families participate in referral processes so they are involved early in any necessary decision making. Some tips on making the referral process successful include the following:




• Make a referral as soon as possible.


• Give the care provider receiving the referral as much information about the patient as possible. This avoids duplication of effort and exclusion of important information.


• Involve the patient and family in the referral process, including selecting the necessary referral. Explain the service that the referral will provide, the reason for the referral, and what to expect from the services of the referral.


• Determine what the referral discipline recommends for the patient’s care and include this in the treatment plan as soon as possible.





The nurse provides resources to improve the long-term outcomes of patients with limitations. Discharge planning depends on comprehensive patient and family education (see Chapter 25). Patients need to know what to do when they get home, how to do it, and for what to observe when problems develop. Patients require the following instruction before they leave health care facilities:




• Safe and effective use of medications and medical equipment


• Instruction in potential food-drug interactions and counseling on nutrition and modified diets


• Rehabilitation techniques to support adaptation to and/or functional independence in the environment


• Access to available and appropriate community resources


• When and how to obtain further treatment


• The patient’s and family’s responsibilities in the patient’s ongoing health care needs and the knowledge and skills needed to carry out those responsibilities


• When to notify their health care provider for changes in functioning or new symptoms












Intensive Care


An ICU or critical care unit is a hospital unit in which patients receive close monitoring and intensive medical care. ICUs have advanced technologies such as computerized cardiac monitors and mechanical ventilators. Although many of these devices are on regular nursing units, the patients hospitalized within ICUs are monitored and maintained on multiple devices. Nursing and medical staff have special knowledge about critical care principles and techniques. An ICU is the most expensive health care delivery site because each nurse usually cares for only one or two patients at a time and because of all the treatments and procedures the patients in the ICU require.









Psychiatric Facilities


Patients who suffer emotional and behavioral problems such as depression, violent behavior, and eating disorders often require special counseling and treatment in psychiatric facilities. Located in hospitals, independent outpatient clinics, or private mental health hospitals, psychiatric facilities offer inpatient and outpatient services, depending on the seriousness of the problem. Patients enter these facilities voluntarily or involuntarily. Hospitalization involves relatively short stays with the purpose of stabilizing patients before transfer to outpatient treatment centers. Patients with psychiatric problems receive a comprehensive multidisciplinary treatment plan that involves them and their families. Medicine, nursing, social work, and activity therapy work together to develop a plan of care that enables patients to return to functional states within the community. At discharge from inpatient facilities, patients usually receive a referral for follow-up care at clinics or with counselors.









Rural Hospitals


Access to health care in rural areas has been a serious problem. Most rural hospitals have experienced a severe shortage of primary care providers. Many have closed because of economic failure. In 1989 the Omnibus Budget Reconciliation Act (OBRA) directed the U.S. Department of Health and Human Services (USDHHS) to create a new health care organization, the rural primary care hospital (RPCH). The Balanced Budget Act of 1997 changed the designation for rural hospitals to Critical Access Hospital (CAH) if certain criteria were met (American Medical Association, 2009). A CAH is located in a rural area and provides 24-hour emergency care, with no more than 25 inpatient beds for providing temporary care for 96 hours or less to patients needing stabilization before transfer to a larger hospital. Physicians, nurse practitioners, or physician assistants staff a CAH. The CAH provides inpatient care to acutely ill or injured people before transferring them to better-equipped facilities. Basic radiological and laboratory services are also available.


With health care reform, more big-city health care systems are branching out and establishing connections or mergers with rural hospitals. The rural hospitals provide a referral base to the larger tertiary care medical centers. With the development of advanced technologies such as telemedicine, rural hospitals have increased access to specialist consultations. Nurses who work in rural hospitals or clinics require competence in physical assessment, clinical decision making, and emergency care. Having a culture of evidence-based practice is important in rural hospitals so nurses practice using the best evidence to achieve optimal patient outcomes (Burns et al., 2009). Advanced practice nurses (e.g., nurse practitioners and clinical nurse specialists) use medical protocols and establish collaborative agreements with staff physicians.












Restorative Care


Patients recovering from an acute or chronic illness or disability often require additional services to return to their previous level of function or reach a new level of function limited by their illness or disability. The goals of restorative care are to help individuals regain maximal functional status and enhance quality of life through promotion of independence and self-care. With the emphasis on early discharge from hospitals, patients usually require some level of restorative care. For example, some patients require ongoing wound care and activity and exercise management until they have recovered enough following surgery to independently resume normal activities of daily living.


The intensity of care has increased in restorative care settings because patients leave hospitals earlier. The restorative health care team is an interdisciplinary group of health professionals and includes the patient and family or significant others. In restorative settings nurses recognize that success depends on effective and early collaboration with patients and their families. Patients and families require a clear understanding of goals for physical recovery, the rationale for any physical limitations, and the purpose and potential risks associated with therapies. Patients and families are more likely to follow treatment plans and achieve optimal functioning when they are involved in restorative care.






Home Health Care (Home Care)


Home care is the provision of medically related professional and paraprofessional services and equipment to patients and families in their homes for health maintenance, education, illness prevention, diagnosis and treatment of disease, palliation, and rehabilitation. Nursing is one service most patients use in home care. However, home care also includes medical and social services; physical, occupational, speech, and respiratory therapy; and nutritional therapy. These services usually occur once or twice a day for as long as 7 days a week. A home care service also coordinates the access to and delivery of home health equipment, or durable medical equipment, which is any medical product adapted for home use.


Health promotion and education are traditionally the primary objectives of home care, yet at present most patients receive home care because they need nursing or medical care. Examples of home nursing care include monitoring vital signs; assessment; administering parenteral or enteral nutrition, medications, and IV or blood therapy; and wound or respiratory care. The focus is on patient and family independence. Nurses address recovery and stabilization of illness in the home and identify problems related to lifestyle, safety, environment, family dynamics, and health care practices.


Approved home care agencies usually receive reimbursement for services from the government (such as Medicare and Medicaid in the United States), private insurance, and private pay. The government has strict regulations that govern reimbursement for home care services. An agency cannot simply charge whatever it wants for a service and expect to receive full reimbursement. Government programs set the cost of reimbursement for most professional services.


Nurses in home care provide individualized care. They have a caseload and assist patients in adapting to permanent or temporary physical limitations so they are able to assume a more normal daily home routine. Home care requires a strong knowledge base in many areas such as family dynamics (see Chapter 10), cultural practices (see Chapter 9), spiritual values (see Chapter 35), and communication principles (see Chapter 24).









Rehabilitation


Rehabilitation restores a person to the fullest physical, mental, social, vocational, and economic potential possible. Patients require rehabilitation after a physical or mental illness, injury, or chemical addiction. Specialized rehabilitation services such as cardiovascular, neurological, musculoskeletal, pulmonary, and mental health rehabilitation programs help patients and families adjust to necessary changes in lifestyle and learn to function with the limitations of their disease. Drug rehabilitation centers help patients become free from drug dependence and return to the community.


Rehabilitation services include physical, occupational, and speech therapy and social services. Ideally rehabilitation begins the moment a patient enters a health care setting for treatment. For example, some orthopedic programs now have patients perform physical therapy exercises before major joint repair to enhance their recovery after surgery. Initially rehabilitation usually focuses on the prevention of complications related to the illness or injury. As the condition stabilizes, rehabilitation helps to maximize the patient’s functioning and level of independence.


Rehabilitation occurs in many health care settings, including special rehabilitation agencies, outpatient settings, and the home. Frequently patients needing long-term rehabilitation (e.g., patients who have had strokes and spinal cord injuries) have severe disabilities affecting their ability to carry out the activities of daily living. When rehabilitation services occur in outpatient settings, patients receive treatment at specified times during the week but live at home the rest of the time. Health care providers apply specific rehabilitation strategies to the home environment. Nurses and other members of the health care team visit homes and help patients and families learn to adapt to illness or injury.









Extended Care Facilities


An extended care facility provides intermediate medical, nursing, or custodial care for patients recovering from acute illness or those with chronic illnesses or disabilities. Extended care facilities include intermediate care and skilled nursing facilities. Some include long-term care and assisted living facilities. At one point extended care facilities primarily cared for older adults. However, because hospitals discharge their patients sooner, there is a greater need for intermediate care settings for patients of all ages. For example, health care providers transfer a young patient who has experienced a traumatic brain injury resulting from a car accident to an extended care facility for rehabilitative or supportive care until discharge to the home becomes a safe option.


An intermediate care or skilled nursing facility offers skilled care from a licensed nursing staff. This often includes administration of IV fluids, wound care, long-term ventilator management, and physical rehabilitation. Patients receive extensive supportive care until they are able to move back into the community or into residential care. Extended care facilities provide around-the-clock nursing coverage. Nurses who work in a skilled nursing facility need nursing expertise similar to that of nurses working in acute care inpatient settings, along with a background in gerontological nursing principles (see Chapter 14).












Continuing Care


Continuing care describes a variety of health, personal, and social services provided over a prolonged period. These services are for people who are disabled, who were never functionally independent, or who suffer a terminal disease. The need for continuing health care services is growing in the United States. People are living longer, and many of those with continuing health care needs have no immediate family members to care for them. A decline in the number of children families choose to have, the aging of care providers, and the increasing rates of divorce and remarriage complicate this problem. Continuing care is available within institutional settings (e.g., nursing centers or nursing homes, group homes, and retirement communities), communities (e.g., adult day care and senior centers), or the home (e.g., home care, home-delivered meals, and hospice) (Meiner, 2011).






Nursing Centers or Facilities


The language of long-term care is confusing and constantly changing. The nursing home has been the dominant setting for long-term care (Meiner, 2011). With the 1987 OBRA, the term nursing facility became the term for nursing homes and other facilities that provided long-term care. Now nursing center is the most appropriate term. A nursing center typically provides 24-hour intermediate and custodial care such as nursing, rehabilitation, dietary, recreational, social, and religious services for residents of any age with chronic or debilitating illnesses. In some cases patients stay in nursing centers for room, food, and laundry services only. Most persons living in nursing centers are older adults. A nursing center is a resident’s temporary or permanent home, with surroundings made as homelike as possible (Sorrentino, 2007). The philosophy of care is to provide a planned, systematic, and interdisciplinary approach to nursing care to help residents reach and maintain their highest level of function (Resnick and Fleishell, 2002).


According to the U.S. Bureau of the Census, just over 5% of people 65 years of age and older live in nursing centers and other facilities (Missouri Families, 2008). The nursing center industry is one of the most highly regulated industries in the United States. These regulations have raised the standard of services provided (Box 2-2). One regulatory area that deserves special mention is that of resident rights. Nursing facilities have to recognize residents as active participants and decision makers in their care and life in institutional settings (Meiner, 2011). This also means that family members are active partners in the planning of residents’ care.





Box 2-2


Major Regulatory Requirements Defined by the 1987 Omnibus Budget Reconciliation Act
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From Health Care Financing Administration, Department of Health and Human Services: Requirements for states and long-term care facilities, 42 CFR 483 Subpart B (483.1-75), October 1, 2004. http://ecfr.gpoaccess.gov/cgi/t/text/text-idx?c=ecfr&tpl=/ecfrbrowse/Title42/42cfr483_main_02.tpl. Accessed June 18, 2011.





Interdisciplinary functional assessment of residents is the cornerstone of clinical practice within nursing centers (Meiner, 2011). Government regulations require that staff comprehensively assess each resident and make care planning decisions within a prescribed period. A resident’s functional ability (e.g., ability to perform activities of daily living) and long-term physical and psychosocial well-being are the focus. Staff must complete the Resident Assessment Instrument (RAI) on all residents. The RAI consists of the Minimum Data Set (MDS) (Box 2-3), Resident Assessment Protocols, and utilization guidelines of each state. The RAI provides a national database for nursing facilities so policy makers will better understand the health care needs of the long-term care population. The MDS is a rich resource for nurses in determining the best interventions to support the health care needs of this growing population.





Box 2-3   Minimum Data Set and Examples of Resident Assessment Protocols





 Minimum Data Set




• Resident’s background


• Cognitive, communication/hearing, and vision patterns


• Physical functioning and structural problems


• Mood, behavior, and activity patterns


• Psychosocial well-being


• Bowel and bladder continence


• Health conditions


• Disease diagnoses


• Oral/nutritional and dental status


• Skin condition


• Medication use


• Special treatments and procedures











 Resident Assessment Protocols (Examples)




• Delirium


• Falls


• Pressure ulcers


• Psychotropic drug use


















Assisted Living


Assisted living is one of the fastest growing industries within the United States. There are approximately 38,000 assisted living facilities that house more than 975,000 people in the United States (National Center for Assisted Living [NCLA], 2010). Assisted living offers an attractive long-term care setting with an environment more like home and greater resident autonomy. Residents require some assistance with activities of daily living but remain relatively independent within a partially protective setting. A group of residents live together, but each resident has his or her own room and shares dining and social activity areas. Usually people keep all of their personal possessions in their residences. Facilities range from hotel-like buildings with hundreds of units to modest group homes that house a handful of seniors. Assisted living provides independence, security, and privacy all at the same time (Ebersole et al., 2008). These facilities promote physical and psychosocial health (Fig. 2-2). Services in an assisted living facility include laundry, assistance with meals and personal care, 24-hour oversight, and housekeeping (NCAL, 2010). Some facilities provide assistance with medication administration. Nursing care services are not always directly available, although home care nurses can visit patients in assisted living facilities. Unfortunately most residents of assisted living facilities pay privately. The average monthly fee is $3022 for a private unit (NCAL, 2010). With no government fee caps and little regulation, assisted living is not always an option for individuals with limited financial resources.
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FIG. 2-2 Providing nursing services in assisted living facilities promotes physical and psychosocial health.












Respite Care


The need to care for family members within the home creates great physical and emotional problems for family caregivers, especially if the people for whom they care have either physical or cognitive limitations. The family caregiver usually not only has the responsibility for providing care to a loved one but often has to maintain a full-time job, raise a family, and manage the routines of daily living as well. Respite care is a service that provides short-term relief or “time off” for people providing home care to an ill, disabled, or frail older adult (Meiner, 2011). Respite care is offered in the home, a day care setting, or a health care institution that provides overnight care. The family caregiver is able to leave the home for errands or some social time while a responsible person stays in the home to care for the loved one. There are few formal respite care programs in the United States because of cost. Currently Medicare does not cover respite care, and Medicaid has strict requirements for services and eligibility (Sultz and Young, 2006).









Adult Day Care Centers


Adult day care centers provide a variety of health and social services to specific patient populations who live alone or with family in the community. Services offered during the day allow family members to maintain their lifestyles and employment and still provide home care for their relatives (Meiner, 2011). Day care centers are associated with a hospital or nursing home or exist as independent centers. Frequently the patients need continuous health care services (e.g., physical therapy or counseling) while their families or support persons work. The centers usually operate 5 days per week during typical business hours and usually charge on a daily basis. Adult day care centers allow patients to retain more independence by living at home, thus potentially reducing the costs of health care by avoiding or delaying an older adult’s admission to a nursing center. Nurses working in day care centers provide continuity between care delivered in the home and the center. For example, nurses ensure that patients continue to take prescribed medication and administer specific treatments. Knowledge of community needs and resources is essential in providing adequate patient support (Ebersole et al., 2008).









Hospice


A hospice is a system of family-centered care that allows patients to live and remain at home with comfort, independence, and dignity while easing the pains of terminal illness. The focus of hospice care is palliative care, not curative treatment (see Chapter 43). The interdisciplinary team in the hospice works continuously with the patient’s health care provider to develop and maintain a patient-directed individualized plan of care. Many hospice programs provide respite care, which is important in maintaining the health of the primary caregiver and family.















Issues in Health Care Delivery


The climate in health care today influences both health care professionals and consumers. Because those who provide patient care are the most qualified to make changes in the health care delivery system, nurses need to participate fully and effectively within all aspects of health care. As nursing faces issues of how to maintain health care quality while reducing costs, nurses need to acquire the knowledge, skills, and values necessary to practice competently and effectively. It will also become more important than ever before to collaborate with other health care professionals to design new approaches for patient care delivery.






Nursing Shortage


There are more than 3.1 million nurses in the United States, making nursing the largest health care profession in the country (American Association of Colleges of Nursing [AACN], 2011). Although nearly 57% of the nurses work in medical-surgical hospitals, they are involved in delivering health care at all levels, including primary and preventive care (AACN, 2011). In spite of the large number of practicing nurses, a critical shortage of nurses is projected in the United States. It is expected that this shortage will worsen with increased need for health care services by the aging baby-boomer generation (AACN, 2010). It is estimated that over 500,000 new nursing positions will be created by 2018, resulting in a 22% increase in the size of the nursing workforce (U.S. Department of Labor, 2009). The economic climate and recession had brought about an easing of the nursing shortage (Buerhaus et al., 2009). This easing is not expected to last, mainly because of the aging nursing workforce and potential retirements. The average age of nurses is projected to be 44.5 years by 2012 (AACN, 2010). One other factor contributing to the shortage is the slow growth in nursing school enrollments, often because of nursing faculty shortages, space limitations, and clinical site availability (AACN, 2010; Buerhaus et al., 2009). Buerhaus et al. (2009) estimate that by 2025 the shortage will grow to 260,000 nurses.









Competency


The Pew Health Professions Commission, a national and interdisciplinary group of health care leaders, recommended 21 competencies for health care professionals in the twenty-first century (Pew Health Professions Commission, 1998). The competencies emphasize the importance of public service, caring for the health of communities, and developing ethically responsible behaviors. In addressing the continued challenge facing the health care system, the IOM (2001) identified five interrelated competencies that are essential for all health care workers in the twenty-first century (Box 2-4). Shifts to an emphasis on prevention and management place increased importance on the competencies of care management and coordination, patient education, public health, and transitional care (IOM, 2011). The IOM also identified 10 important rules of performance for a health care system to follow to better meet patient needs (Box 2-5) (IOM, 2003).





Box 2-4


Institute of Medicine Competencies for the Twenty-First Century





 Provide Patient-Centered Care




• Recognize and respect differences in patients’ values, preferences, and needs.


• Relieve pain and suffering.


• Coordinate continuous care.


• Effectively communicate with and educate patients.


• Share decision making and management.


• Advocate for disease prevention and health promotion.











 Work in Interdisciplinary Teams




• Cooperate, collaborate, and communicate.


• Integrate care to ensure that care is continuous and reliable.











 Use Evidence-Based Practice




• Integrate best research with clinical practice and patient values.


• Participate in research activities as possible.











 Apply Quality Improvement




• Identify errors and hazards in care.


• Practice using basic safety design principles.


• Measure quality in relation to structure, process, and outcomes.


• Design and test interventions to change processes.











 Use Informatics




• Use information technology to communicate, manage knowledge, reduce error, and support decision-making.








Adapted from Institute of Medicine (IOM): Crossing the quality chasm: a new health system for the 21st century, Washington DC, 2001, National Academies Press; and Institute of Medicine: Health professions education: a bridge to quality, Washington, DC, 2003, National Academies Press.








Box 2-5


Ten Rules of Performance in a Redesigned Health Care System







1. Care is based on continuous healing relationships.


2. Care is individualized based on patient needs and values.


3. The patient is the source of control participating in shared decision making.


4. Knowledge is shared, and information flows freely.


5. Decision making is evidence based, with care based on the best available scientific knowledge.


6. Safety is a system property and focused on reducing errors.


7. Transparency is necessary through sharing information with patients and families.


8. Patient needs are anticipated through planning.


9. Waste is continuously decreased.


10. Cooperation and communication among clinicians are priorities.





Adapted from Institute of Medicine (IOM): Crossing the quality chasm: a new health system for the 21st century, Washington DC, 2001, National Academies Press; and Institute of Medicine: Health professions education: a bridge to quality, Washington, DC, 2003, National Academies Press.





The health care practitioner competencies are an excellent tool for measuring how well a nurse practices nursing and serve as a guide for the development of a professional nursing career. A consumer of health care expects that the standards of nursing care and practice in any health care setting are appropriate, safe, and efficacious. Health care organizations ensure quality care by establishing policies, procedures, and protocols that are evidence based and follow national accrediting standards. A nurse’s responsibility is to follow policies and procedures and know the most current practice standards. Ongoing competency is a nurse’s responsibility. It is also the nurse’s responsibility to obtain necessary continuing education, follow an established code of ethics, and earn certifications in specialty areas (Jordan et al., 2008). Development of a professional practice portfolio that shows learning activities and professional accomplishments is one way to show competency in nursing (Scott-Tilley, 2008).









Evidence-Based Practice


As professionals, nurses are challenged to stay familiar with new information to provide the highest quality of patient care. Nursing practice is dynamic and always changing because of new information coming from research studies, practice trends, technological development, and social issues affecting patients. Nurses need to analyze new knowledge to make sound and informed decisions about patient care (Kotzer and Arellana, 2008). Evidence-based practice is a problem-solving approach to clinical practice that involves the conscientious use of current best evidence, along with clinical expertise and patient preferences and values in making decisions about patient care (Melnyk and Fineout-Overholt, 2010). Evidence-based practice, research-based practice, and best practice are terms that are often used interchangeably. However, research-based practice refers to the use of knowledge based on the results of research studies; whereas evidence-based practice adds a nurse’s clinical experience, practice trends, and patient preferences (Melnyk and Fineout-Overholt, 2010). Chapter 5 offers a thorough review of evidence-based practice.









Quality and Safety in Health Care


Nursing plays an important role in quality and safety in health care (Box 2-6). Quality health care is the “degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge” (IOM, 2001). Safety is a critical part of quality health care (Tzeng and Yin, 2007). The National Quality Forum (NQF) (2010) identified 34 health care practices, organized in seven functional areas that improve patient safety by decreasing the occurrence of adverse events. Examples of NQF practices include hand hygiene, teamwork, training, influenza prevention, catheter-associated urinary tract infection prevention, fall prevention, and medication reconciliation (NQF, 2010). Health care providers define the quality of their services by measuring health care outcomes that show how a patient’s health status has changed. Examples of outcomes that are monitored are readmission rates for patients who have had surgery, functional health status of patients after discharge (e.g., ability and time frame for returning to work), and the rate of infection after surgery. Nurses play an important role in gathering and analyzing quality outcome data. Within a rural hospital setting, knowledge of the rural culture and connectedness to the community are unique features related to quality care (Baernholdt et al., 2010).





Box 2-6   Evidence-Based Practice


Nursing Work Environment and Patient Safety


PICO Question: What nursing factors in the nursing work environment contribute to patient safety in hospitals?





 Evidence Summary


Studies examined a variety of factors within the nursing work environment that contribute to patient safety. Nurses working in Magnet hospitals were more likely to participate in problem solving to reduce errors (Hughes et al., 2009). Environments that empowered nurses gave them control over their own practice and participation in decision making on the unit. These nurses had greater involvement in identifying patient safety issues, communicated more about safety issues, and found solutions for problems that jeopardized patient safety (Hughes et al., 2009; Spence Laschinger, 2008). Key to the development of empowering work environments were the nurse leaders and managers. Spence Laschinger (2008) found that nursing work groups that were committed to patient safety were a positive characteristic of the safety climate on the nursing unit. Research also showed that the percentage of certified registered nurses on a unit was directly related to patient safety (Kendall-Gallagher and Blegen, 2009). Greater safety compliance was also found on smaller nursing units that had less patient and work complexity (Hughes et al., 2009). Continued research is needed to validate the effect that nursing has on patient safety.








 Application to Nursing Practice




• Seek out health care institutions that have empowering environments, such as shared governance, on nursing units (Spence Laschinger, 2008).


• Work toward obtaining certification in your specialty nursing area (Kendall-Gallagher and Blegen, 2009).


• Become involved in committees and decision-making processes on the unit (Spence Laschinger, 2008).


• Develop nursing work groups that are committed to patient safety (Hughes et al., 2009).


• Open channels of communication that involve the staff nurse in identifying patient safety issues (Hughes et al., 2009).











Pay for performance programs and public reporting of hospital quality data are designed to promote quality, effective, and safe patient care by physicians and health care organizations. These programs are quality improvement strategies that reward excellence through financial incentives to motivate change to achieve measurable improvements (Lindenauer et al., 2007). Nurses play an important role in helping hospitals meet the measure for quality, efficiency, and patient satisfaction (Lutz and Root, 2007). They are often the health care provider who ensures that performance measures occur. For example, one performance measure is the standard that any patient admitted with a possible myocardial infarction receives an aspirin. In an acute care setting a nurse is the one who obtains an order for the aspirin and ensures that the patient receives it in a timely manner (Bodrock and Mion, 2008). Research shows that financial incentives modestly increase quality improvement efforts in hospitals that do public reporting (Lindenauer et al., 2007). Some health care organizations use balanced scorecards to report data on their key performance indicators. These scorecards are reported publicly so health care consumers can use the information when choosing health care services.


More and more health care institutions are focused on improving processes as a way to improve quality and safety. Many use strategies such as Six Sigma, Lean Six Sigma, or Value Stream Analysis. Six Sigma is a data-driven approach to process improvement that reduces variation in process. It is a measure of quality (isixsigma, 2010). For example, a nursing unit sets up a project to collect data on the process of administering the first dose of an ordered chemotherapy. The audit reveals delays in getting the drug from the pharmacy to the nursing unit. Using Six Sigma, the collected data are analyzed, and unnecessary steps in the process are identified. On the basis of this analysis the process is streamlined to decrease time from ordering to administration. Lean Six Sigma and value stream analysis are two other methods that focus on improvement of processes through studying each step of a process to determine if the step adds value and reduces the health care organization’s time, costs, and resources (Burger, 2008; Carey, 2010). The aim of both is to eliminate unnecessary, nonvalue-added costly steps to reduce waste.


Health plans throughout the United States rely on the Healthcare Effectiveness Data and Information Set (HEDIS) as a quality measure. The National Committee for Quality Assurance (NCQA) created HEDIS to collect various data to measure the quality of care and services provided by different health plans. It is the database of choice for the Centers for Medicare and Medicaid Services (CMS). HEDIS compares how well health plans perform on 71 measures across eight domains of care in the key areas of quality and effectiveness of care, access to care, and patient satisfaction with the health plan and doctors (NCQA, 2010). For accreditation purposes The Joint Commission requires health care organizations to determine how well an organization meets patient needs and expectations. Organizations are using outcomes such as patient satisfaction to redesign how they manage and deliver care in hopes of improving quality in the long term.






Patient Satisfaction


Every major health care organization measures certain aspects of patient satisfaction. The Hospital Consumer of Assessment of Healthcare Providers and Systems (HCAHPS) is a standardized survey developed to measure patient perceptions of their hospital experience (HCAHPS, 2010). HCAHPS was developed by the CMS and the Agency for Healthcare Research and Quality as a way for hospitals to collect and report data publicly for comparison purposes. The survey is administered to a randomly selected sample of adults who were discharged from a hospital between 48 hours and 6 weeks ago. The survey has 27 questions that ask patients to respond about communication with nurses and physicians, responsiveness of hospital staff, pain management, communication about medications, discharge planning, cleanliness and quietness of the environment, overall satisfaction, and willingness to recommend the hospital (HCAHPS, 2010). Nursing environments affect HCAHPS scores. Research found that hospitals that improved the nursing work environment and lowered nurse-patient ratios by one patient had higher patient satisfaction levels and patients who were more likely to recommend the hospital to others (Kutney-Lee et al., 2009).


The Picker Institute identified eight dimensions of patient-centered care (Box 2-7) that most affect patients’ experiences with health care. The eight dimensions cover most of the scope of nursing practice. This is not a surprise because nurses are involved in almost every aspect of a patient’s care in a hospital. A close look shows that many of the aspects reflected in patient satisfaction apply to almost any health care setting.





Box 2-7


The Dimensions of Patient-Centered Care





 Respect Values, Preferences, and Expressed Needs




• Patients expect to be treated with dignity, respect, and sensitivity to cultural beliefs, values, and quality-of-life issues.


• Patients want to be informed and share in decisions about their care.


• Patients’ perceptions of needs should not be completely different from those identified by a care provider.











 Coordination and Integration of Care




• A competent and caring staff reduces feelings of powerlessness.


• Patients look for someone to be in charge of care and communicate clearly with other health care team members.


• Patients expect to have services and care well coordinated. This includes areas of clinical care, front-line patient care, and ancillary and support services.


• Patients need to know at all times whom to call for help.











 Information, Communication, and Education




• Patients expect to receive accurate and timely information about their clinical status, progress, or prognosis.


• Patients and families need to be informed of major changes in therapies or status.


• Patients need tests and procedures explained clearly in language they understand.


• Patients and family members want to know how to manage care on their own.











 Physical Comfort




• Physical care needs to provide comfort for pain management.


• Nurses need to respond in a timely and effective way to any request for pain medication, explain the extent of pain patients can expect, and offer alternatives for pain management.


• Patients expect privacy and to have their cultural values respected.


• Patients often need help to complete activities of daily living.


• The health care setting environment needs to be clean and comfortable, with accessibility for visits by family.











 Emotional Support and Relief of Fear and Anxiety




• Patients look to care providers to share their fears and concerns.


• Patients need to understand the impact that illness will have on their ability to care for themselves and their family.


• Patients worry about their ability to pay for their medical care. Identify staff that will help alleviate this worry.











 Involvement of Family and Friends




• Care providers need to recognize, respect, and meet the needs of patients, family, and friends.


• Patients have the right to determine if family members are to be involved in decisions about their care.


• Patients expect family or friends who will provide physical support and care after discharge to be properly informed.











 Transition and Continuity




• Patients want information about medications to take, physical limitations, dietary or treatment plans to follow, and danger signals for which to look after hospitalization or treatment.


• Patients expect to have their continuing health care needs met after discharge with well-coordinated services.


• Patients and family members expect access to necessary health care resources on a continuing basis.











 Access to Care




• Patients want to get to hospitals, clinics, and physicians’ offices easily and without hassle.


• Patients need to be able to find transportation when going to different health care settings.


• Patients want to schedule appointments at convenient times without difficulty.


• Patients want to be able to see a specialist when a referral is made.


• Patients expect to receive clear instructions on how to obtain referrals to other health care providers.








Adapted from Picker Institute: Principles of patient-centered care, 2011, http:pickerinstitute.org/about/picker-principles. Accessed December 28, 2011.





The survey tool from The Picker Institute measures patient satisfaction along the eight dimensions. The survey looks globally at patient perceptions of care in an attempt to understand how all hospital departments influence patient satisfaction. The program mails surveys to patients after they leave a health care setting. Many other companies have developed similar patient satisfaction surveys that are distributed in the mail to patients. Staff involved in patient care receive the satisfaction scores as feedback regarding their success in meeting patient expectations. The nursing staff is responsible for identifying unique issues that influence patient satisfaction on their unit. For example, nurses working on an oncology unit have different patient satisfaction issues around physical comfort than nurses caring for new mothers. Patient satisfaction findings become the basis for many quality improvement studies.


It is important for nurses to recognize the need to provide patient- and family-centered care. Identifying patient and family expectations, knowledge, preferences, cultural beliefs, and values is an important part of patient-centered care (Cronenwett et al., 2007; Institute for Patient- and Family-Centered Care [IPFCC], 2010). Concepts of patient-centered care include respect and dignity, sharing of information, participation in care and care decisions, and collaboration (IPFCC, 2010). By learning early what a patient expects with regard to information, comfort, and availability of family and friends, nurses are able to better plan patient care. They should ask about the patient’s expectations when the patient first enters a health care setting, while care continues, and when a patient is discharged. Patient expectations are an important measure of the evaluation of nursing care. A Patient and Family Advisory Council is one strategy that is effective in obtaining patient and family feedback to develop patient- and family-centered care (Zarubi et al., 2008).












Magnet Recognition Program


The American Nurses Credentialing Center (ANCC) established the Magnet Recognition Program to recognize health care organizations that achieve excellence in nursing practice (ANCC, 2010c). In the United States approximately 6.4% of health care organizations have achieved Magnet status (ANCC, 2010b). Health care organizations that apply for Magnet status must demonstrate quality patient care, nursing excellence, and innovations in professional practice. The professional work environment must allow nurses to practice with a sense of empowerment and autonomy to deliver quality nursing care. The revised Magnet model has five components that are affected by global issues that are challenging nursing today (ANCC, 2010a) (Box 2-8). The five components are Transformational Leadership; Structural Empowerment; Exemplary Professional Practice; New Knowledge, Innovation, and Improvements; and Empirical Quality Results. Institutions achieve Magnet status through an appraisal process that requires them to present evidence showing achievement of the 14 forces of magnetism (see Box 2-8). Magnet status requires nurses to collect data on specific nursing-sensitive quality indicators or outcomes and compare their outcomes against a national, state, or regional database to demonstrate quality of care.





Box 2-8


Magnet Model and Forces of Magnetism




[image: image]








Adapted from American Nurses Credentialing Center: A new model for ANCC’s Magnet Recognition Program, 2010a, http://www.nursecredentialing.org/Magnet/ProgramOverview/NewMagnetModel.aspx.









Nursing-Sensitive Outcomes


Nursing-sensitive outcomes are patient outcomes and select nursing workforce characteristics that are directly related to nursing care such as changes in patients’ symptom experiences, functional status, safety, psychological distress, registered nurse (RN) job satisfaction, total nursing hours per patient day, and costs. Nurses assume accountability and responsibility for achieving and accepting the consequences of these outcomes. The National Database of Nursing Quality Indicators (NDNQI) was developed by the American Nurses Association to measure and evaluate nursing-sensitive outcomes with the purpose of improving patient safety and quality care (NDNQI, 2010) (Box 2-9). The NDNQI reports quarterly results on nursing outcomes at the nursing unit level. This provides a database for individual hospitals to compare their performance against nursing performance nationally (Kurtzman and Jennings, 2008). The evaluation of patient outcomes and nursing workforce characteristics remains important to nursing and the health care delivery system. Chapter 5 describes approaches for measuring outcomes.





Box 2-9


Nursing Quality Indicators







• Patient falls


• Patient falls with injury


• Pressure ulcers—community acquired, hospital acquired, unit acquired


• Staff mix


• Nursing hours per patient day


• Registered nurse (RN) surveys on job satisfaction and practice environment scale


• RN education and certification


• Pediatric pain assessment cycle


• Pediatric intravenous infiltration rate


• Psychiatric patient assault rate


• Restraint prevalence


• Nurse turnover


• Hospital-acquired infections of ventilator-associated pneumonia, central line–associated bloodstream infection, catheter-associated urinary tract infection





Data from National Database of Nursing Quality Indicators (NDNQI): NDNQI: transforming data into quality care, 2010, http://www.nursingquality.org. Accessed June 18, 2011.





Because of the importance of nursing-sensitive outcomes, the Agency for Healthcare Research Quality funded several nursing research studies that looked at the relationship of nurse staffing levels to adverse patient outcomes. These studies found a connection between higher levels of staffing by registered nurses (RNs) in hospitals and fewer negative patient outcomes. For example, the incidence of hospital-acquired pneumonia was highly sensitive to RN staffing levels. Adding just 30 minutes of RN staffing per patient day greatly reduced the incidence of pneumonia in patients following surgery. These studies also found that increased levels of nurse staffing positively impacted nurse satisfaction. Future studies will examine how nurses’ workloads affect patient safety and how their working conditions affect medication safety. Measuring and monitoring nursing-sensitive outcomes reveal the interventions that improve patients’ outcomes. Nurses and health care facilities use nursing-sensitive outcomes to improve nurses’ workloads, enhance patient safety, and develop sound policies related to nursing practice and health care.












Nursing Informatics and Technological Advancements


Quality and Safety Education for Nurses (QSEN) identified informatics as a competency for nurses (Cronenwett et al., 2007). Nursing informatics “uses information and technology to communicate, manage knowledge, mitigate error, and support decision-making” (Cronenwett et al., 2007). Data are individually distinct pieces of reality. Examples of data nurses collect and use to deliver safe patient care include a patient’s blood pressure or the measurement of a patient’s wound. Nurses gain or use information when they organize, structure, or interpret data. A nurse uses information when looking at trends in a patient’s blood pressure readings over the past 24 hours or when evaluating the changes in the size of a wound over the past 3 weeks. Knowledge develops when nurses combine and identify relationships between different pieces of information. For example, nurses know that diet plays an important role in blood pressure control and wound healing. They use this knowledge to teach patients at risk for developing high blood pressure to limit their salt intake and to teach patients who have wounds the importance of eating a well-rounded diet that includes adequate protein, vitamins, and minerals. Knowledge and skills in informatics also provides the nurse ability to access quality electronic sources of health care information to plan and coordinate patient care (Cronenwett et al., 2007). The focus of nursing informatics is not on the technology or the computer; rather, its focus is on the organization, analysis, and dissemination of information (American Nurses Association, 2008). Chapter 26 provides a thorough review of how nursing informatics improves the way nurses provide health care through use of the electronic health record.


Advances in technology are constantly evolving. People work, play, and view the world much differently because of these advances. Technological advancements also influence where and how nurses provide care to patients. Technological advances help nurses improve direct care processes, patient outcomes, and work environments (Zuzelo et al., 2008). Sophisticated equipment such as electronic IV infusion devices, cardiac telemetry (a device that monitors a patient’s heart rate wherever the patient is on a nursing unit), and computerized medication dispensation systems (see Chapter 31) are just a few examples that have changed health care. In many ways, technology makes the nurse’s work easier, but it does not replace nursing judgment. For example, it is the nurse’s responsibility when managing a patient’s IV therapy to monitor the infusion to be sure that it infuses on time and without complications. An electronic infusion device provides a constant rate of infusion, but nurses need to be sure that they calculate the rate correctly. The device sets off an alarm if the infusion slows, making it important for the nurse to respond to the alarm and troubleshoot the problem. Technology does not replace a nurse’s critical eye and clinical judgment. Challenges arise for nurses when technologies create inefficient delivery systems or uses or need repairs. These problems increase the nurses’ workload (Zuzelo et al., 2008).


Technology also affects the way we communicate with others. Personal computers, cell phones, and personal digital assistants (PDAs) allow us to communicate and share information or data with others in a variety of formats around the world. People expect accurate information to be delivered to them as it develops. Managing communication, information, and data is challenging in health care. Health care agencies use data to measure their outcomes and improve patient care. Accrediting bodies, insurance companies, and Medicare/Medicaid all require collection and reporting of accurate data. Furthermore, nurses need accurate, up-to-date information to make the best decisions about patient care. Therefore it is crucial that nurses help health care agencies develop an effective way to manage the collection, interpretation, and distribution of information.


Nurses need to play a role in evaluating and implementing new technological advances. They use technology and informatics to improve the effectiveness of nursing care, enhance safety, and improve patient outcomes. Most important, it is essential for nurses to remember that the focus of nursing care is not the machine or the technology; it is the patient. Therefore nurses need to constantly attend to and connect with their patients and ensure that their dignity and rights are preserved at all levels of care.









Globalization of Health Care


Globalization, the increasing connectedness of the world’s economy, culture, and technology, is one of the forces reshaping the health care delivery system (Oulton, 2012). Advances in communication, primarily through the Internet, allow nurses, patients, and other health care providers to talk with others worldwide about health care issues. Improved communication, easier air travel, and easing of trade restrictions are making it easier for people to engage in “health tourism.” Health tourism is the travel to other nations to seek out health care.


Many problems affect the health status of people around the world. For example, poverty is still deadlier than any disease and is the most frequent reason for death in the world today. Poverty increases the disparities in health care services among vulnerable populations (Crigger, 2008). Nations and communities that experience poverty have limited access to vaccines, clean water, and standard medical care. The growth of urbanization also currently is affecting global health. As cities become more densely populated, problems with pollution, noise, crowding, inadequate water, improper waste disposal, and other environmental hazards become more apparent. Children, women, and older adults are vulnerable populations most threatened by urbanization. Nurses work toward improving the health of all populations (Crigger, 2008). Although globalization of trade, travel, and culture improves the availability of health care services, the spread of communicable diseases such as tuberculosis and severe acute respiratory syndrome has become more common. Finally, the results of global environmental changes and disasters affect health. Changes in climate and natural disasters threaten food supplies and often allow infectious diseases to spread more rapidly.


Nurses need to understand how worldwide communication and globalization of health care influence nursing practice. Health care consumers demand quality and service and have become more knowledgeable. They often have searched the Internet about their health concerns and medical conditions. They also use the Internet to select their health care providers. As a result of globalization, health care providers have to make their services more accessible. Because of advances in communication, nurses and other health care providers practice across state and national boundaries. In response to the nursing shortage in the early 2000s, health care institutions recruited nurses from around the world to work in the United States. This was an effort to continue to provide quality, safe patient care. This trend is expected to continue to fill vacant nursing positions (Buerhaus et al., 2009). The hiring of nurses from other nations has required American hospitals to better understand and work with nurses from different cultures and with different needs.


As a leader in health care, remain aware of what is happening in the community, nation, and around the world. The International Council of Nurses (ICN), based in Switzerland, represents nursing worldwide. The purpose of the ICN is to advance the nursing profession worldwide and influence health policy (ICN, 2010). The goals of ICN are to bring nursing together, advance the nursing profession, and influence health policy worldwide (ICN, 2010). The unique focus of nursing on caring helps nurses address the issues presented by globalization. Nurses and the nursing profession are able to help overcome these issues by working together to improve nursing education throughout the world, retaining nurses and recruiting people to be nurses, and being advocates for changes that will improve the delivery of health care. Be prepared for future health care issues. Globalization has influenced many other industries. As a leader, nursing has to take control and be proactive in developing solutions before someone outside of nursing takes control.












The Future of Health Care


This discussion of the health care delivery system began with the issue of change. Change is often threatening, but it also opens up opportunities for improvement. The ultimate issue in designing and delivering health care is ensuring the health and welfare of the population. Health care in the United States and around the world is not perfect. Patients do not receive continuity of care when they see multiple health care providers. Often patients are uninsured or underinsured and do not have access to necessary services. However, health care organizations are trying to become better prepared to deal with the challenges in health care. Increasingly, health care organizations are changing how they provide their services, reducing unnecessary costs, improving access to care, and trying to provide high-quality patient care. Professional nursing is an important player in the future of health care delivery. The solutions necessary to improve the quality of health care depend largely on the active participation of nurses.









Key Points







• Increasing costs and decreasing reimbursement are forcing health care institutions to deliver care more efficiently without sacrificing quality.


• In a managed care system the provider of care receives a predetermined capitated payment regardless of the services a patient uses.


• The Medicare prospective reimbursement system is based on payment calculated on the basis of DRG assignment.


• Levels of health care describe the range of services and settings in which health care is available to patients in all stages of health and illness.


• Health promotion occurs in home, work, and community settings.


• Nurses are facing the challenge of keeping populations healthy and well within their own homes and communities.


• Successful community-based health programs involve building relationships with the community and incorporating cultural and environmental factors.


• Hospitalized patients are acutely ill, requiring better coordination of services before discharge.


• Rehabilitation allows an individual to return to a level of normal or near-normal function after a physical or mental illness, injury, or chemical dependency.


• Home care agencies provide a wide variety of health care services with an emphasis on patient and family independence.


• Discharge planning begins at admission to a health care facility and helps in the transition of a patient’s care from one environment to another.


• Health care organizations are being evaluated on the basis of outcomes such as prevention of complications, patients’ functional outcomes, and patient satisfaction.


• Nurses need to remain knowledgeable and proactive about issues in the health care delivery system to provide quality patient care and positively affect health.













Clinical Application Questions






Preparing for clinical practice


Community Hospital is a 400-bed urban hospital, one of six hospitals in a health care system. The system also operates a local community clinic that primarily serves a poor multicultural population. The nursing department of the hospital is considering making application to the American Nurses Credentialing Center for Magnet status. Nursing units are working on a number of projects to prepare for the Magnet application process.




1. You are a staff nurse on a medical-surgical floor at the hospital. The unit is trying to improve its culture in patient safety. How would you go about helping to improve the culture of safety on the unit?


2. Discuss three strategies that the community clinic can use to deliver patient- and family-centered care.


3. You are asked by a nurse at another hospital what it means to be a “Magnet hospital.” Describe the Magnet model of nursing to answer the nurse’s question.





[image: image] Answers to Clinical Application Questions can be found on the Evolve website.















Review Questions






Are you ready to test your nursing knowledge?







1. Which of the following is an example of the principle of patient-centered care focused on continuity and transition?




    1. The nurse asks the patient who in the family should have access to patient information


    2. The nurse is teaching the patient how to change the wound dressing at home


    3. The nurse responds promptly to the patient’s request for pain medication


    4. The nurse schedules the patient’s diagnostic scan following the physical therapy session





2. Which activity performed by the nurse is related to maintaining competency in nursing practice?




    1. Asking another nurse about how to change the settings on a medication pump


    2. Regularly attending unit staff meetings


    3. Participating as a member of the professional nursing council


    4. Attending a review course in preparation for the certification examination





3. The patient tells the nurse that she is enrolled in a preferred provider organization (PPO) but does not understand what this is. What is the nurse’s best explanation of a PPO?




    1. This health plan is for people who cannot afford their own health insurance


    2. This health plan is operated by the government to provide health care to older adults


    3. This health plan provides you with a preferred list of physicians, hospitals, and providers from which you can choose


    4. This is a fee-for-service plan in which you can choose any physician or hospital





4. Which of the following is an example of the nurse participating in primary care activities?




    1. Providing prenatal teaching on nutrition to a pregnant woman during the first trimester


    2. Working with patients in a cardiac rehabilitation program


    3. Assessing a patient at an emergent care facility


    4. Providing home wound care to a patient





5. Nurses on a nursing unit are discussing the processes that led up to a near-miss error on the clinical unit. They are outlining strategies that will prevent this in the future. This is an example of nurses working on what issue in the health care system?




    1. Patient safety


    2. Evidence-based practice


    3. Patient satisfaction


    4. Maintenance of competency





6. Which of the following statements is true regarding Magnet status recognition for a hospital?




    1. Nursing is run by a Magnet manager who makes decisions for the nursing units


    2. Nurses in Magnet hospitals make all of the decisions on the clinical units


    3. Magnet is a term that is used to describe hospitals that are able to hire the nurses they need


    4. Magnet is a special designation for hospitals that achieve excellence in nursing practice





7. Which statement made by the nurse is an example of applying the principle of patient-centered care while focusing on alleviation of a patient’s fear and anxiety?




    1. “Let’s talk about the concerns that you have about going home.”


    2. “I’ll get the medication prescriptions for you before discharge”


    3. “I’ll be back in 30 minutes to help you get cleaned up”


    4. “I’ll make a referral to the home health nurse for you”





8. Which of the following is/are characteristics of managed care systems? (Select all that apply.)




    1. Provider receives a predetermined payment for each patient in the program.


    2. Payment is based on a set fee for each service provided.


    3. System includes a voluntary prescription drug program for an additional cost.


    4. System tries to reduce costs while keeping patients healthy.


    5. Focus of care is on prevention and early intervention.





9. Which of the following nursing activities is found in a tertiary health care environment?




    1. Administering influenza immunizations at the senior independent living facility


    2. Providing well-baby care in the clinic run by the local community health department


    3. Admitting a patient following open heart surgery to the cardiovascular intensive care unit


    4. Working the triage desk in the emergency department





    10. Which of the following activities performed by the nurse is/are focused on the patient-centered care principle of physical comfort? (Select all that apply.)




    1. Asking the patient what a tolerable level of pain is for him or her following surgery


    2. Providing a back rub at bedtime


    3. Offering the patient a warm washcloth for his or her hands before eating


    4. Teaching the patient about the new antihypertensive medication ordered


    5. Scheduling the patient’s follow-up appointments on discharge


    6. Changing the bed linens for a patient who is experiencing diaphoresis





    11. The nursing staff is developing a quality program for the floor. Which of the following are nursing-sensitive indicators from the National Database of Nursing Quality Indicators that the nurses can use to measure patient safety and quality for the unit? (Select all that apply.)




    1. Number of medication errors committed by registered nurses (RNs)


    2. Turnover rate of nurses on the unit


    3. Incidence of patient falls


    4. Number of certified RNs


    5. Number of emergency department admissions per year





    12. The nurse is providing restorative care to a patient following an extended hospitalization for an acute illness. Which of the following is an appropriate goal for restorative care?




    1. Patient will be able to walk 200 feet without shortness of breath


    2. Wound will heal without signs of infection


    3. Patient will express concerns related to return to home


    4. Patient will identify strategies to improve sleep habits





    13. A nurse is presenting information to a management class of nursing students on the topic of groups of inpatient hospital services that have a fixed reimbursement amount, with adjustments made on the basis of case severity and regional costs. The nurse is presenting information to the class on which topic?




    1. Utilization review committee


    2. Resource utilization group


    3. Capitation payment system


    4. Diagnosis-related groups





    14. When a nurse uses information and technology to communicate, locate and use knowledge, reduce and eliminate errors, and help make decisions, the nurse is working in which area?




    1. Integrated delivery system


    2. Health care patient system


    3. Nursing informatics


    4. Computerized nursing network





    15. Which of the following are examples of the principle of patient-centered care that is focused on respect, values, preferences, and expressed needs? (Select all that apply.)




    1. Administer antihypertensive medications to patient daily.


    2. Pulling the curtain around the patient bed before changing the wound dressing on the patient’s leg


    3. Allowing the patient to ask questions and express his or her concern about surgery


    4. Explaining a colonoscopy procedure to the patient


    5. Working with the family to bring in ethnic foods that the patient prefers








Answers: 1. 2; 2. 4; 3. 3; 4. 1; 5. 1; 6. 4; 7. 1; 8. 1, 4, 5; 9. 3; 10. 1, 2, 3, 6; 11. 2, 3, 4; 12. 1; 13. 4; 14. 3; 15. 2, 3, 5.
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Chapter 3


Community-Based Nursing Practice




Objectives





• Explain the relationship between public health and community health nursing.


• Differentiate community health nursing from community-based nursing.


• Discuss the role of the community health nurse.


• Discuss the role of the nurse in community-based practice.


• Identify characteristics of patients from vulnerable populations that influence the community-based nurse’s approach to care.


• Describe the competencies important for success in community-based nursing practice.


• Describe elements of a community assessment.
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• Review Questions


• Case Study with Questions


• Audio Glossary


• Interactive Learning Activities


• Key Term Flashcards


• Content Updates





Community-based care focuses on health promotion, disease prevention, and restorative care. Because patients move quickly from acute care settings, there is a growing need to organize health care delivery services where people live, work, socialize, and learn (Swiadek, 2009). One way to achieve this goal is through a community-based health care model. Community-based health care is a collaborative, evidence-based model designed to meet the health care needs of a community (Downie, Ogilve, and Wichmann, 2005). A healthy community includes elements that maintain a high quality of life and productivity. For example, safety and access to health care services are elements that enable people to function productively in their community (U.S. Department of Health and Human Services [USDHHS], 2010). As community health care partnerships develop, nurses are in a strategic position to play an important role in health care delivery and improve the health of the community.


The focus of health promotion and disease prevention continues to be essential for the holistic practice of professional nursing. The history of nursing documents the roles of nurses in establishing and meeting the public health goals of their patients. Within community health settings, nurses are leaders in assessing, diagnosing, planning, implementing, and evaluating the types of public and community health services needed. Community health nursing and community-based nursing are components of a health care delivery system that improve the health of the general public.






Community-Based Health Care


It is important to understand the focus of community-based health care. Community-based health care is a model of care that reaches everyone in the community (including the poor and underinsured), focuses on primary rather than institutional or acute care, and provides knowledge about health and health promotion and models of care to the community. Community-based health care occurs outside traditional health care institutions such as hospitals. It provides services to individuals and families within the community for acute and chronic conditions (Stanhope and Lancaster, 2010).


Today the challenges in community-based health care are numerous. Social lifestyles, political policy, and economics all influence public health problems and subsequent health care services. Some of these problems include an increase in homeless and immigrant populations, an increase in sexually transmitted infections, underimmunization of infants and children, patients with chronic illnesses, and life-threatening diseases (e.g., patients living with human immunodeficiency virus [HIV] and other emerging infections). More than ever before, health care reform is necessary to bring attention to the health care needs of all communities.






Achieving Healthy Populations and Communities


The U.S. Department of Health and Human Services Public Health Service designed a program to improve the overall health status of people living in this country. The Healthy People Initiative was created to establish ongoing health care goals (see Chapter 6). The 2020 document strives to ensure that Healthy People 2020 is relevant to diverse public health needs and seizes opportunities to achieve its goals. Since its inception, Healthy People has become a broad-based, public engagement initiative with thousands of citizens helping to shape it at every step along the way. The overall goals of Healthy People 2020 are to increase life expectancy and quality of life and eliminate health disparities through an improved delivery of health care services (USDHHS, 2010).


Improved delivery of health care occurs through assessment of health care needs of individuals, families, and communities; development and implementation of public health policies; and improved access to care. For example, assessment includes systematic data collection on the population, monitoring the health status of the population, and accessing available information about the health of the community (Stanhope and Lancaster, 2010). A comprehensive community assessment can lead to community health programs such as adolescent smoking prevention, sex education, and proper nutrition. Some examples of assessment include gathering information on incident rates for identifying and reporting new infections or diseases, determining adolescent pregnancy rates, and reporting the number of motor vehicle accidents by teenage drivers.


Health professionals provide leadership in developing public policies to support the health of the population (Stanhope and Lancaster, 2010). Strong policies are driven by community assessment. For example, assessing the level of lead poisoning in young children often leads to a lead cleanup program to reduce the incidence of lead poisoning. Likewise more people are choosing to remain in their homes for end-of-life care. Assessing the numbers of people in the community who need end-of-life care can lead to evidence-based practices for addressing both the needs of the nurses and the home care needs of these patients (Smith and Porock, 2009) (Box 3-1).





Box 3-1   Evidence-Based Practice


Managing Chronic Leg Ulcers in a Community Setting


PICO Question: What is the effect on quality of life (QOL) in community-dwelling patients with chronic leg ulcers who participate in leg ulcer support group compared to patients who do not participate in a support group?





 Evidence Summary


Healing chronic venous leg ulcers is expensive and time consuming and impacts a patient’s level of function and QOL. In addition, pain and in some cases odor are associated with the leg wound. As a result, patients and their families are socially isolated. Patients also experience depression and anxiety related to the chronic impact and the long healing process (Jones et al., 2006). Each and all of these factors impact patients’ perception of QOL. When nursing resources and support groups are available in a community setting, the costs of treatment are reduced, and QOL and function and activity increase (Edwards et al., 2009; Gordon et al., 2006).








 Application to Nursing Practice




• The presence of chronic wound support groups provides patients and families an opportunity to interact with individuals who experience similar situations (Edwards et al., 2009).


• Nursing wound care specialists who make home visits to patients in their community settings are able to track the healing process as the patient’s level of activity and function change and offer suggestions to improve the patient’s level of independence (Gordon et al., 2006).


• It is necessary to understand that some patients and family members have depression and anxiety related to the chronic nature of the wound and the slow healing process (Jones et al., 2006).


• During the early phases of healing the patient and family may report that their QOL is very low; however, let them know that, as the wound heals, their ability and desire to socialize with others may increase, the cost of care may decline, and pain may decline or resolve. All of these factors can improve the patient’s QOL reports (Hareendran et al., 2005).











Improved access to care ensures that essential community-wide health services are available and accessible to the total community (Stanhope and Lancaster, 2010). Examples include prenatal care programs for the uninsured and educational programs to ensure the competency of public health professionals. Population-based public health programs focus on disease prevention, health protection, and health promotion. This focus provides the foundation for health care services at all levels (see Chapter 2).


The five-level health services pyramid is an example of how to provide community-based services within existing health care services in a community (see Fig. 2-1 on p. 17). In this population-focused health care services model, the goals of disease prevention, health protection, and health promotion provide a foundation for primary, secondary, and tertiary health care services.


A rural community often has a hospital to meet the acute care needs of its citizens. However, a community assessment might reveal that there are minimal services to meet the needs of expectant mothers, reduce teenage smoking, or provide nutritional support for older adults. Community-based programs are able to provide these services and are effective in improving the health of the community. On the other hand, when a community has the resources for providing childhood immunizations, flu vaccines, primary preventive care services are able to focus on child developmental problems and child safety.


Public health services aim at achieving a healthy environment for all individuals. Health care providers apply these principles for individuals, families, and the communities in which they live. Nursing plays a role in all levels of the health services pyramid. By using public health principles you are better able to understand the types of environments in which patients live and the types of interventions necessary to help keep patients healthy.












Community Health Nursing


Frequently the terms community health nursing and public health nursing are used interchangeably, although they are different. A public health nursing focus requires understanding the needs of a population or a collection of individuals who have one or more personal or environmental characteristics in common (Stanhope and Lancaster, 2010). Examples of populations include high-risk infants, older adults, or a cultural group such as Native Americans. A public health nurse understands factors that influence health promotion and health maintenance, the trends and patterns influencing the incidence of disease within populations, environmental factors contributing to health and illness, and the political processes used to affect public policy. For example, the nurse uses data on increased incidence of playground injuries to lobby for a policy to use shock-absorbing material rather than concrete for new public playgrounds.


Public health nursing requires preparation at the basic entry level and sometimes requires a baccalaureate degree in nursing that includes educational preparation and clinical practice in public health nursing. A specialist in public health has a graduate level education with a focus in the public health sciences (American Nurses Association [ANA], 2007).


Community health nursing is nursing practice in the community, with the primary focus on the health care of individuals, families, and groups in a community. The goal is to preserve, protect, promote, or maintain health (Stanhope and Lancaster, 2010). The emphasis of such nursing care is to improve the quality of health and life within that community. In addition, the community health nurse provides direct care services to subpopulations within a community. These subpopulations often have a clinical focus in which the nurse has expertise. For example, a case manager follows older adults recovering from stroke and sees the need for community rehabilitation services, or a nurse practitioner gives immunizations to patients with the objective of managing communicable disease within the community. By focusing on subpopulations, the community health nurse cares for the community as a whole and considers the individual or family as only one member of a group at risk.


Competence as a community health nurse requires the ability to use interventions that include the broad social and political context of the community (Stanhope and Lancaster, 2010). The educational requirements for entry-level nurses practicing in community health nursing roles are not as clear as those for public health nurses. Not all hiring agencies require an advanced degree. However, nurses with a graduate degree in nursing who practice in community settings are considered community health nurse specialists, regardless of their public health experience (Stanhope and Lancaster, 2010).






Nursing Practice in Community Health


Community-focused nursing practice requires a unique set of skills and knowledge. In the health care delivery system nurses who become expert in community health practice usually have advanced nursing degrees, yet the baccalaureate-prepared generalist is also quite competent in formulating and applying population-focused assessments and interventions. The expert community health nurse understands the needs of a population or community through experience with individual families and working through their social and health care issues. Critical thinking is important in applying knowledge of public health principles, community health nursing, family theory, and communication in finding the best approaches in partnering with families.


Successful community health nursing practice involves building relationships with the community and being responsive to changes within the community. For example, when there is an increase in the incidence of grandparents assuming child care responsibilities, the community health nurse becomes an active part of a community by establishing an instructional program in cooperation with local schools and assists and supports grandparents in this caregiving role. The nurse knows the community members, needs, and resources and then works in collaboration with community leaders to establish effective health promotion and disease prevention programs. This requires working with highly resistant systems (e.g., welfare system) and trying to encourage them to be more responsive to the needs of a population. Skills of patient advocacy, communicating people’s concerns, and designing new systems in cooperation with existing systems help to make community nursing practice effective.












Community-Based Nursing


Community-based nursing care takes place in community settings such as the home or a clinic, where the focus is on the needs of the individual or family. It involves the safety needs and acute and chronic care of individuals and families, enhances their capacity for self-care, and promotes autonomy in decision making (Stanhope and Lancaster, 2010). You use critical thinking and decision making for the individual patient and family—assessing health status, diagnosing health problems, planning care, implementing interventions, and evaluating outcomes of care. Because nurses provide direct care services where patients live, work, and play, it is important that nursing care remains focused on the individual and family and that the values of the individual, family, and the community are respected and incorporated (Reynolds, 2009).


Community-based nursing centers function as the first level of contact between members of a community and the health care delivery system (Fig. 3-1). Ideally health care services are provided near where patients live. This approach helps to reduce the cost of health care for the patient and the stress associated with the financial burdens of care. In addition, these centers offer direct access to nurses and patient-centered health services and readily incorporate the patient and the patient’s family or friends into a plan of care. Community-based nursing centers often care for the most vulnerable of the population (Kaiser et al., 2009).




[image: image]


FIG. 3-1 Patient and family receiving care in a community-based care center. (Courtesy Mass Communication Specialist 2nd Class Daniel Viramontes.)





With the individual and family as the patients, the context of community-based nursing is family-centered care within the community. This focus requires a strong knowledge base in family theory (see Chapter 10), principles of communication (see Chapter 24), group dynamics, and cultural diversity (see Chapter 9). You learn to partner with your patients and families so ultimately the patient and family assume responsibility for their health care decisions.






Vulnerable Populations


In a community setting nurses care for patients from diverse cultures and backgrounds and with various health conditions. However, changes in the health care delivery system have made high-risk groups the principal patients. For example, you are not likely to visit low-risk mothers and babies. Instead, adolescent mothers or mothers with drug addiction are more likely to receive home care services. Vulnerable populations are groups of patients who are more likely to develop health problems as a result of excess health risks, who are limited in access to health care services, or who depend on others for care. Individuals living in poverty, older adults, people who are homeless, immigrant populations, individuals in abusive relationships, substance abusers, and people with severe mental illnesses are examples of vulnerable populations. Public and community health nursing and primary care providers share health care responsibility for health promotion, screening, and early detection and disease prevention for vulnerable populations. These patients have intense health care needs that are unmet or ignored or require more care than can be provided in outpatient or hospital settings (Kaiser et al., 2009). Vulnerable individuals and their families often belong to more than one of these groups. In addition, health care vulnerability affects all age-groups (Sebastian, 2010).


Vulnerable patients often come from varied cultures, have different beliefs and values, face language and literacy barriers, and have few sources of social support. Their special needs will be a challenge for you as you care for increasingly complex acute and chronic health conditions.


To provide competent care for vulnerable populations, you need to assess these patients accurately (Box 3-2). In addition, you need to evaluate and understand a patient’s and family’s cultural beliefs, values, and practices to determine their specific needs and the interventions that will most likely be successful in improving their state of health (see Chapter 9). It is important not to judge or evaluate your patient’s beliefs and values about health in terms of your own culture, beliefs, and values. Communication and caring practices are critical in learning a patient’s perceptions of his or her problems and then planning health care strategies that will be meaningful, culturally appropriate, and successful.





Box 3-2


Guidelines for Assessing Members of Vulnerable Population Groups





 Setting the Stage




• Learn as much as you can about the culture of the patients with whom you work so you will understand cultural practices and values that influence their health care practices.


• Provide culturally and linguistically competent assessment by understanding the meaning of language and nonverbal behavior in a patient’s culture.


• Be sensitive to the fact that the individual or family you are assessing has other priorities that are more important to them. These may include financial or legal problems. Do not provide financial or legal advice, but make sure to connect the patient with someone who will help them.











 Nursing History of an Individual or Family




• You often have only one opportunity to work with a vulnerable person or family. Conduct an organized, complete history that provides all the essential information you need to help the individual or family.


• Use a modified comprehensive assessment form to focus on the special needs of the vulnerable population group.


• Include questions about social support, economic status, resources for health care, developmental issues, current health problems, medication, and how the person or family manages their health status.


• Determine if the individual has any acute, chronic, or communicable conditions.











 Physical Examination or Home Assessment




• Complete a thorough physical examination (on an individual) or home assessment. Collect only useful data.


• Be alert for indications of mental and physical abuse, changes from normal physical examination findings (see Chapter 30), or substance use (e.g., underweight, being inadequately clothed).


• Observe a family’s living environment. Is the environment safe and clean? Is there adequate plumbing? Are there cooking or laundry facilities? Is ventilation adequate? Is the family exposed to raw sewage or animal waste? What does the neighborhood look like?








From Sebastian JG: Vulnerability and vulnerable populations: an overview. In Stanhope M, Lancaster J: Foundations of nursing in the community: community-oriented practice, ed 3, St Louis, 2010, Mosby.





Barriers to access and use of services often lead to adverse health outcomes for vulnerable populations (Rew et al., 2009). Because of these poorer outcomes, vulnerable populations have shorter life spans and higher morbidity rates. Members of vulnerable groups frequently have multiple risks, which make them more sensitive to the cumulative effects of individual risk factors. It is essential for community-based nurses to assess members of vulnerable populations by taking into account the multiple stressors that affect their patients’ lives. It is also important to learn the patients’ strengths and resources for coping with stressors. Complete assessment of vulnerable populations enables a community health nurse to design interventions within the context of a community (Rew et al., 2009).






Immigrant Population


Researchers predict that the immigrant population will reach a 54% majority by 2050 (U.S. Census Bureau, 2009). Immigrant populations face multiple diverse health issues that cities, counties, and states need to address. These health care needs pose significant legal and policy issues. For some immigrants access to health care is limited because of language barriers and lack of benefits, resources, and transportation. Immigrant populations often have higher rates of hypertension, diabetes mellitus, and infectious diseases; decreased outcomes of care; and shorter life expectancies (Stanhope and Lancaster, 2010).


Frequently the immigrant population practices nontraditional healing practices (see Chapter 9). Although many of these healing practices are effective and complement traditional therapies, it is important that you know and understand all of your patient’s health care practices.


Certain immigrant populations left their homes as a result of oppression, war, or natural disaster (e.g., Afghans, Bosnians, and Somalis). Be sensitive to these physical and psychological stressors and consequences and identify the appropriate resources to help understand your patients and their health care needs (Stanhope and Lancaster, 2010).









Effects of Poverty and Homelessness


People who live in poverty are more likely to live in hazardous environments, work at high-risk jobs, eat less nutritious diets, have multiple stressors in their lives, and be at risk for homelessness. Patients with low income levels not only lack financial resources but also live in poor environments and face practical problems such as poor or unavailable transportation. Homeless patients have even fewer resources than the poor. They are often jobless and do not have the advantage of shelter and must continually cope with finding a place to sleep at night and finding food. Chronic health problems tend to worsen because of poor nutrition and the inability to store nutritional foods. In addition, the homeless population is usually walking the streets and neighborhoods to seek shelter, and they lack a balance of rest and activity (Schanzer et al., 2007). There is a startling increase in adolescent homelessness. The homeless adolescent is usually without a nuclear family and has greater health care risks because of immaturity, which increases the prevalence of risky behaviors (Rew et al., 2008).









Patients Who Are Abused


Physical, emotional, and sexual abuse and neglect are major public health problems affecting older adults, women, and children. Risk factors for abusive relationships include mental health problems, substance abuse, socioeconomic stressors, and dysfunctional family relationships (Landenburger and Campbell, 2010). For some, risk factors may not be present. When dealing with patients at risk for or who have suffered abuse, it is important to provide protection. Interview patients you suspect are abused at a time when the patient has privacy and the individual suspected of being the abuser is not present. Patients who are abused may fear retribution if they discuss their problems with a health care provider. Most states have abuse hot lines that nurses and other health care providers must notify when they identify an individual as being at risk.









Patients Who Abuse Substances


Substance abuse is a term that describes more than the use of illegal drugs. It also includes the abuse of alcohol and prescribed medications such as antianxiety agents and opioid analgesics. A patient with substance abuse often has health and socioeconomic problems. The socioeconomic problems result from the financial strain of the cost of drugs, criminal convictions from illegal activities used to obtain drugs, communicable disease from sharing drug paraphernalia, and family breakdown. For example, health problems for cocaine users often include nasal and sinus disorders and cardiac alterations that are sometimes fatal (Decker et al., 2006; Schanzer et al., 2007). Objectively assess your patient’s substance use in terms of the amount, frequency, and type of use to gain useful information to assist the patient. Frequently these patients avoid health care for fear of judgmental attitudes and concerns over being arrested by the police.









Patients with Mental Illnesses


When a patient has a severe mental illness such as schizophrenia or bipolar disorder, multiple health and socioeconomic problems need to be explored. Many patients with severe mental illnesses are homeless or live in poverty. Others lack the ability to remain employed or even to care for themselves on a daily basis (Cunningham et al., 2006). Patients suffering from mental illness often require medication therapy, counseling, housing, and vocational assistance. In addition, they are at a greater risk for abuse and assault.


Patients with mental illnesses are no longer routinely hospitalized in long-term psychiatric institutions. Instead, resources are offered within the community. Although comprehensive service networks are in every community, many patients still go untreated. Many patients are left with fewer and more fragmented services, with little skill in surviving and functioning within the community. Collaboration with multiple community resources is essential when helping patients with severe mental illness to obtain adequate health care.









Older Adults


With the increasing older-adult population, simultaneous increases in the number of patients suffering from chronic diseases and a greater demand for health care services are seen. You need to view health promotion in the older adult from a broad context. Take time to understand what health means to older-adult patients and the steps they take to maintain their own health and improve their level of function (Meiner and Leuckenotte, 2006). Thorough assessment and appropriate community-based interventions provide an opportunity to improve the lifestyle and quality of life of older adults (Table 3-1).




TABLE 3-1


Common Health Problems in Community-Dwelling Older Adults






	PROBLEM

	Nursing Roles and Interventions






	Hypertension

	Monitor blood pressure and weight; educate about nutrition and antihypertensive drugs; teach stress management techniques; promote an optimal balance between rest and activity; establish blood pressure screening programs; assess patient’s current lifestyle and promote lifestyle changes; promote dietary modifications by using techniques such as a diet diary.






	Cancer

	Obtain health history; promote monthly breast self-examinations and annual Papanicolaou (Pap) smears and mammograms for older women; promote regular physical examinations; encourage smokers to stop smoking; correct mistaken beliefs about processes of aging; provide emotional support and quality of care during diagnostic and treatment procedures.






	Arthritis

	Educate adult about management of activities, correct body mechanics, availability of mechanical appliances, and adequate rest; promote stress management; counsel and assist family in improving communication, role negotiation, and use of community resources; teach adult to be cautious of false advertisements that promise a cure for arthritis.






	Confusional states

	Provide for a protective environment; promote activities that reinforce reality; assist with adequate personal hygiene, nutrition, and hydration; provide emotional support to the family; recommend applicable community resources such as adult day care, home care aides, and homemaker services.






	Dementia

	Maintain the best possible functioning, protection, and safety; foster human dignity; demonstrate to the primary family caregiver techniques to dress, feed, and toilet adult; provide frequent encouragement and emotional support to caregiver; act as an advocate for patient when dealing with respite care and support groups; protect patient’s rights; provide support to maintain family members’ physical and mental health; maintain family stability; recommend financial services if needed.






	Medication use and abuse

	Obtain drug history; educate adult about safe medication storage, the danger of polypharmacy, the risks of drug-drug and drug-food interactions, and general information about drug (e.g., drug name, purpose, side effects, dosage); instruct adult about presorting techniques (using small containers with one dose of drug that are labeled with specific administration times).







Data from Stanhope M, Lancaster J: Foundations of nursing in the community: community-oriented practice, ed 3, St Louis, 2010, Mosby; and Meiner S, Lueckenotte AG: Gerontologic nursing, ed 3, St Louis, 2006, Mosby.















Competency in Community-Based Nursing


Nurses in community-based practices need a variety of skills and talents to successfully assist patients to meet their health care needs. To be successful in this setting you will be a caregiver, case manager, change agent, patient advocate, collaborator, educator, counselor, and epidemiologist (Teeley et al., 2006). These skills work together to help the patient remain in the home near his or her family and support system.






Caregiver


First and foremost is the role of caregiver. In the community setting you manage and care for the health of the community. You apply the nursing process (see Unit 3) in a critical thinking approach to ensure appropriate, individualized nursing care for specific patients and their families. In addition, you individualize care within the context of the patient’s community so long-term success is more likely. Together with the patient and family you develop a caring partnership to recognize actual and potential health care needs and identify needed community resources. As a caregiver, you also help to build a healthy community, which is one that is safe and includes elements to enable people to achieve and maintain a high quality of life and function.









Case Manager


In community-based practice, case management is an important competency (see Chapter 2). It is the ability to establish an appropriate plan of care based on assessment of patients and families and to coordinate needed resources and services for the patient’s well-being across a continuum of care. Generally a community-based case manager assumes responsibility for the case management of multiple patients. The greatest challenge is coordinating the activities of multiple providers and payers in different settings throughout a patient’s continuum of care. An effective case manager eventually learns the obstacles, limits, and even the opportunities that exist within the community that influence the ability to find solutions for patients’ health care needs.









Change Agent


A community-based nurse is also a change agent. This involves identifying and implementing new and more effective approaches to problems. You act as a change agent within a family system or as a mediator for problems within a patient’s community. You identify any number of problems (e.g., quality of community child care services, availability of older-adult day care services, or the status of neighborhood violence). As a change agent you empower individuals and their families to creatively solve problems or become instrumental in creating change within a health care agency. For example, if your patient has difficulty keeping regular health care visits, you determine why. Maybe the health clinic is too far and difficult to reach, or perhaps the hours of service are incompatible with the patient’s transportation resourses. You work with the patient to solve the problem and help identify an alternative site such as a nursing clinic that is closer and has more convenient hours.


To effect change you gather and analyze facts before you implement the program. This requires you to be very familiar with the community itself. Many communities resist change, preferring to provide services in the established manner. Before analyzing facts, it is often necessary to manage conflict among the health care providers, clarify their roles, and clearly identify the needs of the patients. If the community has a history of poor problem solving, you will have to focus on developing problem-solving capabilities (Stanhope and Lancaster, 2010).









Patient Advocate


Patient advocacy is more important today in community-based practice because of the confusion surrounding access to health care services. Your patients often need someone to help them walk through the system and identify where to go for services, how to reach individuals with the appropriate authority, what services to request, and how to follow through with the information they receive. It is important to provide the information necessary for patients to make informed decisions in choosing and using services appropriately. In addition, it is important for you to support and at times defend your patients’ decisions.









Collaborator


In a community-based nursing practice you need to be competent in working not only with individuals and their families but also with other related health care disciplines. Collaboration, or working in a combined effort with all those involved in care delivery, is necessary to develop a mutually acceptable plan that will achieve common goals (Stanhope and Lancaster, 2010). For example, when your patient is discharged home with terminal cancer, you collaborate with hospice staff, social workers, and pastoral care to initiate a plan to support end-of-life care for the patient and support the family. For collaboration to be effective, you will need mutual trust and respect for each professional’s abilities and contributions.









Counselor


Knowing community resources is a critical factor in becoming an effective patient counselor. A counselor helps patients identify and clarify health problems and choose appropriate courses of action to solve those problems. For example, in employee assistance programs or women’s shelters, a major amount of nurse-patient interaction is through counseling. As a counselor you are responsible for providing information, listening objectively, and being supportive, caring, and trustworthy. You do not make decisions but rather help your patients reach decisions that are best for them (Stanhope and Lancaster, 2010). Patients and families often require assistance in first identifying and clarifying health problems. For example, a patient who repeatedly reports a problem in following a prescribed diet is actually unable to afford nutritious foods or has family members who do not support good eating habits. You need to discuss with your patient factors that block or aid problem resolution, identify a range of solutions, and then discuss which solutions are most likely to be successful. You also encourage your patient to make decisions and express your confidence in the choice the patient makes.









Educator


In a community-based setting you have an opportunity to work with single individuals and groups of patients. Establishing relationships with community service organizations offers educational support to a wide range of patient groups. Prenatal classes, infant care, child safety, and cancer screening are just some of the health education programs provided in a community practice setting.


When the goal is to help your patients assume responsibility for their own health care, your role as an educator takes on greater importance (Stanhope and Lancaster, 2010). Patients and families must gain the skills and knowledge needed to learn how to care for themselves. Assess your patient’s learning needs and readiness to learn within the context of the individual, the systems with which the individual interacts (e.g., family, business, and school), and the resources available for support. Adapt your teaching skills so you can instruct the patient within the home setting and make the learning process meaningful. In this practice setting you have the opportunity to follow patients over time. Planning for return demonstration of skills, using follow-up phone calls, and referring to community support and self-help groups give you an opportunity to provide continuity of instruction and reinforce important instructional topics (see Chapter 25).









Epidemiologist


As a community health nurse, you also apply principles of epidemiology. Your contacts with families, community groups such as schools and industries, and health care agencies place you in a unique position to initiate epidemiological activities. As an epidemiologist, you are involved in case finding, health teaching, and tracking incident rates of an illness. For example, a cafeteria worker in the local high school is diagnosed with active tuberculosis (TB). As a community health nurse, you help find new TB exposures or active disease within the worker’s home, employment network, and community.


Nurse epidemiologists are responsible for community surveillance for risk factors (e.g., tracking incidence of elevated lead levels in children and identifying increased fetal and infant mortality rates, increases in adolescent pregnancy, presence of infectious and communicable diseases, and outbreaks of head lice). Nurse epidemiologists protect the level of health of the community, develop sensitivity to changes in the health status of the community, and help identify the cause of these changes.















Community Assessment


When practicing in a community setting, you need to learn how to assess the community at large. Community assessment is the systematic data collection on the population, monitoring the health status of the population, and making information available about the health of the community (Stanhope and Lancaster, 2010). This is the environment in which patients live and work. Without an adequate understanding of that environment, any effort to promote a patient’s health and institute necessary change is unlikely to be successful. The community has three components: structure or locale, the people, and the social systems. To develop a complete community assessment, take a careful look at each of the three components to identify needs for health policy, health programs, and needed health services (Box 3-3).





Box 3-3   Community Assessment





 Structure




• Name of community or neighborhood


• Geographical boundaries


• Emergency services


• Water and sanitation


• Housing


• Economic status (e.g., average household income, number of residents on public assistance)


• Transportation











 Population




• Age distribution


• Sex distribution


• Growth trends


• Density


• Education level


• Predominant ethnic groups


• Predominant religious groups











 Social System




• Education system


• Government


• Communication system


• Welfare system


• Volunteer programs


• Health system











When assessing the structure or locale, you travel around the neighborhood or community and observe its design, the location of services, and the locations where residents meet. You obtain the demographics of the population by accessing statistics on the community from a local public health department or public library. Acquire information about existing social systems such as schools or health care facilities by visiting various sites and learning about their services.


Once you have a good understanding of the community, perform all individual patient assessments against that background. For example, when assessing a patient’s home for safety, you consider the following: does the patient have secure locks on doors? Are windows secure and intact? Is lighting along walkways and entryways operational? As you conduct the patient assessment, it is important to know the level of community violence and the resources available when help is necessary. Always assess an individual in the context of the community.









Changing Patients’ Health


In community-based practice, nurses care for patients from diverse backgrounds and in diverse settings. It is relatively easy over time to become familiar with the available resources within a particular community practice setting. Likewise, with practice you learn how to identify the unique needs of individual patients. However, the challenge is promoting and protecting a patient’s health within the context of the community. For example, can a patient with lung disease have the quality of life necessary in a community that has a serious environmental pollution problem? Similarly, nurses bring together the resources necessary to improve the continuity of care that patients receive. You are a key figure in reducing the duplication of health care services and locating the best services for a patient’s needs.


Perhaps the most important theme to consider is how well you understand your patients’ lives. This begins by establishing strong, caring relationships with patients and their families (see Chapter 7). As you gain experience, after being accepted by a patient’s family you are able to advise, counsel, and teach effectively and understand what truly makes the patient unique. The day-to-day activities of family life are the variables that influence how you will adapt nursing interventions. The time of day a patient goes to work, the availability of the spouse and patient’s parents to provide child care, and the family values that shape views about health are just a few examples of the many factors you will consider in community-based practice. Once you acquire a picture of a patient’s life, you then design interventions to promote health and prevent disease within the community-based practice setting.









Key Points







• Principles of public health nursing practice focus on assisting individuals and communities with achieving a healthy living environment.


• Essential public health functions include community assessment, policy development, and access to resources.


• When population-based health care services are effective, there is a greater likelihood that the higher levels of services will contribute efficiently to health improvement of the population.


• The community health nurse cares for the community as a whole and assesses the individual or family within the context of the community.


• Successful community health nursing practice involves building relationships with the community and being responsive to changes within the community.


• The community-based nurse’s competence is based on decision making at the level of the individual patient.


• The special needs of vulnerable populations are a challenge that nurses face in caring for these patients’ increasingly complex acute and chronic health conditions.


• A community-based nurse is competent as a caregiver, collaborator, educator, counselor, change agent, patient advocate, case manager, and epidemiologist.


• Patients are more likely to accept a change if it is more advantageous, compatible, realistic, and easy to adopt.













Clinical Application Questions






Preparing for clinical practice


You are managing community care for Katie, age 17, who has cerebral palsy and is severely disabled. Because of the impact of this adolescent’s disability, you are also providing care to Monica, age 50, who is a single parent. Katie is the youngest of three children. Her siblings are Josh, age 22, and Marilyn, age 19. Katie attends the special education program of the local school district, and Monica works as a teachers’ aide in another school in the district. Katie will remain in the special education program until she is 21. Monica does not know what will happen when Katie is 21, and she has not investigated any other community resources for Katie in the last 10 years. Both siblings are in college and live in the home and are helpful in Katie’s care. Josh will graduate from college, and his mother is encouraging him to move from the home.




1. What do you need to assess in the community to identify resources that provide family support in the care of a disabled child?


2. What resources do you need to identify for the family to assist Katie’s siblings in moving from the home and beginning their careers?


3. What can you do to help the family begin to envision the new family structure as Josh and Marilyn move out of the home?





[image: image] Answers to Clinical Application Questions can be found on the Evolve website.















Review Questions






Are you ready to test your nursing knowledge?







1. A community nurse in a diverse community is working with health care professionals to provide prenatal care for underemployed and underinsured South African women. Which overall goal of Healthy People 2020 does this represent?




    1. Assess the health care needs of individuals, families, or communities


    2. Develop and implement public health policies and improve access to care


    3. Gather information on incident rates of certain diseases and social problems


    4. Increase life expectancy and quality of life and eliminate health disparities





2. Using Healthy People 2020 as a guide, which of the following would improve delivery of care to a community? (Select all that apply.)




    1. Community assessment


    2. Implementing public health policies


    3. Increasing access to care


    4. Determining rates of specific illnesses


    5. Reducing the number of fast food restaurants in the community





3. A nursing student in the last semester of the baccalaureate nursing program is beginning the community health practicum and will be working in a community-based clinic with a focus on asthma and allergies. What is the focus of the community health nurse in this clinic setting? (Select all that apply.)




    1. Decreasing the incidence of asthma attacks in the community


    2. Increasing healthy food choices for school lunches


    3. Assessing for factors that contribute to asthmatic attacks in the community


    4. Providing asthma education programs for the teachers in the local schools





4. A nurse caring for a Bosnian community identifies that the children are undervaccinated and the community is unaware of resources. The nurse assesses the community and determines that there is a health clinic within a 5-mile radius. The nurse meets with the community leaders and explains the need for immunizations, the location of the clinic, and the process of accessing health care resources. Which of the following practices is the nurse providing? (Select all that apply.)




    1. Educating about community resources


    2. Teaching the community about illness prevention


    3. Promoting autonomy in decision making


    4. Improving the health care of the children in the community





5. Vulnerable populations of patients are those who are more likely to develop health problems as a result of:




    1. Chronic diseases and homelessness


    2. Poverty and acute illness


    3. Lack of transportation, ability to perform self-care but are homeless


    4. Excess health risks, limits in access to health care services, and dependency on others for care





6. Which of the following are major public health problems commonly affecting older adults? (Select all that apply.)




    1. Substance abuse


    2. Dementia


    3. Financial limitations


    4. Communicable diseases


    5. Chronic physical illnesses





7. The local health department received information from the Centers for Disease Control and Prevention that the flu was expected to be very contagious this season. The nurses set up flu vaccine clinics in local churches and senior citizen centers. This activity is an example of which level of prevention?


8. A neighborhood with old homes is undergoing a lot of restoration. Lead paint was used in the buildings. The clinic is initiating a lead screening program. This activity is an example of which level of prevention?


9. In an occupational health setting, the nurse determines that a large number of employees smoke and designs an employee assistance program for smoking cessation. This is an example of which nursing role:




    1. Educator


    2. Counselor


    3. Collaborator


    4. Case manager





    10. The nurse in a community health clinic notices an increase in the number of positive tuberculosis skin tests from students in a local high school during the most recent academic year. After comparing these numbers to the previous years, a 10% increase in positive tests was found. The nurse contacts the school nurse and the director of the health department. Together they begin to expand their assessment to all students and employees of the school district. The community health nurse is acting in which nursing role(s)? (Select all that apply.)




    1. Epidemiologist


    2. Counselor


    3. Collaborator


    4. Case manager





    11. In the community clinic the nurse provides care for a 40-year-old woman who takes insulin to manage her diabetes. The patient is having increased difficulty managing her disease, and the nurse wants her to consider a new insulin pump to help her control it. Which of the following increases the likelihood that the patient will accept this new insulin pump? (Select all that apply.)




    1. Supporting the patient as she tries the insulin pump on a limited basis


    2. Identifying why the patient is reluctant to use the insulin pump


    3. Telling the patient that many other patients you know use the insulin pump successfully


    4. The patient’s perception that the insulin pump is more consistent with her health care goals than insulin administration





    12. The nurse in a new community-based clinic is requested to complete a community assessment. Order the steps for completing this assessment.




    1. Structure or locale


    2. Social systems


    3. Population





    13. On the basis of an assessment, the nurse identifies an increase in the immigrant population group in the community. How would he or she determine some of the health needs of this population? (Select all that apply.)




    1. Identify which two health needs the immigrant population views as most important


    2. Apply information from Healthy People 2020


    3. Determine how the population uses available health care resources


    4. Identify perceived barriers for health care


    5. Implement an exercise program to help with weight loss





    14. A patient is worried about her 76-year-old grandmother who is in very good health and wants to live at home. The patient’s concerns are related to her grandmother’s safety. The neighborhood does not have a lot of crime. Using this scenario, which of the following are the most relevant to assess for safety?




    1. Crime rate, locks, lighting, neighborhood traffic


    2. Lighting, locks, clutter, medications


    3. Crime rate, medications, support system, clutter


    4. Locks, lighting, neighborhood traffic, crime rate





    15. The nurse is working with the county health department on a task force to fully integrate the goals of Healthy People 2020. How does the nurse determine which goals need to be included or updated? (Select all that apply.)




    1. Assesses the health care resources within the community


    2. Assesses the existing health care programs offered by the county health department


    3. Compares existing resources and programs with Healthy People 2020 goals


    4. Initiates new programs to meet Healthy People 2020 goals.








Answers: 1. 4; 2. 1, 2, 3, 4; 3. 1, 2, 4; 4. 1, 2, 4; 5. 4; 6. 1, 2, 3, 5; 7. Tertiary intervention; 8. Secondary intervention; 9. 2; 10. 1, 3; 11. 1, 2, 4; 12. 1, 3, 2; 13. 1, 2, 3, 4; 14. 2; 15. 1, 2, 3.
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Chapter 4


Theoretical Foundations of Nursing Practice




Objectives





• Explain the influence of nursing theory on a nurse’s approach to practice.


• Describe types of nursing theories.


• Describe the relationship between nursing theory, the nursing process, and patient needs.


• Discuss selected theories from other disciplines.


• Discuss selected nursing theories.


• Describe theory-based nursing practice.
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• Review Questions


• Case Study with Questions


• Audio Glossary


• Interactive Learning Activities


• Key Term Flashcards


• Content Updates





Providing patient-centered nursing care is an expectation for all nurses. As you progress through your curriculum, you will learn to apply knowledge from nursing science, social sciences, physical sciences, biobehavioral sciences, ethics, and health policy. To address individual and family responses to health problems, theory-based nursing practice is important for designing and implementing nursing interventions. Initially you might find nursing theory difficult to understand or appreciate. However, as you increase your knowledge about theories, you will find that they help to describe, explain, predict, and/or prescribe nursing care measures. For example, a theory about caring gives you a way to communicate with your patients and their families and individualize care to meet their needs (Watson, 2010; Sumner, 2010). The scientific work used in developing theories expands the scientific knowledge of the profession. Theories offer well-grounded rationales for how and why nurses perform specific interventions and for predicting patient behaviors and outcomes.


Expertise in nursing is a result of knowledge and clinical experience. The expertise required to interpret clinical situations and make clinical judgments is the essence of nursing care and the basis for advancing nursing practice and nursing science (Benner et al., 2010). As you progress through your courses, reflect and learn from your experiences to grow professionally and use well-developed theories as a basis for your approach to patient care.






The Domain of Nursing


The domain is the perspective of a profession. It provides the subject, central concepts, values and beliefs, phenomena of interest, and central problems of a discipline. The domain of nursing provides both a practical and theoretical aspect of the discipline. It is the knowledge of nursing practice as well as the knowledge of nursing history, nursing theory, education, and research. The domain of nursing gives nurses a comprehensive perspective that allows you to identify and treat patients’ health care needs at all levels and in all health care settings.


A paradigm is a pattern of thought that is useful in describing the domain of a discipline. A paradigm links the knowledge of science, philosophy, and theories accepted and applied by the discipline. The paradigm of nursing includes four links: the person, health, environment/situation, and nursing. The elements of the nursing paradigm direct the activity of the nursing profession, including knowledge development, philosophy, theory, educational experience, research, and practice (Alligood and Tomey, 2010).


Person is the recipient of nursing care, including individual patients, groups, families, and communities. The person is central to the nursing care you provide. Because each person’s needs are often complex, it is important to provide individualized patient-centered care.


Health has different meanings for each patient, the clinical setting, and the health care profession (see Chapter 6). It is dynamic and continuously changing. Your challenge as a nurse is to provide the best possible care based on the patient’s level of health and health care needs at the time of care delivery.


Environment/situation includes all possible conditions affecting patients and the settings in which their health care needs occur. There is a continuous interaction between a patient and the environment. This interaction has positive and negative effects on the person’s level of health and health care needs. Factors in the home, school, workplace, or community all influence a patient’s level of health and health care needs. For example, an adolescent girl with type 1 diabetes needs to adapt her treatment plan to adjust for physical activities of school, the demands of a part-time job, and the timing of social events such as her prom.


Nursing is the “… diagnosis and treatment of human responses to actual or potential health problems …” (American Nurses Association, 2010). The scope of nursing is broad. For example, a nurse does not medically diagnose a patient’s health condition as heart failure. However, a nurse will assess a patient’s response to the decrease in activity tolerance as a result of the disease and develop nursing diagnoses of fatigue, activity intolerance, and ineffective coping. From these nursing diagnoses the nurse creates a patient-centered plan of care for each of the patient’s health problems (see Unit 3). Use critical thinking skills to integrate knowledge, experience, attitudes, and standards into the individualized plan of care for each of your patients (see Chapter 15).









Theory


Theories are designed to explain a phenomenon such as self-care or caring. For example, the nurse using Orem’s self-care deficit theory helps to explain how patients meet their own therapeutic self-care demands. In this theory, nurses assist patients by acting for them or guiding necessary physical and/or psychological support (Alligood, 2010). Orem’s theory contains a detailed framework of self-care concepts that are linked in such a way as to explain, describe, or predict the type of nursing care that helps patients achieve a better level of health (McEwen and Willis, 2011). A theory is a way of seeing through a “set of relatively concrete and specific concepts and the propositions that describe or link the concepts” (Fawcett, 2005).


A nursing theory is a conceptualization of some aspect of nursing that describes, explains, predicts, or prescribes nursing care (Meleis, 2011). For example, Orem’s self-care deficit theory (2001) explains the factors within a patient’s living situation that support or interfere with his or her self-care ability. As a result, a nurse who practices using this theory can anticipate such factors when designing an education plan for the patient. This theory has value in helping nursing design interventions to promote the patient’s self-care in managing an illness such as asthma, heart failure, diabetes, or arthritis.


Theories constitute much of the knowledge of a discipline. Theory and scientific inquiry are vital links to one another, providing guidelines for decision making, problem solving, and nursing interventions (Selanders, 2010). Theories give us a perspective for assessing our patients’ situations and organizing data and methods for analyzing and interpreting information. For example, if you use Orem’s theory in practice, you assess and interpret data to determine patients’ self-care needs, self-care deficits, and self-care abilities in the management of their disease. The theory then guides the design of patient-centered nursing interventions. Application of nursing theory in practice depends on the knowledge of nursing and other theoretical models, how they relate to one another, and their use in designing nursing interventions.


Nursing is a science and an art. Nurses need a theoretical base to demonstrate knowledge about the science and art of the profession when they promote health and wellness for their patients, whether the patient is an individual, a family, or a community (Porter, 2010). A nursing theory helps to identify the focus, means, and goals of practice. Common theories enhance communication and increase autonomy and accountability for care to our patients (Meleis, 2011).






Components of a Theory


A theory contains a set of concepts, definitions, and assumptions or propositions that explain a phenomenon. The theory explains how these elements are uniquely related in the phenomenon (Fig. 4-1). For example, Kristin Swanson developed her theory about the phenomenon of caring by conducting extensive interviews with patients and their professional caregivers (Swanson, 1991). Swanson’s theory of caring defines five components of caring: knowing, being with, doing for, enabling, and maintaining belief (see Chapter 7). These components provide a foundation of knowledge for nurses to direct and deliver caring nursing practices. Researchers test theories, and as a result they get a clearer perspective of all parts of a phenomenon. Swanson’s theory of caring is one that provides a basis for identifying and testing nurse caring behaviors to determine if caring improves patient health outcomes (Watson, 2010).




[image: image]


FIG. 4-1 Components of a nursing theory.









Phenomenon


Nursing theories focus on the phenomena of nursing and nursing care. A phenomenon is the term, description, or label given to describe an idea or responses about an event, a situation, a process, a group of events, or a group of situations (Meleis, 2011). This phenomenon may be temporary or permanent. Examples of phenomena of nursing include caring, self-care, and patient responses to stress. For example, in Neuman’s systems model (2011), phenomena focus on stressors perceived by the patient or caregiver. The theoretical model is an open systems model that views nursing as being primarily concerned with nursing actions in stress-related situations. These stressors may include, but are not limited to, patient responses, internal and external environmental factors, and nursing actions.









Concepts


A theory also consists of interrelated concepts. These concepts can be simple or complex and relate to an object or event that comes from individual perceptual experiences (Alligood and Tomey, 2010). Think of concepts as ideas and mental images. They help describe or label phenomena. Again, using Neuman’s systems model (2011) as an example, there are concepts that affect the patient system. The patient system can be an individual, a group, a family, or a community. This system is an open structure that includes internal and external environmental factors. These concepts are physiological, psychological, sociocultural, developmental, and spiritual and may relate to health and wellness, illness prevention, stressors, and defense mechanisms (Meleis, 2011).









Definitions


The definitions within a theory communicate the general meaning of the concepts. These definitions describe the activity necessary to measure the concepts within a theory (Alligood and Tomey, 2010). For example, Neuman’s model uses an open systems approach to describe how patient systems deal with stressors in their environments. A stressor is any stimuli that can produce tension and cause instability within the system. The environment includes internal and external factors that have the potential to affect the patient system. Internal factors exist within the patient system (e.g., the physiological and behavioral responses to illnesses). External factors are outside the patient system (e.g., changes in health care policy or an increase in the crime rate). It is important that nurses using Neuman’s theory in practice focus their care on the system’s responses to the stressors (Meleis, 2011). For example, when patients receive a new diagnosis and perceive the diagnosis to be stressful, they may react by withdrawing or eating an improper diet. In this situation the nurse focuses on both the illness process and the patient’s response to the stressors and designs appropriate interventions.









Assumptions


Assumptions are the “taken-for-granted” statements that explain the nature of the concepts, definitions, purpose, relationships, and structure of a theory (Meleis, 2011). For example, in Neuman’s systems model the assumptions include the following: patients are dynamic; the relationships between the concepts of a theory influence a patient’s protective mechanisms and determine a patient’s response; patients have a normal range of responses; stressors attack flexible lines of defense followed by the normal lines of defense; and the nurse’s actions focus on primary, secondary, and tertiary prevention (Neuman, 2011).












Types of Theory


The general purpose of a theory is important because it specifies the context and situation in which the theory applies (Chinn and Kramer, 2011). For example, theories about pain focus on pain: its cause, effects, and alleviation measures. Theories have different purposes and are sometimes classified by levels of abstraction (grand theories versus middle-range theories) or the goals of the theory (descriptive or prescriptive). For example, a descriptive theory describes a phenomenon such as grief or caring. A predictive theory identifies conditions or factors that predict a phenomenon. A prescriptive theory details nursing interventions for a specific phenomenon and the expected outcome of the care. Box 4-1 summarizes goals of theoretical nursing models.





Box 4-1   Goals of Theoretical Nursing Models







• Identify domain and goals of nursing.


• Provide knowledge to improve nursing administration, practice, education, and research.


• Guide research and expand the knowledge base of nursing.


• Identify research techniques and tools used to validate nursing interventions.


• Formulate legislation governing nursing practice, research, and education.


• Formulate regulations interpreting nurse practice acts.


• Develop curriculum plans for nursing education.


• Establish criteria for measuring quality of nursing care, education, and research.


• Guide development of a nursing care delivery system.


• Provide systematic structure and rationale for nursing activities.








Grand theories are systematic and broad in scope, complex, and therefore require further specification through research. A grand theory does not provide guidance for specific nursing interventions; but it provides the structural framework for broad, abstract ideas about nursing. For example, Neuman’s systems model is a grand theory that provides a comprehensive foundation for scientific nursing practice, education, and research (Walker and Avant, 2009).


Middle-range theories are more limited in scope and less abstract. They address a specific phenomenon and reflect practice (administration, clinical, or teaching). A middle-range theory tends to focus on a specific field of nursing, such as uncertainty, incontinence, social support, quality of life, and caring, rather than reflect on a wide variety of nursing care situations (Meleis, 2011). For example, Mishel’s theory of uncertainty in illness (1990; 1997) focuses on patients’ experiences with cancer while living with continual uncertainty. The theory provides a basis to help nurses understand how patients cope with uncertainty and the illness response.


Descriptive theories are the first level of theory development. They describe phenomena, speculate on why they occur, and describe their consequences. These theories explain, relate, and in some situations predict nursing phenomena (Meleis, 2011). For example, theories of growth and development describe the maturation processes of an individual at various ages (see Chapter 11). Descriptive theories do not direct specific nursing activities but help to explain patient assessments.


Prescriptive theories address nursing interventions for a phenomenon, describe the conditions under which the prescription (i.e., nursing interventions) occurs, and predict the consequences (Meleis, 2011). Prescriptive theories are action oriented and test the validity and predictability of a nursing intervention. These theories guide nursing research to develop and test specific nursing interventions (George, 2011). For example, Mishel’s theory of uncertainty predicts that increasing the coping skills of patients with gynecological cancer assists their ability to deal with the uncertainty of the cancer diagnosis and treatment (Mishel, 1997). Thus the theory provides a framework to design interventions that support and strengthen patients’ coping resources.









Theory-Based Nursing Practice


Nursing is a practice-oriented discipline. Nursing knowledge is derived from basic and nursing sciences, experience, aesthetics, nurses’ attitudes, and standards of practice. As nursing continues to grow as a profession, knowledge is needed to prescribe specific interventions to improve patient outcomes. Nursing theories and related concepts continue to evolve. Florence Nightingale spoke with firm conviction about the “nature of nursing as a profession that requires knowledge distinct from medical knowledge” (Nightingale, 1860; Selanders, 2010). The overall goal of nursing knowledge is to explain the practice of nursing as different and distinct from the practice of medicine, psychology, and other health care disciplines. Theory generates nursing knowledge for use in practice, thus supporting evidence-based practice. The integration of theory into practice is the basis for professional nursing (McEwen and Wills, 2011).


The nursing process is used in clinical settings to determine individual patient needs (see Unit 3). Although the nursing process is central to nursing, it is not a theory. It provides a systematic process for the delivery of nursing care, not the knowledge component of the discipline. However, a theory can direct how a nurse uses the nursing process. For example, the theory of caring influences what to assess, how to determine patient needs, how to plan care, how to select individualized nursing interventions, and how to evaluate patient outcomes.












Interdisciplinary Theories


To practice in today’s health care systems, nurses need a strong scientific knowledge base from nursing and other disciplines such as the physical, social, and behavioral sciences. Knowledge from these other disciplines includes relevant theories that explain phenomena. An interdisciplinary theory explains a systematic view of a phenomenon specific to the discipline of inquiry. For example, Piaget’s theory of cognitive development helps to explain how children think, reason, and perceive the world (see Chapter 11). Knowledge and use of this theory helps pediatric nurses design appropriate therapeutic play interventions for ill toddlers or school-age children.






Systems Theory


A system is composed of separate components. The components are interrelated and share a common purpose to form a whole. There are two types of systems, open and closed. An open system such as a human organism or a process such as the nursing process interacts with the environment, exchanging information between the system and the environment. Factors that change the environment also affect an open system. Neuman’s systems theory (2011) defines a total-person model of wholism and an open-systems approach. A closed system such as a chemical reaction within a test tube does not interact with the environment.


Like all systems, the nursing process has a specific purpose or goal (see Unit 3). The goal of the nursing process is to organize and deliver patient-centered care. As a system the nursing process has the following components: input, output, feedback, and content (Fig. 4-2). Input for the nursing process is the data or information that comes from a patient’s assessment (e.g., how the patient interacts with the environment and the patient’s physiological function). Output is the end product of a system; and in the case of the nursing process it is whether the patient’s health status improves, declines, or remains stable as a result of nursing care.




[image: image]


FIG. 4-2 Nursing process as a system.





Feedback serves to inform a system about how it functions. For example, in the nursing process the outcomes reflect the patient’s responses to nursing interventions. The outcomes are part of the feedback system to refine the plan of care. Other forms of feedback in the nursing process include responses from family members and consultation from other health care professionals.


The content is the product and information obtained from the system. Again, using the nursing process as an example, the content is the information about the nursing interventions for patients with specific health care problems. For example, patients with impaired bed mobility have common skin care needs and interventions (e.g., hygiene and scheduled positioning changes) that are very successful in reducing the risk for pressure ulcers.









Basic Human Needs


Maslow’s hierarchy of needs is an interdisciplinary theory that is useful for designating priorities of nursing care (see Fig. 6-3, p. 69.) The hierarchy of basic human needs includes five levels of priority. The most basic, or first level, includes physiological needs such as air, water, and food. The second level includes safety and security needs, which involve physical and psychological security. The third level contains love and belonging needs, including friendship, social relationships, and sexual love. The fourth level encompasses esteem and self-esteem needs, which involve self-confidence, usefulness, achievement, and self-worth. The final level is the need for self-actualization, the state of fully achieving potential and having the ability to solve problems and cope realistically with situations of life. When using this hierarchy, basic physiological and safety needs are usually the first priority, especially when a patient is severely dependent physically. However, you will encounter situations in which a patient has no emergent physical or safety needs. Instead, you will give high priority to the psychological, sociocultural, developmental, or spiritual needs of the patient.


Patients entering the health care system generally have unmet needs. For example, a person brought to an emergency department experiencing acute pneumonia has an unmet need for oxygen, the most basic physiological need. An older woman in a high-crime area is concerned about physical safety. A widowed homemaker whose children have moved away feels that she does not belong or is not loved. The hierarchy of needs is a way to plan for individualized patient care.









Developmental Theories


Human growth and development are orderly predictive processes that begin with conception and continue through death. A variety of well-tested theoretical models describe and predict behavior and development at various phases of the life continuum. Chapter 11 details these developmental theories, and Chapters 12 through 14 demonstrate changes in growth and development in various age-groups.









Psychosocial Theories


Nursing is a diverse discipline that strives to meet the physiological, psychological, sociocultural, developmental, and spiritual needs of patients. Theoretical models to explain and/or predict patient responses exist in each of these domains. For example, Chapter 9 discusses models for understanding cultural diversity and implementing care to meet the diverse needs of the patient. Chapter 10 describes family theory and how to meet the needs of the family when the family is the patient or when the family is the caregiver. Chapter 36 discusses several models of grieving and demonstrates how to assist patients through loss, death, and grief.












Selected Nursing Theories


Definitions and theories of nursing can help you understand the practice of nursing. The following sections describe, in chronological order of theory development, selected theories and their concepts (Table 4-1).




TABLE 4-1


Summary of Nursing Theories






	THEORIST

	GOAL OF NURSING

	FRAMEWORK FOR PRACTICE






	Nightingale—1860

	Facilitate the reparative processes of the body by manipulating patient’s environment

	Nurse manipulates patient’s environment to include appropriate noise, nutrition, hygiene, light, comfort, socialization, and hope.






	Peplau—1952

	Develop interaction between nurse and patient

	Nursing is a significant, therapeutic, interpersonal process. Nurses participate in structuring health care systems to facilitate interpersonal relationships.






	Henderson—1955

	Work interdependently with other health care workers, assisting patient in gaining independence as quickly as possible; help patient gain lacking strength

	Nurses help patient perform Henderson’s 14 basic needs.






	Orem—1971

	Care for and help patient attain total self-care

	Nursing care is necessary when the patient is unable to fulfill biological, psychological, developmental, or social needs.






	King—1971

	Use communication to help patient reestablish positive adaptation to environment

	Nursing is a dynamic interpersonal process among nurse, patient, and health care system.






	Neuman—1974

	Help individuals, families, and groups attain and maintain maximal level of total wellness by purposeful interventions

	Stress reduction is goal of systems model of nursing practice. Nursing actions are in primary, secondary, or tertiary level of prevention.






	Leininger—1978

	Provide care consistent with nursing’s emerging science and knowledge with caring as central focus

	With this transcultural care theory, caring is the central and unifying domain for nursing knowledge and practice.






	Roy—1970

	Identify types of demands placed on patient, assess adaptation to demands, and help patient adapt

	This adaptation model is based on the physiological, psychological, sociological, and dependence-independence adaptive modes.






	Watson—1979

	Promote health, restore patient to health, and prevent illness

	Involves the philosophy and science of caring. Caring is an interpersonal process comprising interventions to meet human needs.






	Benner and Wrubel—1989

	Focus on patient’s need for caring as a means of coping with stressors of illness

	Caring is central to the essence of nursing. It creates the possibilities for coping and enables possibilities for connecting with and concern for others.







Modified from Chinn PL, Kramer ML: Integrated knowledge development in nursing, ed 8, St. Louis, 2011, Mosby.









Nightingale’s Theory


Florence Nightingale’s work was an initial model for nursing. Meleis (2011) notes that Nightingale’s concept of the environment was the focus of nursing care and her suggestion that nurses need not know all about the disease process differentiated nursing from medicine. The focus of nursing is caring through the environment and helping the patient deal with the symptoms and changes in function related to an illness (Selanders, 2010).


Nightingale did not view nursing as limited to the administration of medications and treatments but oriented toward providing fresh air, light, warmth, cleanliness, quiet, and adequate nutrition (Nightingale, 1860). Through observation and data collection, she linked the patient’s health status with environmental factors and initiated improved hygiene and sanitary conditions during the Crimean War.


Nightingale’s “descriptive theory” provides nurses with a way to think about patients and their environment. Her letters and writings direct the nurse to act on behalf of the patient. Her visionary principles included the areas of practice, research, and education. Most important, her concepts and principles shaped and defined nursing practice (Alligood and Tomey, 2010). Nightingale taught and used the nursing process, noting that “vital observation [assessment] … is not for the sake of piling up miscellaneous information or curious facts, but for the sake of saving life and increasing health and comfort (Nightingale, 1860).”









Peplau’s Theory


Hildegard Peplau’s theory (1952) focuses on interpersonal relations between the nurse, the patient, and the patient’s family and developing the nurse-patient relationship. The patient is an individual with a need, and nursing is an interpersonal and therapeutic process. This nurse-patient relationship is influenced by both the nurse’s and the patient’s perceptions and preconceived ideas (George, 2011).


In developing a nurse-patient relationship, the nurse can serve as a resource person, counselor, and surrogate. For example, when the patient seeks help, the nurse and patient first discuss the nature of any problems, and the nurse explains the services available. As the nurse-patient relationship develops, the nurse and patient mutually define the problems and potential solutions. The patient gains from this relationship by using available services to meet needs, and the nurse helps the patient reduce anxiety related to the health care problems.


Peplau’s theory is unique: the collaborative nurse-patient relationship creates a “maturing force” through which interpersonal effectiveness meets the patient’s needs. This theory is useful in establishing effective nurse-patient communication when obtaining a nursing history, providing patient education, or counseling patients and their families (see Chapter 24). When the patient’s original needs are resolved, new needs sometimes emerge. According to Peplau, the following phases characterize the nurse-patient interpersonal relationship: orientation, working phase, and termination (George, 2011).









Henderson’s Theory


Virginia Henderson defines nursing as “assisting the individual, sick or well, in the performance of those activities that will contribute to health, recovery, or a peaceful death and that the individual would perform unaided if he or she had the necessary strength, will, or knowledge” (Harmer and Henderson, 1955; Henderson, 1966). Henderson organized the theory into 14 basic needs of the whole person and includes phenomena from the following domains of the patient: physiological, psychological, sociocultural, spiritual, and developmental. The interpersonal relationship between the nurse and the patient creates a caring environment to identify the patient’s needs, plan the goals of care, and provide patient-centered nursing care (George, 2011). Framing nursing care around the needs of the individual allows you to use Henderson’s theory for a variety of patients across the life span and in multiple settings along the health care continuum.









Orem’s Theory


Dorothea Orem’s self-care deficit theory (2001) focuses on the patient’s self-care needs. Orem defines self-care as a learned, goal-oriented activity directed toward the self in the interest of maintaining life, health, development, and well-being. The goal of Orem’s theory is to help the patient perform self-care and manage his or her health problems. Nursing care is necessary when the patient is unable to fulfill biological, psychological, developmental, or social needs. This theory works well in all steps of the nursing process (George, 2011). The nurse assesses and determines why a patient is unable to meet these needs, identifies goals to assist the patient, intervenes to help the patient perform self-care, and evaluates how much self-care the patient is able to perform. According to Orem’s theory, the goal of nursing is to increase the patient’s ability to independently meet these needs (George, 2011; Orem, 2001).









Leininger’s Theory


Leininger used her background in anthropology to form her theory of cultural care diversity and universality (Alligood, 2010). Human caring varies among cultures in its expressions, processes, and patterns. Social structure factors such as the patient’s religion, politics, culture, and traditions are significant forces affecting care and influencing the patient’s health and illness patterns. While reading the chapter on culture, think about the diversity of the patients and their nursing care needs (see Chapter 9). The major concept of Leininger’s theory is cultural diversity, and the goal of nursing care is to provide the patient with culturally specific nursing care (Alligood, 2010; Leininger, 1991). To provide care to patients of unique cultures, the nurse safely integrates the patient’s cultural traditions, values, and beliefs into the plan of care. Leininger’s theory recognizes the importance of culture and its influence on everything that involves the patient and the providers of nursing care (George, 2011). For example, some cultures believe that the leader in the community needs to be present during health care decisions. As a result, the health care team may need to reschedule when rounds occur to include the community leader. In addition, symptom expression also differs among cultures. A person with an Irish background might be stoic and not complain about pain, whereas a person from a Middle Eastern culture might be very vocal about pain. In both cases the nurse needs to skillfully incorporate the patient’s cultural practices in assessing the patient’s level of pain (e.g., is the pain getting worse or remaining the same?).









Betty Neuman’s Theory


The Neuman systems model is based on stress and the client’s reaction to the stressor (George, 2011). In this model the client is the individual, group, family, or community. The system is composed of five concepts that interact with one another: physiological, psychological, sociocultural, developmental, and spiritual (Neuman, 2011). These concepts interact with both internal and external environmental factors and all levels of prevention (primary, secondary, and tertiary) to achieve optimal wellness (Neuman and Reed, 2007). Neuman considers any internal and external factors as stressors (Alligood, 2010) that affect the patient’s stability and any or all of the five system concepts. The role of nursing is to stabilize the patient or situation. When you apply the Neuman systems model, you assess the stressor and the patient’s response to the stressor, identify nursing diagnoses, plan patient-centered care, implement interventions, evaluate the patient’s response, and determine if the stressor is resolved.









Roy’s Theory


The Roy adaptation model (Roy, 1989; Roy et al., 2009) views the patient as an adaptive system. According to Roy’s model, the goal of nursing is to help the person adapt to changes in physiological needs, self-concept, role function, and interdependent relations during health and illness (Alligood and Tomey, 2010). The need for nursing care occurs when the patient cannot adapt to internal and external environmental demands. All individuals must adapt to the following demands: meeting basic physiological needs, developing a positive self-concept, performing social roles, and achieving a balance between dependence and independence.


The nurse determines which demands are causing problems for a patient and assesses how well the patient is adapting to them. Nurses direct care at helping the patient adapt to the changes (George, 2011; Alligood, 2010). For example, a patient recovering from a worsening of heart failure needs nursing interventions to assist in adapting to the resultant activity in tolerance (Box 4-2).





Box 4-2   Evidence-Based Practice


Theory-Based Practice in the Management of Heart Failure


PICO Question: What impact does applying the Roy adaptation model have on improved functional status in patients with heart failure?





 Evidence Summary


The Roy adaptation model is a nursing discipline-specific theoretical model used to guide practice (Roy et al., 2009). The model is applicable in multiple settings with patients across the life span. According to this theory people adapt to changing environmental stimuli, and this adaptation is useful in assisting patients toward recovery (DeSanto-Madeya and Fawcett, 2009). An experimental study was designed to determine the effects of the Roy adaptation model on patient education, exercise, and social support systems in patients with heart failure (Bakan and Akyol, 2008). Patients were taught how medications, diet, and exercise improved their activity tolerance. They learned how to adapt their exercise prescription so they gradually increased their tolerance. In addition, the patients’ support system also participated in the education and exercise program and became part of the patients’ adaptation resources. The study documented that the patients in the experimental group benefited from application of the Roy adaptation model in their cardiac rehabilitation.








 Application to Nursing Practice




• When using a nursing theory such as Roy’s adaptation model, patients can learn techniques to improve their ability to adapt to an illness or condition.


• Involving a patient’s support system increases the patient’s ability to use adaptive techniques.


• Nursing theories readily support theory-based nursing practices and define the specific interventions for patients.


• Use of literature resources supports theory-based interventions.


















Watson’s Theory


Jean Watson’s theory of transpersonal caring (2005, 2008) defines the outcome of nursing activity in regard to the humanistic aspects of life (Alligood and Tomey, 2010). The purpose of nursing action is to understand the interrelationship among health, illness, and human behavior. Thus nursing is concerned with promoting and restoring health and preventing illness.


Watson designed the model around the caring process, assisting patients in attaining or maintaining health or dying peacefully (Watson, 2005). This caring process requires the nurse to be knowledgeable about human behavior and human responses to actual or potential health problems (see Chapter 7). The nurse also needs to know individual patient needs, how to respond to others, and strengths and limitations of the patient and family and those of the nurse. In addition, the nurse comforts and offers compassion and empathy to patients and their families. Caring represents all factors the nurse uses to deliver care to the patient (Watson, 1996).









Benner and Wrubel’s Theory


The primacy of caring is a model proposed by Patricia Benner and Judith Wrubel (1989). Caring is central to nursing and creates possibilities for coping, enables possibilities for connecting with and concern for others, and allows for giving and receiving help (Chinn and Kramer, 2011). Caring means that persons, events, projects, and things matter to people. It presents a connection and represents a wide range of involvement (e.g., caring about one’s family, one’s friendships, and one’s patients). Benner and Wrubel see the personal concern as an inherent feature of nursing practice. In caring for one’s patients, nurses help patients recover by noticing interventions that are successful and that guide future caregiving.


• • •


Application of nursing theory in practice depends on nurses having knowledge of the theories and an understanding of how they relate to one another. Theories are the organizing frameworks for the science of nursing and the substantive approaches for nursing care. They provide critical thinking structures to guide clinical reasoning and problem solving.












Link between Theory and Knowledge Development in Nursing


Nursing has its own body of knowledge that is both theoretical and experiential. Theoretical knowledge includes and “reflects on the basic values, guiding principles, elements, and phases of a conception of nursing” (Meleis, 2011). The goals of theoretical knowledge stimulate thinking and create a broad understanding of the “science” and practices of the nursing discipline.


Experiential knowledge is not organized in the same manner as theoretical knowledge. This type of knowledge or the “art” of nursing is based on nurses’ experience in providing care to patients. You achieve this through personal knowledge gained through reflection on care experiences, synthesis, and integration of the art and science of nursing.


Nursing theories help direct nursing practice. When using theory-based nursing practice, you apply the principles of the theory in delivering nursing interventions in your practice. Theory-based nursing practice improves nurse satisfaction and patient outcomes because the basic values, guiding principles, and elements from the foundation of a particular nursing theory give meaning to the practice and influence how patient care is provided (Veo, 2010).






Relationship Between Nursing Theory and Nursing Research


The relationship between nursing theory and nursing research builds the scientific knowledge base of nursing, which is then applied to practice. As more research is conducted, the discipline learns to what extent a given theory is useful in providing information to improve patient care. The relationships of components in a theory often help drive the research questions. For example, the components within Orem’s self-care deficit theory have led nurse researchers to test interventions for improving self-care. In one study, older hospitalized adults were able to learn their medication schedules and improve their activities of daily living before discharge, were discharged earlier, and had fewer complications (Glasson et al., 2006).


Sometimes research is used to identify new theories. Theory-generating research tries to discover and describe relationships of phenomena without imposing preconceived notions (e.g., hypotheses) of what the phenomena under study mean (George, 2011). In theory-generating research the investigator makes observations to view a phenomenon in a new way. For example, a researcher wants to understand end-of-life decision making. In this example, the researcher interviews surrogate decision makers. From these interviews he or she makes objective observations about the surrogate’s decision-making process, resulting in an initial theory of surrogate decision making (Loomis, 2009).


Theory-testing research determines how accurately a theory describes a nursing phenomenon. Testing helps to develop the evidence for describing or predicting patient outcomes. The researcher has some preconceived idea as to how patients describe or respond to a phenomenon and generates research questions or hypotheses to test the assumptions of the theory. No one study tests all components of a theory; researchers test the theory through a variety of research activities. Referring to the previous example of surrogate decision making, the researcher tests elements of the theory. For example, interviews of decision makers indicated that there was a need for more knowledge about end-of-life care expectations (Loomis, 2009). The researcher then designs and tests an educational program that incorporates end-of-life expectation with one that does not to determine which is most effective for groups of surrogate caregivers. Theory-generating or theory-testing research refines the knowledge base of nursing. As a result, nurses incorporate research-based interventions into theory-based practice. As research activities continue, not only does the knowledge and science of nursing increase, but patients are the recipients of the best evidence-based nursing practice (see Chapter 5).


As an art, nursing relies on knowledge gained from practice and reflection on past experiences. As a science, nursing draws on scientifically tested knowledge applied in the practice setting (Kikuchi, Simmons, and Romyn, 1996). But it is the “expert nurse” who transports the art and science of nursing into the scientific realm of creative caring.












Key Points







• A nursing theory is a conceptualization of some aspect of nursing communicated for the purpose of describing, explaining, predicting, and/or prescribing nursing care.


• Grand theories are the complex structural framework for broad, abstract ideas.


• Middle-range theories are more limited in scope and less abstract. These theories address specific phenomena or concepts and reflect practice.


• The paradigm of nursing identifies four links of interest to the profession: the person, health, environment/situation, and nursing. Nurse theorists agree that these four components are essential to the development of theory.


• Theory is the generation of nursing knowledge used for practice. Nursing process is the method for applying the theory or knowledge. The integration of theory and nursing process is the basis for professional nursing.


• Theories from nursing and other disciplines help explain how the roles and actions of nurses fit together in nursing.


• Theory-generating research tries to discover and describe relationships without imposing preconceived notions (e.g., hypotheses) of what the phenomenon under study means.


• Theory-testing research determines how accurately a theory describes nursing phenomena.













Clinical Application Questions






Preparing for Clinical Practice







1. Kathy Jones and Sheri Walker are sophomores in a college program. Next week they will have their first clinical practice. Kathy will be in a community health setting, and Sheri will be in an acute health care agency. They need to prepare general assessment questions applicable to both settings using Orem’s self-care deficit theory. Explain how the theory might apply for patient assessment in different health care settings.




    a. Acute care


    b. Community-based care





2. In a classroom setting you are given the following examples of questions that lead either to theory-generating or theory-testing research. Identify whether they are theory testing or theory generating and explain.




    a. Do patients who receive a prescribed exercise program wean more quickly from the mechanical ventilator?


    b. What are the perspectives of patients who are weaned from mechanical ventilation?








[image: image] Answers to Clinical Application Questions can be found on the Evolve website.















Review Questions






Are You Ready to Test Your Nursing Knowledge?







1. Which of the following are components of the paradigm of nursing?




    1. The person, health, environment, and theory


    2. Health, theory, concepts, and environment


    3. Nurses, physicians, health, and patient needs


    4. The person, health, environment/situation, and nursing





2. A theory is a set of concepts, definitions, relationships, and assumptions that:




    1. Formulate legislation.


    2. Explain a phenomenon.


    3. Measure nursing functions.


    4. Reflect the domain of nursing practice.





3. A patient with diabetes is controlling the disease with insulin and diet. The nursing health care provider is focusing efforts to teach the patient self-management. Which of the following nursing theories is useful in promoting self management?




    1. Neuman


    2. Orem


    3. Roy


    4. Peplau





4. While working in a community health clinic, it is important to obtain nursing histories and get to know the patients. Part of history taking is to develop the nurse-patient relationship. Which of the following apply to Peplau’s theory when establishing the nurse-patient relationship? (Select all that apply.)




    1. An interaction between the nurse and patient must develop.


    2. The patient’s needs must be clarified and described.


    3. The nurse-patient relationship is influenced by patient and nurse preconceptions.


    4. The nurse-patient relationship is influenced only by the nurse’s preconceptions.





5. Theory-based nursing practice uses a theoretical approach for nursing care. This approach moves nursing forward as a science. This suggests that:




    1. One theory will guide nursing practice.


    2. Scientists will decide nursing decisions.


    3. Nursing will only base patient care on the practice of other sciences.


    4. Theories will be tested to describe or predict patient outcomes.





6. To practice in today’s health care environment, nurses need a strong scientific knowledge base from nursing and other disciplines such as the physical, social, and behavioral sciences. This statement identifies the need for which of the following?




    1. Systems theories


    2. Developmental theories


    3. Interdisciplinary theories


    4. Health and wellness models





7. Which of the following theories describe the life processes of an older adult facing chronic illness?




    1. Systems theories


    2. Developmental theories


    3. Interdisciplinary theories


    4. Health and wellness models





8. Match the following components of systems theory with the definition of that component.




    1. Feedback


    2. Input


    3. Content


    4. Output


    A Data entering the system


    B End product


    C Data related to system functioning


    D Product and information obtained from the system





9. A patient is admitted to an acute care area. The patient is an active business man who is worried about getting back to work. He has had severe diarrhea and vomiting for the last week. He is weak, and his breathing is labored. Using Maslow’s hierarchy of needs, identify this patient’s immediate priority.




    1. Self-actualization


    2. Air, water, and nutrition


    3. Safety


    4. Esteem and self-esteem needs





    10. Which of the following is closely aligned with Leininger’s theory?




    1. Caring for patients from unique cultures


    2. Understanding the humanistic aspects of life


    3. Variables affecting a patient’s response to a stressor


    4. Caring for patients who cannot adapt to internal and external environmental demands





    11. Match the following theories with their definitions.




    1. Grand theory


    2. Middle-range theory


    3. Descriptive theory


    4. Prescriptive theory


    A Addresses specific phenomena and reflect practice


    B First level in theory development and describes a phenomenon


    C Provides a structural framework for broad concepts about nursing


    D Linked to outcomes (consequences of specific nursing interventions)





    12. A nurse is applying Henderson’s theory as a basis for theory based-nursing practice. Which other elements are important for theory-based nursing practice? (Select all that apply.)




    1. Knowledge of nursing science


    2. Knowledge of related sciences


    3. Knowledge about current health care issues


    4. Knowledge of standards of practice





    13. Which of the following statements apply to theory generation? (Select all that apply.)




    1. Builds scientific knowledge base of nursing


    2. Discovers relationships of phenomena to practice


    3. Tests specific phenomena


    4. Identifies observations about a phenomenon





    14. Which of the following statements about theory-based nursing practice is incorrect?




    1. Contributes to evidence-based practice


    2. Provides a systematic process for designing nursing interventions


    3. Is not linked to nursing outcomes


    4. Guides the nurse’s assessment





    15. As an art nursing relies on knowledge gained from practice and reflection on past experiences. As a science nursing relies on (select all that apply):




    1. Experimental research.


    2. Nonexperimental research.


    3. Research from other disciplines.


    4. Professional opinions.








Answers: 1. 4; 2. 2; 3. 2; 4. 1, 2, 3; 5. 4; 6. 3; 7. 2; 8. 1 C, 2 A, 3 D, 4 B; 9. 2; 10. 1; 11. 1 C, 2 A, 3 B, 4 D; 12. 1, 2, 4; 13. 1, 2, 4; 14. 3; 15. 1, 2, 3.
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Chapter 5


Evidence-Based Practice




Objectives





• Discuss the benefits of evidence-based practice.


• Describe the five steps of evidence-based practice.


• Develop a PICOT question.


• Explain the levels of evidence available in the literature.


• Discuss ways to apply evidence in practice.


• Explain how nursing research improves nursing practice.


• Discuss the steps of the research process.


• Discuss priorities for nursing research.


• Explain the relationship between evidence-based practice and performance improvement.


• Describe the components of a quality improvement program.
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• Review Questions


• Case Study with Questions


• Audio Glossary


• Interactive Learning Activities


• Key Term Flashcards


• Content Updates





Rick has been a registered nurse (RN) on a surgical unit for over 5 years. During that time standard nursing care for patients following abdominal surgery has included getting the patient out of bed, sitting in a chair, and walking within the first postoperative day. Patients are encouraged to walk farther and more frequently each day until they begin to pass gas or have a bowel movement. Rick has noticed lately that several of his patients who have had abdominal surgery have experienced a postoperative ileus. This happens when the patient’s gastrointestinal tract fails to begin moving after surgery (see Chapter 50). When patients have a postoperative ileus, they have increased pain and are in the hospital longer. Rick raises the question with the other RNs in the department, “What if we had our patients sit and rock in a rocking chair instead of sitting in a regular high-back chair after abdominal surgery? Is it possible that rocking after surgery will decrease the incidence of postoperative ileus?”


Most nurses like Rick practice nursing according to what they learn in nursing school, their experiences in practice, and the policies and procedures of their institution. Such an approach to practice does not guarantee that nursing practice is always based on up-to-date scientific information. Sometimes nursing practice is based on tradition and not on current evidence. If Rick went to the scientific literature for articles about how to prevent postoperative ileus, he would find some studies that indicate that simple changes in activity such as encouraging patients to rock in a rocking chair following surgery may help them recover more quickly. The evidence from research and the opinions of nursing experts provide a basis for Rick and his colleagues to make evidence-based changes to their care of patients following abdominal surgery. The use of evidence in practice enables clinicians like Rick to provide the highest quality of care to their patients and families.






A Case for Evidence


Nurses practice in an “age of accountability” in which quality and cost issues drive the direction of health care (Makadon et al., 2010; Moore et al., 2010). The general public is more informed about their own health and the incidence of medical errors within health care institutions across the country. Greater scrutiny is being given as to why certain health care approaches are used, which ones work, and which ones do not. As a result, evidence-based practice (EBP) is a guide to help nurses make effective, timely, and appropriate clinical decisions in response to the broad political, professional, and societal forces that nurses and other health professionals are confronted with daily (Scott and McSherry, 2009).


Nurses face important clinical decisions when caring for patients (e.g., what to assess in a patient and what interventions are best to use). It is important to translate best evidence into best practices at a patient’s bedside. For example, changing how patients are cared for after abdominal surgery is one way that Rick (see previous case study) can use evidence at the bedside. Evidence-based practice (EBP) is a problem-solving approach to clinical practice that integrates the conscientious use of best evidence in combination with a clinician’s expertise and patient preferences and values in making decisions about patient care (Fig. 5-1) (Melnyk and Fineout-Overholt, 2011; Sackett et al., 2000). Today EBP is becoming a goal of all health care institutions and an expectation of professional nurses who are expected to use current evidence when caring for patients (Ingersoll et al., 2010).
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FIG. 5-1 Model for evidence-based clinical decision making.





Nurses find evidence in different places. A good textbook incorporates evidence into the practice guidelines and procedures it describes. However, a textbook relies on scientific literature, which is sometimes outdated by the time the book is published. Articles from nursing and the health care literature are available on almost any topic involving nursing practice in either journals or on the Internet. Although the scientific basis of nursing practice has grown, some practices are not yet “research based” (Titler et al., 2001). The challenge is to obtain the very best, most current accurate information at the right time, when you need it for patient care.


The best information is the evidence that comes from well-designed, systematically conducted research studies, mostly found in scientific journals. Unfortunately much of that evidence never reaches the bedside. Nurses in practice settings, unlike in educational settings, do not always have easy access to databases for scientific literature. Instead, they often care for patients on the basis of tradition or convenience. Another source of information comes from nonresearch evidence, including quality improvement and risk management data; international, national, and local standards; infection control data; benchmarking, retrospective, or concurrent chart reviews; and clinicians’ expertise. It is important to rely more on research evidence rather than solely on nonresearch evidence. When you face a clinical problem, always ask yourself where you can find the best evidence to help you find the best solution in caring for patients.


Even when you use the best evidence available, application and outcomes will differ based on your patient’s values, preferences, concerns, and/or expectations (Oncology Nursing Society [ONS], n.d.). As a nurse, you develop critical thinking skills to determine whether evidence is relevant and appropriate to your patients and to a clinical situation. For example, a single research article suggests that the use of therapeutic touch is effective in reducing abdominal incision pain. However, if your patient’s cultural beliefs prevent the use of touch, you will likely need to search for a better evidence-based therapy that patients will accept. Using your clinical expertise and considering patient values and preferences ensures that you apply the evidence available in practice both safely and appropriately.






Steps of Evidence-Based Practice


EBP is a systematic approach to rational decision making that facilitates achievement of best practices. A step-by-step approach ensures that you obtain the strongest available evidence to apply in patient care (Oh et al., 2010). There are six steps of EBP (Melnyk and Fineout-Overholt, 2011):




1. Ask a clinical question.


2. Collect the most relevant and best evidence.


3. Critically appraise the evidence you gather.


4. Integrate all evidence with one’s clinical expertise and patient preferences and values in making a practice decision or change.


5. Evaluate the practice decision or change.


6. Share the outcomes of EBP changes with others.









Ask a Clinical Question


Always think about your practice when caring for patients. Question what does not make sense to you and what needs to be clarified. Think about a problem or area of interest that is time consuming, costly, or not logical (Stilwell et al., 2010). Use problem- and knowledge-focused triggers to think critically about clinical and operational nursing unit issues (Titler et al., 2001). A problem-focused trigger is one you face while caring for a patient or a trend you see on a nursing unit. For example, while Rick is caring for patients following abdominal surgery, he wonders, “If we changed our patients’ activity levels after surgery, would they experience fewer episodes of postoperative ileus?” Other examples of problem-focused trends include the increasing number of patient falls or incidence of urinary tract infections on a nursing unit. Such trends lead you to ask, “How can I reduce falls on my unit?” or “What is the best way to prevent urinary tract infections in postoperative patients?”


A knowledge-focused trigger is a question regarding new information available on a topic. For example, “What is the current evidence to improve pain management in patients with migraine headaches?” Important sources of this type of information are standards and practice guidelines available from national agencies such as the Agency for Healthcare Research and Quality (AHRQ), the American Pain Society (APS), or the American Association of Critical Care Nurses (AACN). Other sources of knowledge-focused triggers include recent research publications and nurse experts within an organization.


Sometimes you use data gathered from a health care setting to examine clinical trends to develop clinical questions. For example, most hospitals keep monthly records on key quality of care or performance indicators such as medication errors or infection rates. All magnet-designated hospitals maintain the National Database of Nursing Quality Improvement (NDNQI) (see Chapter 2). The database includes information on falls, pressure ulcer incidence, and nurse satisfaction. Typically quality and risk management data do not give you evidence in finding a solution to a problem, but the data inform you about the nature or severity of problems that then allow you to form practice questions.


The questions you ask eventually lead you to the evidence for an answer. When you ask a question and then go to the scientific literature, you do not want to read 100 articles to find the handful that are most helpful. You want to be able to read the best four-to-six articles that specifically address your practice question. Melnyk and Fineout-Overholt (2011) suggest using a PICOT format to state your question. The five elements of a PICOT question are summarized in Box 5-1. The more focused a question you ask, the easier it becomes to search for evidence in the scientific literature. For example, Rick develops the following PICOT question: Do patients who have had abdominal surgery (P) and who rock in a rocking chair (I) have a reduced incidence of postoperative ileus (O) during hospitalization (T) when compared with patients who receive standard nursing care following surgery (C)? Another example is: Is an adult patient’s (P) blood pressure more accurate (O) when measuring with the patient’s legs crossed (I) versus the patient’s feet flat on the floor (C)?





Box 5-1   Developing a Picot Question







P = Patient population of interest




Identify patients by age, gender, ethnicity, and disease or health problem.





I = Intervention of interest




Which intervention is worthwhile to use in practice (e.g., a treatment, diagnostic test, prognostic factor)?





C = Comparison of interest




What is the usual standard of care or current intervention used now in practice?





O = Outcome




What result do you wish to achieve or observe as a result of an intervention (e.g., change in patient behavior, physical finding, patient perception)?





T = Time




What amount of time is needed for an intervention to achieve an outcome (e.g., the amount of time needed to change quality of life or patient behavior)?











Proper question formatting allows you to identify key words to use when conducting your literature search. Note that a well-designed PICOT question does not have to follow the sequence of P, I, C, O, and T. In addition, intervention (I), comparison (C), and time (T) are not appropriate to be used in every question. The aim is to ask a question that contains as many of the PICOT elements as possible. For example, here is a meaningful question that contains only a P and O: How do patients with cystic fibrosis (P) rate their quality of life (O)?


Inappropriately formed questions (e.g., What is the best way to reduce wandering? What is the best way to improve family’s satisfaction with patient care?) are background questions that will likely lead to many irrelevant sources of information, making it difficult to find the best evidence. Sometimes a background question is needed to identify a more specific PICOT question. The PICOT format allows you to ask questions that are intervention focused. For questions that are not intervention focused, the meaning of the letter I can be an area of interest (Melnyk and Fineout-Overholt, 2011). For example, What is the difference in retention (O) of new nursing graduates (P) who have previous experience as nurse assistants (I) versus those who do not (C)?


The questions you ask using a PICOT format help to identify knowledge gaps within a clinical situation. When you raise well–





Building Competency in Evidence-Based Practice


While attending a professional nursing conference about the care of surgical patients, Rick hears a report about a research study in which nurses at one hospital had their patients chew gum following abdominal surgery. The results of the research study indicated that patients who chewed peppermint gum three times a day had reduced nausea and a return of bowel sounds sooner after surgery compared with patients who did not chew gum. Using this information, develop a PICOT question that Rick could use to further investigate this intervention. Identify each part of the PICOT question.


Answers to questions can be found on the Evolve website.





thought-out questions, you should understand the evidence that is missing to guide clinical practice. Remember: do not be satisfied with clinical routines. Always question and use critical thinking to consider better ways to provide patient care.









Collect the Best Evidence


Once you have a clear and concise PICOT question, you are ready to search for evidence. You can find the evidence you need in a variety of sources: agency policy and procedure manuals, quality improvement data, existing clinical practice guidelines, or computerized bibliographical databases. Do not hesitate to ask for help to find appropriate evidence. Your faculty is always a key resource. When you are assigned to a health care setting, use agency experts such as advanced practice nurses, staff educators, risk managers, and infection control nurses.


When using the scientific literature for evidence, seek the assistance of a medical librarian. He or she knows the various databases that are available to you (Table 5-1). The databases contain large collections of published scientific studies, including peer-reviewed research. A peer-reviewed article is one reviewed by a panel of experts familiar with the topic or subject matter of the article before it was published. The librarian is available to help translate your PICOT question into the language or key words that will yield the best evidence search. When conducting a search, it is necessary to enter and manipulate different key words until you get the combination that gives you the key articles that you want to read about your question. When you enter a word to search into a database, be prepared for some confusion with the evidence you obtain. The vocabulary within published articles is often vague. The word you select sometimes has one meaning to one author and a very different meaning to another.




TABLE 5-1


Searchable Scientific Literature Databases and Sources
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When Rick searches for evidence to answer his PICOT question, he asks for help from a medical librarian. The medical librarian helps him learn how to choose alternative words or terms that identify his PICOT question. During their search Rick identifies three research articles published since 1990 that address the effects of rocking in a rocking chair on return of bowel function following abdominal surgery (Massey, 2010; Moore et al., 1995; Thomas et al., 1990).


MEDLINE and the Cumulative Index of Nursing and Allied Health Literature (CINAHL) are among the best-known comprehensive databases to search for scientific knowledge in health care (Melnyk and Fineout-Overholt, 2011). Among the many databases, some are available through vendors at a cost, some are free of charge, and some offer both options. As a student you have access to an institutional subscription through a vendor purchased by your school. One of the more common vendors is OVID, which offers several different databases. Databases are also available free on the Internet. The Cochrane Database of Systematic Reviews is a valuable source of high-quality evidence. It includes the full text of regularly updated systematic reviews and protocols for reviews currently under way. Collaborative review groups prepare and maintain the reviews. The protocols provide the background, objectives, and methods for reviews in progress (Melnyk and Fineout-Overholt, 2011). The National Guidelines Clearinghouse (NGC) is a database supported by the AHRQ. It contains clinical guidelines, systematically developed statements about a plan of care for a specific set of clinical circumstances involving a specific patient population. Examples of clinical guidelines on NCG include care of children and adolescents with type 1 diabetes and practice guidelines for the treatment of adults with low back pain. The NGC is invaluable when developing a plan of care for a patient (see Chapter 18).


Fig. 5-2 represents the hierarchy of available evidence. The level of rigor or amount of confidence you can have in a study’s findings decreases as you move down the pyramid. At this point in your nursing career, you cannot be an expert on all aspects of the types of studies conducted. But you can learn enough about the types of studies to help you know which ones have the best scientific evidence. At the top of the pyramid are systematic reviews or meta-analyses, which are state-of-the-art summaries from an individual researcher or panel of experts. Meta-analyses and systematic reviews are the perfect answers to PICOT questions because they rigorously summarize current evidence.
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FIG. 5-2 Hierarchy of evidence. RCTs, Randomized controlled trials. (Modified from Guyatt G, Rennie D: User’s guide to the medical literature, Chicago, 2002, American Medical Association; Harris RP et al: Current methods of the US Prevention Services Task Force: a review of the process, Am J Prev Med 20:21, 2001; Melnyk BM, Fineout-Overholt E: Evidence-based practice in nursing and healthcare: a guide to best practice, ed 2, Philadelphia, 2011, Lippincott Williams & Wilkins.)





During either a meta-analysis or a systematic review, a researcher asks a PICOT question, reviews the highest level of evidence available (e.g., randomized controlled trials [RCTs]), summarizes what is currently known about the topic, and reports if current evidence supports a change in practice or if further study is needed. The main difference is that in a meta-analysis the researcher uses statistics to show the effect of an intervention on an outcome, whereas in a systematic review no statistics are used to draw conclusions about the evidence. In the Cochrane Library all entries include information on meta-analyses and systematic reviews. If you use MEDLINE or CINAHL, enter a textword such as “meta-analysis” or “systematic review” or the MeSH heading of evidence-based medicine to obtain scientific reviews on your PICOT question.


The RCT is the most precise form of experimental study and therefore is the gold standard for research. A single RCT is not as conclusive as a review of several RCTs on the same question. However, a single RCT that tests the intervention included in your question yields very useful evidence. If RCTs are not available, you can use results from other research studies such as descriptive or qualitative studies to help answer your PICOT question. The use of clinical experts may be at the bottom of the evidence pyramid, but do not consider clinical experts to be a poor source of evidence. Expert clinicians use evidence frequently as they build their own practice, and they are rich sources of information for clinical problems.









Critically Appraise the Evidence


Perhaps the most difficult step in the EBP process is critiquing or analyzing the available evidence. Critiquing evidence involves evaluating it, which includes determining the value, feasibility, and usefulness of evidence for making a practice change (ONS, n.d.). When critiquing evidence, first evaluate the scientific merit and clinical applicability of the findings of each study. Then with a group of studies and expert opinion determine what findings have a strong enough basis for use in practice. After critiquing the evidence you will be able to answer the following questions. Do the articles together offer evidence to explain or answer my PICOT question? Do the articles show support for the reliability and validity of the evidence? Can I use the evidence in practice?


As a student new to nursing, it takes time to acquire the skills to critique evidence like an expert. When you read an article, do not put it down and walk away because of the statistics and technical language. Know the elements of an article and use a careful approach when reviewing each one. Evidence-based articles include the following elements:




• Abstract. An abstract is a brief summary of the article that quickly tells you if it is research or clinically based. An abstract summarizes the purpose of the article. It also includes the major themes or findings and the implications for nursing practice.


• Introduction. The introduction contains more information about the purpose of the article. There is usually brief supporting evidence as to why the topic is important.


Together the abstract and introduction help you decide if you want to continue to read the entire article. You will know if the topic of the article is similar to your PICOT question or related closely enough to provide useful information. If you decide that this article may help answer your question, continue to read the next elements of the article.


• Literature review or background. A good author offers a detailed background of the level of science or clinical information that exists about the topic. The literature review offers an argument about what led the author to conduct a study or report on a clinical topic. This section of an article is very valuable. Even if the article itself does not address your PICOT question the way you desire, the literature review will possibly lead you to other more useful articles. After reading a literature review, you should have a good idea of how past research led to the researcher’s question. For example, a study designed to test an educational intervention for older adult family caregivers reviews literature that describes characteristics of caregivers, the type of factors influencing caregivers’ ability to cope with stressors of caregiving, and any previous educational interventions used with families.


• Manuscript narrative. The “middle section” or narrative of an article differs according to the type of evidence-based article it is (Melnyk and Fineout-Overholt, 2011). A clinical article describes a clinical topic, which often includes a description of a patient population, the nature of a certain disease or health alteration, how patients are affected, and the appropriate nursing therapies. An author sometimes writes a clinical article to explain how to use a therapy or new technology. A research article contains several subsections within the narrative, including the following:




• Purpose statement: Explains the focus or intent of a study. It includes research questions or hypotheses—predictions made about the relationship or difference between study variables (concepts, characteristics, or traits that vary within or among subjects). An example of a research question is: What environmental characteristics are common among young adults who experience frequent exacerbations of asthma?





• Methods or design: Explains how a research study was organized and conducted to answer the research question or test the hypothesis. This is when you learn the type of study that was conducted (e.g., RCT, case control study, or qualitative study). You also learn how many subjects or persons were in a study. In health care studies subjects may include patients, family members, or health care staff. The language in the methods section is sometimes confusing because it explains details about how the researcher designed the study to obtain the most accurate results possible. Use your faculty member as a resource to help interpret this section.


• Results or conclusions. Clinical and research articles have a summary section. In a clinical article the author explains the clinical implications for the topic presented. In a research article the author details the results of the study and explains whether a hypothesis is supported or how a research question is answered. This section includes a statistical analysis if it is a quantitative research study. A qualitative study summarizes the descriptive themes and ideas that arise from the researcher’s analysis of data. Do not let the statistical analysis in an article overwhelm you. Read carefully and ask these questions: Does the researcher describe the results? Were the results significant? A good author also discusses any limitations to a study in this section. The information on limitations is valuable in helping you decide if you want to use the evidence with your patients. Have a faculty member or an expert nurse help you interpret statistical results.


• Clinical implications. A research article includes a section that explains if the findings from the study have clinical implications. The researcher explains how to apply findings in a practice setting for the type of subjects studied.





After Rick critiques each article for his PICOT question, he combines the findings from the three articles he found about the use of rocking chairs to determine the state of the evidence. He uses critical thinking to consider the scientific rigor of the evidence and how well it answers his PICOT question. He also considers the evidence in light of his patients’ concerns and preferences. As a clinician Rick judges whether to use the evidence for the group of patients for whom he normally cares on the surgical unit. Patients frequently have complex medical histories and patterns of responses (Melnyk and Fineout-Overholt, 2011). Ethically it is important for Rick to consider evidence that will benefit patients and do no harm. He needs to decide if the evidence is relevant, is easily applicable in his setting of practice, and has the potential for improving patient outcomes.









Integrate the Evidence


Once you decide that the evidence is strong and applicable to your patients and clinical situation, incorporate it into practice. Your first step is simply to apply the research in your plan of care for a patient (see Chapter 18). Use the evidence you find as a rationale for an intervention you plan to try. For instance, you learned about an approach to bathe older adults who are confused and decide to use the technique during your next clinical assignment. You use the bathing technique with your own assigned patients, or you work with a group of other students or nurses to revise a policy and procedure or develop a new clinical protocol.


The literature Rick found reveals that rocking in a rocking chair after bowel surgery usually results in a quicker return of bowel function following surgery when compared with standard nursing care (Massey, 2010; Moore et al., 1995; Thomas et al., 1990). Rick then meets with his colleagues on the unit practice committee to recommend a protocol for patients who have abdominal surgery. The protocol outlines guidelines to have patients routinely sit in rocking chairs when they get out of bed after surgery.


Evidence is integrated in a variety of ways through teaching tools, clinical practice guidelines, policies and procedures, and new assessment or documentation tools. Depending on the amount of change needed to apply evidence in practice, it becomes necessary to involve a number of staff from a given nursing unit. It is important to consider the setting where you want to apply the evidence. Is there support from all staff? Does the practice change fit with the scope of practice in the clinical setting? Are resources (time, secretarial support, and staff) available to make a change? When evidence is not strong enough to apply in practice, your next option is to conduct a pilot study to investigate your PICOT question. A pilot study is a small-scale research study or one that includes a quality or performance improvement project.









Evaluate the Practice Decision or Change


After applying evidence in your practice, your next step is to evaluate the outcome. How does the intervention work? How effective was the clinical decision for your patient or practice setting? Sometimes your evaluation is as simple as determining if the expected outcomes you set for an intervention are met (see Chapters 18 and 20). For example, after the use of a transparent intravenous (IV) dressing, does the IV dislodge, or does the patient develop the complication of phlebitis? When using a new approach to preoperative teaching, does the patient learn what to expect after surgery?


When an EBP change occurs on a larger scale, an evaluation is more formal. For example, evidence showing factors that contribute to pressure ulcers might lead a nursing unit to adopt a new skin care protocol. To evaluate the protocol, nurses track the incidence of pressure ulcers over a course of time (e.g., 6 months to a year). In addition, they collect data to describe both patients who develop ulcers and those who do not. This comparative information is valuable in determining the effects of the protocol and whether modifications are necessary.


When evaluating an EBP change, determine if the change was effective, if modifications in the change are needed, or if the change needs to be discontinued. Events or results that you do not expect may occur. For example, a hospital that implements a new method of cleaning IV line puncture sites discovers an increased rate of IV line infections and reevaluates the new cleaning method to determine why infections have increased. If the hospital does not evaluate this change in practice, more patients will develop IV site infections. Never implement a practice change without evaluating its effect.


In Rick’s case the unit practice committee collects evaluation data after 3 months of implementing the rocking chair protocol to determine if patients experienced a lower incidence of postoperative ileus following abdominal surgery. After completing chart reviews, the committee discovers that patients who used the rocking chairs following abdominal surgery experienced fewer incidences of postoperative ileus compared with patients who did not use rockers before the protocol was implemented. The protocol patients went home 1 to 2 days sooner than the patients who did not use the rocking chairs. Patient interviews revealed that the patients were satisfied with the rocking movement and that, not only did the rocking chairs help them pass gas faster, but the patients also felt less anxious because of the rocking motion. After talking with the committee, Rick discovered that not all patients were able to use rocking chairs during this time because the unit did not have enough rocking chairs. He presented these data to his manager who approved the purchase of more rocking chairs.









Share the Outcomes with Others


After implementing an EBP change, it is important to communicate the results. If you implement an evidence-based intervention with one patient, you and the patient determine the effectiveness of that intervention. When a practice change occurs on a nursing unit level, the first group to discuss the outcomes of the change is often the clinical staff on that unit. To enhance professional development and promote positive patient outcomes beyond the unit level, share the results with various groups of nurses or other care providers such as the nursing practice council or the research council. Clinicians enjoy and appreciate seeing the results of a practice change. In addition, the practice change will more likely be sustainable and remain in place when staff are able to see the benefits of an EBP change.


As a professional nurse it is critical to contribute to the growing knowledge of nursing practice, especially if he or she is involved in an EBP change. Nurses often communicate the outcomes of EBP changes at professional conferences and meetings. Being involved in professional organizations allows them to present EBP changes in scientific abstracts, poster presentations, or even podium presentations.


After evaluating the results of the EBP change, Rick decides to present the outcomes to the nursing research committee at his hospital. The chief nursing officer hears Rick’s presentation and encourages him to submit an abstract about his EBP change to a national professional nursing conference. Rick submits his abstract for consideration as a poster presentation at the annual Midwest Nursing Research Society conference, and it is accepted. During the conference Rick tells other nurses about his EBP change and is contacted by several nurses after the conference who are thinking about implementing the use of rocking chairs on their patient care units.















Nursing Research


After completing a thorough review and critique of the scientific literature, you might not have enough strong evidence to make a practice change. Instead you may find a gap in knowledge that makes your PICOT question go unanswered. When this happens, the best way to answer your PICOT question is to conduct a research study. At this time in your career you will not be conducting research. However, it is important for you to understand the process of nursing research and how it generates new knowledge.


The International Council of Nurses (ICN) (2007) supports the need for nursing research as a means for improving the health and welfare of people. Nursing research is a way to identify new knowledge, improve professional education and practice, and use resources effectively. Research means to search again or to examine carefully. It is a systematic process that asks and answers questions to generate knowledge. The knowledge provides a scientific basis for nursing practice and validates the effectiveness of nursing interventions. Nursing research improves professional education and practice and helps nurses use resources effectively. The scientific knowledge base of nursing continues to grow today, thus furnishing evidence nurses can use to provide safe and effective patient care. Many professional and specialty nursing organizations support the conduct of research for advancing nursing science.


An example of how research can expand our practice can be seen in the work of Dr. Norma Metheny who has spent many years asking questions about how to prevent the aspiration of tube feeding in patients who receive feeding through nasogastric tubes (Metheny et al., 1988, 1989, 1990, 1994, 2000). Through her research she identified factors that increase the risk for aspiration and approaches to use in determining tube feeding placement. Dr. Metheny’s findings are incorporated into this textbook and have changed the way nurses administer tube feedings to patients. Through research Dr. Metheny has contributed to the scientific body of knowledge that has saved patients’ lives and helped to prevent the serious complication of aspiration.






Outcomes Management Research


The management of care delivery outcomes is a growing concern for nurse clinicians and researchers (Melnyk and Fineout-Overholt, 2011). Outcomes research assesses and documents the effectiveness of health care services and interventions. It responds to the increased demands from policy makers, insurers, and the public to justify care practices and systems in terms of improved patient outcomes and costs (Polit and Beck, 2007). For example, studying the effects of an outpatient education program on the ability of older adult patients to follow a nutrition and exercise program is an outcome study.


Care delivery outcomes are the observable or measurable effects of some intervention or action (Melnyk and Fineout-Overholt, 2011). As is the case with the expected outcomes you develop in a plan of care (see Chapter 18), a care delivery outcome focuses on the recipient of service (e.g., patient, family, or community) and not the provider (e.g., nurse or physician). For example, an outcome of a diabetes education program is that patients are able to self-administer insulin, not the nurses’ success in instructing all patients newly diagnosed with diabetes.


A problem in outcomes research is the clear definition or selection of measurable outcomes. Components of an outcome include the outcome itself, how it is observed (the indicator), its critical characteristics (how it is measured), and its range of parameters (Melnyk and Fineout-Overholt, 2011). For example, health care settings commonly measure the outcome of patient satisfaction when they introduce new services (e.g., new care delivery model or outpatient clinic). The outcome is patient satisfaction, observed through patients’ responses to a patient satisfaction instrument, including characteristics such as nursing care, physician care, support services, and the environment. Patients complete the instrument, responding to a scale (parameter) designed to measure their degree of satisfaction (e.g., scale of 1 to 5). The combined score on the instrument yields a measure of patient satisfaction, an outcome that the facility can track over time.


Although the nursing literature now addresses the identification of “nursing-sensitive outcomes” (Box 5-2), or outcomes that are sensitive to nursing practice (Ingersoll et al., 2010; Montalvo, 2007), researchers frequently choose outcomes that do not measure a true impact of care delivery, particularly nursing care delivery. For example, common outcome measures include morbidity, mortality, readmission rate, or length of stay. Although important outcomes to understand, they do not always measure the true effect of a specific nursing intervention on care delivery. For example, if a nurse researcher intends to measure the success of a nurse-initiated protocol to manage blood glucose levels in critically ill patients, the researcher will not likely measure mortality because it is too broad and susceptible to many factors (e.g., the selection of medical therapies, the patients’ acuity of illness) other than the nurse-initiated protocol. Instead, he or she will have a better idea of the effects of the protocol by measuring the outcome of patients’ blood glucose ranges. The nurse researcher obtains the blood glucose level of patients placed on the protocol and compares them to a desired range that represents good blood glucose control.





Box 5-2


Examples of Nursing-Sensitive Outcome Measures







• Nursing hours per patient day and skill mix


• Patient falls, with and without injury


• Pediatric pain assessment, intervention, and reassessment cycle


• Pediatric peripheral intravenous infiltration rate


• Pressure ulcer prevalence


• Psychiatric physical/sexual assault rate


• Restraint prevalence


• Registered nurse (RN) education, certification, and satisfaction


• Voluntary nurse turnover and vacancy rate


• Nosocomial infections:




• Catheter-associated urinary tract infection (UTI)


• Central-line catheter-associated blood stream infection (CABSI)


• Ventilator-associated pneumonia (VAP)








Data from Montalvo I: The National Database of Nursing Quality Indicators (NDNQI), Online J Issues Nurs 12(3), 2007, http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/Volume122007/No3Sept07/NursingQualityIndicators.aspx. Accessed October 14, 2010.












Scientific Method


The scientific method is the foundation of research and the most reliable and objective of all methods of gaining knowledge. This method is an advanced, objective means of acquiring and testing knowledge. Aspects of the method guide you in applying research evidence in practice and in conducting research. When using research findings to change practice, you need to understand the process that a researcher uses to guide a study. For example, when Rick considered whether to have the patients on his unit use a rocking chair following abdominal surgery, he needed to know if this had been tested on similar patients and the outcomes or results. The scientific method is a systematic, step-by-step process that provides support that the findings from a study are valid, reliable, and generalizable to subjects similar to those researched.


Researchers use the scientific method to understand, explain, predict, or control a nursing phenomenon (Polit and Beck, 2007). Systematic, orderly procedures characterize this method to limit the possibility for error, although it is not without fault. The scientific method minimizes the chance that bias or opinion by a researcher will influence the results of research and thus the knowledge gained. The characteristics of scientific research are as follows (Polit and Beck, 2007):




• The research identifies the problem area or area of interest to study.


• The steps of planning and conducting a research study occur in a systematic and orderly way.


• Researchers try to control external factors that are not being studied but can influence a relationship between the phenomena they are studying. For example, if a nurse is studying the relationship between diet and heart disease, he or she controls other characteristics among subjects such as stress or smoking history because they are contributing factors to this disease. Patients on a study diet and those on a regular diet would both have to have similar levels of stress and smoking histories to test the true effect of the diet.


• Researchers gather empirical data through the use of observations and assessments and use the data to discover new knowledge.


• The goal is to understand phenomena to apply the knowledge generally to a broad group of patients.












Nursing and the Scientific Approach


In the past much of the information used in nursing practice was borrowed from other disciplines such as biology, physiology, and psychology. Often nurses applied this information to their practice without testing it. For example, nurses use several methods to help patients sleep. Interventions such as giving a patient a back rub, making sure that the bed is clean and comfortable, and preparing the environment by dimming the lights are nursing measures that are used frequently and in general are logical, commonsense approaches. However, when these measures are considered in greater depth, questions arise about their applications. For example, are they the best methods to promote sleep? Do different patients in different situations require other interventions to promote sleep?


Research provides a way to study nursing questions and problems in greater depth within the context of nursing. If nurses do not use an evidence-based approach to practice, they often rely on personal experience or the statements of nursing experts alone. If an intervention works for most patients, you may become satisfied with this success without questioning whether there might be a better way for other patients. If the intervention is not successful, you might use an approach practiced by a colleague or try a different sequence of accepted measures. Even if an intervention discovered with this approach is effective for one or more patients, it is not always appropriate for other patients in other settings. Nursing interventions must be tested through research to determine the measures that work best with specific patients.


Nursing research addresses issues important to the discipline of nursing. Some of these issues relate to the profession itself, education of nurses, patient and family needs, and issues within the health care delivery system. Once research is completed, it is important to disseminate or communicate the findings. One method of dissemination is through publication of the findings in professional journals. Nursing research uses many methods to study clinical problems (Box 5-3). There are two broad approaches to research: quantitative and qualitative methods.





Box 5-3   Types of Research







Historical research: Studies designed to establish facts and relationships concerning past events. Example: Study examining the societal factors that led to the acceptance of advanced practice nurses by patients.


Exploratory research: Initial study designed to develop or refine the dimensions of phenomena or to develop or refine a hypothesis about the relationships among phenomena. Example: Pilot study testing the benefits of a new exercise program for older adults with dementia.


Evaluation research: Study that tests how well a program, practice, or policy is working. Example: Study measuring the outcomes of an informational campaign designed to improve parents’ ability to follow immunization schedules for their children.


Descriptive research: Study that measures characteristics of persons, situations, or groups and the frequency with which certain events or characteristics occur. Example: Study to examine RNs’ biases toward caring for obese patients.


Experimental research: Study in which the investigator controls the study variable and randomly assigns subjects to different conditions to test the variable. Example: RCT comparing chlorhexidine with Betadine in reducing the incidence of IV-site phlebitis.


Correlational research: Study that explores the interrelationships among variables of interest without any active intervention by the researcher. Example: Study examining the relationship between RNs’ educational levels and their satisfaction in the nursing role.





RNs, Registered nurses; RCT, randomized controlled trial; IV, intravenous.









Quantitative Research


Quantitative nursing research is the study of nursing phenomena that offers precise measurement and quantification. For example, a study dealing with pain therapies quantitatively measures pain severity. A study testing different forms of surgical dressings measures the extent of wound healing. Quantitative research is the precise, systematic, objective examination of specific concepts. It focuses on numerical data, statistical analysis, and controls to eliminate bias in findings (Polit and Beck, 2007). Although there are many quantitative methods, the following sections briefly describe experimental, nonexperimental, survey, and evaluation research.





Experimental Research: An RCT is a true experimental study that tightly controls conditions to eliminate bias and ensure that findings can be generalizable to similar groups of subjects. Researchers test an intervention (e.g., new drug, therapy, or education method) against the usual standard of care (Box 5-4). They randomly assign subjects to either a control or treatment group. In other words, all subjects in a study have an equal chance to be in either group. The treatment group receives the experimental intervention, and the control group receives the usual standard of care. The researchers measure both groups for the same outcomes to see if there is a difference. When an RCT is completed, the researcher will know if the intervention leads to better outcomes than the standard of care.





Box 5-4   Example of a Randomized Controlled Trial







Research question: Will the use of a formal education program for patients at risk for diabetes compared with a traditional educational pamphlet improve patient’s blood glucose level and weight control?


Subjects: 130 adult patients with risk factors for diabetes who visit a local medicine clinic


Randomization: Patients are randomly assigned to one of two groups using a random numbers table.


Treatment group: 65 patients attend an 8-hour class on diabetes prevention, with group discussion, lecture, and interactive computer program use.


Control group: 65 patients receive a printed pamphlet outlining risks for diabetes and health promotion strategies.


Outcome measure: Both groups have blood glucose levels and weight measured before receiving education and every month for 3 months after receiving education.


Analysis: Statistical tests comparing the blood glucose levels and weight for the two groups will show if the treatment has the predicted effect.








Controlled trials without randomization are studies that test interventions, but researchers have not randomized the subjects into control or treatment groups. Thus there is bias in how the study is conducted. Some findings are distorted because of how the study was designed. A researcher wants to be as certain as possible when testing an intervention that the intervention is the reason for the desired outcomes. In a nonrandomized controlled trial the way in which subjects fall into the control or treatment group sometimes influences the results. This suggests that the intervention tested was not the only factor affecting the results of the study. Careful critique allows you to determine if bias were present in a study and what effect, if any, the bias had on the results of the study.


Although RCTs investigate cause and effect and are excellent for testing drug therapies or medical treatments, this approach is not always the best for testing nursing interventions. The nature of nursing care causes nurse researchers to ask questions that are not always answered best by an RCT. For example, nurses help patients with problems such as knowledge deficits and symptom management. Learning to understand how patients experience health problems cannot always be addressed through an RCT. Therefore nonexperimental descriptive studies are often used in nursing research.








Nonexperimental Research: Nonexperimental descriptive studies describe, explain, or predict phenomena such as factors that lead to an adolescent’s decision to smoke cigarettes and those that lead patients with dementia to fall in a hospital setting.


A case control study is one in which researchers study one group of subjects with a certain condition (e.g., asthma) at the same time as another group of subjects who do not have the condition. A case control study determines if there is an association between one or more predictor variables and the condition (Melnyk and Fineout-Overholt, 2011). For example, is there an association between predictor variables such as family history or environmental exposure to dust and the incidence of asthma? Often a case control study is conducted retrospectively, or after the fact. Researchers look back in time and review available data about their two groups of subjects to understand what variables explain the condition. These studies involve a small number of subjects, creating a risk of bias. Sometimes the subjects in the two groups differ on certain other variables (e.g., amount of stress or history of contact allergies) that also influence the incidence of the condition, more so than the variables being studied. Correlational studies describe the relationship between two variables (e.g., the age of the adolescent and if the adolescent smokes). The researcher determines if the two variables are correlated or associated with one another and to what extent.


Many times researchers use findings from descriptive studies to develop studies that test interventions. For example, if the researcher determines that adolescents 15 years old and older tend to smoke, he or she might test if participation in a program about smoking for older adolescents is effective in helping adolescents stop smoking.








Surveys: Surveys are common in quantitative research. They obtain information from populations regarding the frequency, distribution, and interrelation of variables among subjects in the study (Polit and Beck, 2007). An example is a survey designed to measure nurses’ perceptions of physicians’ willingness to collaborate in practice. Surveys obtain information about practices, education, experience, opinions, and other characteristics of people. The most basic function of a survey is description. Surveys gather a large amount of data to describe the population and the topic of study. It is important in survey research that the population sampled be large enough to keep sampling error at a minimum.








Evaluation Research: Evaluation research is a form of quantitative research that determines how well a program, practice, procedure, or policy is working (Polit and Beck, 2007). An example is outcomes management research. Evaluation research determines why a program or some components of the program are successful or unsuccessful. When programs are unsuccessful, evaluation research identifies problems with the program and opportunities for change or barriers to program implementation.












Qualitative Research


Qualitative nursing research is the study of phenomena that are difficult to quantify or categorize such as patients’ perceptions of illness. This method describes information obtained in a nonnumerical form (e.g., data in the form of written transcripts from a series of interviews). Qualitative research offers answers when trying to understand patients’ experiences with health problems and the contexts in which the experiences occur. Patients have the opportunity to tell their stories and share their experiences in these studies. The findings are in depth because patients are usually very descriptive in what they choose to share. Examples of qualitative studies include “patient’s perceptions of nurses’ caring in a palliative care unit,” and “the perceptions of stress by family members of critically ill patients.”


Qualitative research involves inductive reasoning to develop generalizations or theories from specific observations or interviews (Polit and Beck, 2007). For example, a nurse extensively interviews cancer survivors and then summarizes the common themes from all of the interviews to inductively determine the characteristics of cancer survivors’ quality of life. Qualitative research involves the discovery and understanding of important behavioral characteristics or phenomena. An example is a qualitative research study conducted by Nixon and Narayanasamy (2010) that described the spiritual needs of patients with brain tumors and how well nurses support these needs.


There are a number of different qualitative research methods, including ethnography, phenomenology, and grounded theory. Each is based on a different philosophical or methodological view of how to collect, summarize, and analyze qualitative data.















Research Process


The research process is an orderly series of steps that allow a researcher to move from asking the research question to finding the answer. Usually the answer to the initial research question leads to new questions and other areas of study. The research process builds knowledge for use in other similar situations. For example, a nurse researcher might seek knowledge about why a particular event happens or the best way to provide care for patients with a certain health problem. The research process provides knowledge that a nurse can apply repeatedly to a whole group or class of patients. Table 5-2 summarizes steps of the research process. Initially the researcher identifies an area of inquiry (identifying a problem), which often results from clinical practice. For example, after speaking with a researcher at a professional nursing conference, Rick decides he wants to conduct a pilot study on the nursing unit to determine if chewing peppermint gum following colon surgery prevents patients from having nausea and reduces the incidence of postoperative ileus. He reviews the relevant literature to determine what is known about chewing peppermint gum and its effect on bowel mobility and nausea following abdominal surgery. Rick notes that, although many patients report problems with nausea and return of bowel function, there is limited research on the effects of chewing gum on these two outcomes.




TABLE 5-2


Comparison of Steps of the Nursing Process with the Research Process


[image: image]





Following identification of the problem and review of the literature, Rick designs a study with the help of a nurse researcher. The sample includes all patients who are having elective colon resections. Subjects are excluded if they need to have surgery because of an emergency situation. Rick places each subject into one of the two groups (experimental or control) based on random assignment. The control group receives standard postoperative care. The experimental or treatment group receives standard postoperative care, and they chew gum for 5 minutes three times a day. Subjects have a 50-50 chance of being in each group. Rick selects appropriate instruments to measure postoperative nausea and decides to use patient assessment data to determine when nurses first hear bowel sounds and when patients first pass flatus and have a bowel movement after surgery.


Before conducting any study with human subjects, the researcher obtains approvals from the agency’s human subjects committee or institutional review board (IRB). An IRB includes scientists and laypersons who review all studies conducted in the institution to ensure that ethical principles, including the rights of human subjects, are followed. Informed consent means that research subjects (1) are given full and complete information about the purpose of a study, procedures, data collection, potential harm and benefits, and alternative methods of treatment; (2) are capable of fully understanding the research and the implications of participation; (3) have the power of free choice to voluntarily consent or decline participation in the research; and (4) understand how the researcher maintains confidentiality or anonymity. Confidentiality guarantees that any information a subject provides will not be reported in any manner that identifies the subject and will not be accessible to people outside the research team.


Once Rick’s study begins, the nurses on his unit collect data as indicated in the study protocol. The team analyzes the data from the nausea instrument and the chart review about bowel function from the two groups studied. With the help of a statistician from the hospital, a comparison of the results determines whether patients who chewed peppermint gum experienced less nausea and a quicker return of bowel function than the patients who had standard nursing care. The results from this study will advance postoperative nursing care.


In any study a researcher must consider study limitations. Limitations are factors that affect study findings such as a small sample of subjects, a unique setting where the study was conducted, or the failure of the study to include representative cultural groups or age-groups. Rick’s team conducted a pilot study because little data were available about the benefits of chewing gum following abdominal surgery. The sample size only included 20 patients in each group, and it was challenging to collect all the data from the patient charts because of inconsistencies in documentation. Therefore the results of Rick’s study have limited generalizability to other patients who are experiencing abdominal surgery. The limitations in this study help Rick decide how to refine or adapt it for further investigation in the future.


A researcher also addresses the implications for nursing practice. This ultimately helps fellow researchers, clinicians, educators, and administrators know how to apply findings from a study in practice. At the conclusion of Rick’s study, the research team recommends that patients who have elective colon resections be offered the opportunity to chew peppermint gum following surgery. The surgeons on the unit agreed to the change in practice. The team decides to consider conducting future studies to investigate this intervention with patients who have other types of abdominal surgeries. In addition, the team suggests ways to effectively introduce the use of chewing gum into other surgical units following surgery.









Quality and Performance Improvement


Every health care organization gathers data on a number of health outcome measures as a way to gauge its quality of care. This is the focus of outcomes management. Examples of quality data include fall rates, number of medication errors, incidence of pressure ulcers, and infection rates. Health care organizations actively promote efforts for improving patient care and outcomes, particularly with respect to reducing medical errors and enhancing patient safety. Quality data are the outcome of both quality improvement (QI) and performance improvement (PI) initiatives. The Joint Commission (TJC, 2010a) defines quality improvement (QI) as an approach to the continuous study and improvement of the processes of providing health care services to meet the needs of patients and others and inform health care policy. The QI program of an institution focuses on improvement of health care–related processes (e.g., medication delivery or fall prevention). Performance measurement analyzes what an institution does and how well it does it. In performance improvement (PI) an organization analyzes and evaluates current performance and uses the results to develop focused improvement actions. PI activities are typically clinical projects conceived in response to identified clinical problems and designed to use research findings to improve clinical practice (Melnyk and Fineout-Overholt, 2011).


EBP, research, and quality improvement are closely interrelated (Fig. 5-3). Although you use all of these in nursing practice, it is important to know the similarities and differences between them (Table 5-3). When implementing an EBP project, it is important to first review evidence from appropriate research and QI data. The information helps you better understand the extent of a problem in practice and within your organization. QI data inform you about how processes work within an organization and thus offer information about how to make EBP changes. When implementing a research project, EBP and QI can inform opportunities for research. Rapid-cycle improvements measured through QI often identify gaps in evidence. Similarly EBP literature reviews often identify gaps in scientific evidence. Thus the two processes help to identify topics for research. When implementing a QI project, you consider information from research and EBP that aims to improve or better understand practice, thus helping to identify worthy processes to evaluate. Here is an example of how the three processes can merge to improve nursing practice. A nursing unit has an increase in the number of patient falls over the last several months. QI data identifies the type of patients who fall, time of day of falls, and possible precipitating factors (e.g., efforts to reach the bathroom, multiple medications, or patient confusion). A thorough analysis of QI data then leads clinicians to conduct a literature review and implement the best evidence available to prevent patient falls for the type of patients on the unit. Once the staff apply the evidence in a fall-prevention protocol, they implement the protocol (in this case, focusing efforts on care approaches during evening hours) and evaluate its results. Recurrent problems with falls may lead staff to conduct a research study.




TABLE 5-3


Similarities and Differences Among Evidence-Based Practice, Research, and Quality Improvement


[image: image]


IRB, Institutional review board.







[image: image]


FIG. 5-3 The overlapping relationship among research, evidence-based practice, and quality improvement. EBP, Evidence-based practice.









Quality Improvement Programs


A well-organized QI program focuses on processes or systems that contribute to patient, staff, or system outcomes. A systematic approach ensures that all employees support a continuous QI philosophy. An organizational culture in which all staff members understand their responsibility toward maintaining and improving quality is essential. Typically in health care many individuals are involved in single processes of care. For example, medication delivery involves the nurse who prepares and administers the drugs, the health care provider who prescribes medications, the pharmacist who prepares the dosage, the secretary who communicates about new orders being written, and the transporter who delivers medications. All members of the health care team collaborate together in QI activities. As a member of the nursing team, you participate in recognizing trends in practice, identifying when recurrent problems develop, and initiating opportunities to improve the quality of care.


The QI process begins at the staff level, where problems are defined. This requires staff members to know the practice standards or guidelines that define quality. Unit QI committees review activities or services considered to be most important in providing quality care to patients. To identify the greatest opportunity for improving quality, the committees consider activities that are high-volume (greater than 50% of the activity of a unit), high-risk (potential for trauma or death), and problem areas (potential for patient, staff, or institution). TJC’s annual National Patient Safety Goals provide another focus for QI committees to explore and identify problem areas (TJC, 2010b) (see Chapter 38). Sometimes the problem is presented to a committee in the form of a sentinel event (i.e., an unexpected occurrence involving death or serious physical or psychological injury). Once a committee defines the problem, it applies a formal model for exploring and resolving quality concerns. There are many models for QI and PI. One model is the PDSA cycle: plan, do, study, and act:




Plan—Review available data to understand existing practice conditions or problems to identify the need for change.


Do—Select an intervention on the basis of the data reviewed and implement the change.


Study—Study (evaluate) the results of the change.


Act—If the process change is successful with positive outcomes, act on the practices by incorporating them into daily unit performance.





Six Sigma or Lean is another quality improvement model. In this model organizations carefully evaluate processes to reduce costs, enhance quality and revenue, and improve teamwork while using the talents of existing employees and the fewest resources. In a lean organization all employees are responsible and accountable for integrating quality improvement methodologies and tools into daily work (Kimsey, 2010).


Some organizations use a quality improvement model called rapid-cycle improvement or rapid-improvement event (RIE). RIEs are very intense, usually week-long events, in which a group gets together to evaluate a problem with the intent of making radical changes to current processes (Kimsey, 2010). Changes are made within a very short time. The effects of the changes are measured quickly, results are evaluated, and further changes are made when necessary. RIE is appropriate to use when a serious problem exists that greatly affects patient safety and needs to be solved quickly.


Once a QI committee makes a practice change, it is important to communicate results to staff in all appropriate organizational departments. Practice changes will likely not last when QI committees fail to report findings and results of interventions. Regular discussions of QI activities through staff meetings, newsletters, and memos are good communication strategies. Often a QI study reveals information that prompts organization-wide change. An organization must be responsible for responding to the problem with the appropriate resources. Revision of policies and procedures, modification of standards of care, and implementation of new support services are examples of ways an organization responds.












Key Points







• A challenge in EBP is to obtain the very best, most current information at the right time, when you need it for patient care.


• Using your clinical expertise and considering patients’ values and preferences ensures that you will apply the evidence in practice both safely and appropriately.


• The five steps of EBP provide a systematic approach to rational clinical decision making.


• The more focused a PICOT question is, the easier it will become to search for evidence in the scientific literature.


• The hierarchy of available evidence offers a guide to the types of literature or information that offer the best scientific evidence.


• A randomized controlled trial is the highest level of experimental research.


• Expert clinicians are a rich source of evidence because they use it frequently to build their own practice and solve clinical problems.


• The critique or evaluation of evidence includes determining the value, feasibility, and usefulness of evidence for making a practice change.


• After critiquing all articles for a PICOT question, synthesize or combine the findings to consider the scientific rigor of the evidence and whether it has application in practice.


• When you decide to apply evidence, consider the setting and whether there is support from staff and available resources.


• Research is a systematic process that asks and answers questions that generate knowledge, which provides a scientific basis for nursing practice.


• Outcomes research is designed to assess and document the effectiveness of health care services and interventions.


• Nursing research involves two broad approaches for conducting studies: quantitative and qualitative methods.


• The research process usually consists of the following steps: identifying the problem, designing the study, conducting the study, analyzing the data, and using the findings.


• A thorough analysis of QI data leads clinicians to understand work processes and the need to change practice.













Clinical Application Questions






Preparing for Clinical Practice


The nursing staff on Rick’s postsurgical unit have been reviewing their patients’ medical records and have seen a steady increase in the incidence of pressure ulcers over the last 3 months, especially in patients who are incontinent. Rick speaks with the wound care specialist in the hospital about this issue. The specialist recommends that the nurses try using special wipes that include an emollient to clean patients who are incontinent.




1. Rick and the nursing staff decide to approach this practice change using evidence-based practice. What would be a PICOT question for this group to ask? Identify each part of the PICOT question.


2. Rick conducts a literature search and gathers research articles about the PICOT question. He evaluates the scientific merit of each of the articles and determines that he has sufficient evidence to answer the PICOT question. Which step of the evidence-based practice process has Rick completed?


3. Rick and the staff on the postsurgical unit implemented a new skin care protocol for patients who are incontinent after surgery. The protocol has been implemented for 4 months. Rick needs to determine if this practice change has been effective. What outcome does Rick need to measure? Describe one method he could use to measure this outcome.





[image: image] Answers to Clinical Application Questions can be found on the Evolve website.















Review Questions






Are You Ready to Test Your Nursing Knowledge?







1. A nurse researcher interviews parents of children who have diabetes and asks them to describe how they deal with their child’s illness. The analysis of the interviews yields common themes and stories describing the parents’ coping strategies. This is an example of which type of study?




    1. Historical


    2. Qualitative


    3. Correlational


    4. Experimental





2. A nurse who works in a newborn nursery asks, “I wonder if the moms who breastfeed their babies would be able to breastfeed more successfully if we played peaceful music while they were breastfeeding.” In this example of a PICOT question, the I is:




    1. Breastfeeding moms.


    2. Infants.


    3. Peaceful music.


    4. The nursery.





3. A nurse researcher conducts a study that randomly assigns 100 patients who smoke and attend a wellness clinic into two groups. One group receives the standard smoking cessation handouts; the other group takes part in a new educational program that includes a smoking cessation support group. The nurse plans to compare the effectiveness of the standard treatment with the educational program. What type of a research study is this?




    1. Qualitative


    2. Descriptive


    3. Correlational


    4. Randomized controlled trial





4. A group of nurses have implemented an evidence-based practice (EBP) change and have evaluated the effectiveness of the change. Their next step is to:




    1. Conduct a literature review.


    2. Share the findings with others.


    3. Conduct a statistical analysis.


    4. Create a well-defined PICOT question.





5. Arrange the following steps of evidence-based practice (EBP) in the appropriate order:




    1. Integrate the evidence.


    2. Ask the burning clinical question.


    3. Evaluate the practice decision or change.


    4. Share the results with others.


    5. Critically appraise the evidence you gather.


    6. Collect the most relevant and best evidence.





6. When recruiting subjects to participate in a study about the effects of an exercise program on balance, the researcher provides full and complete information about the purpose of the study and gives the subjects the choice to participate or not participate in the study. This is an example of:




    1. Bias.


    2. Anonymity.


    3. Confidentiality.


    4. Informed consent.





7. Nurses on a pediatric nursing unit are discussing ways to improve patient care. One nurse asks a colleague, “I wonder how best to measure pain in a child who has sickle cell disease?” This question is an example of a/an:




    1. Hypothesis.


    2. PICOT question.


    3. Problem-focused trigger.


    4. Knowledge-focused trigger.





8. The nurses on a medical unit have seen an increase in the number of pressure ulcers that develop in their patients. They decide to initiate a quality improvement project using the PDSA model. Which of the following is an example of “Do” from that model?




    1. Implement the new skin care protocol on all medicine units.


    2. Review the data collected on patients cared for using the protocol.


    3. Review the QI reports on the six patients who developed ulcers over the last 3 months.


    4. Based on findings from patients who developed ulcers, implement an evidence-based skin care protocol.





9. A nurse researcher decides to complete a study to evaluate how Florence Nightingale improved patient outcomes in the Crimean War. This is an example of what type of research?




    1. Historical


    2. Evaluation


    3. Exploratory


    4. Experimental





    10. A group of nurses on the research council of a local hospital are measuring nursing-sensitive outcomes. Which of the following is a nursing-sensitive outcome that the nurses need to consider measuring?




    1. Incidence of asthma among children of parents who smoke


    2. Frequency of low blood sugar episodes in children at a local school


    3. Number of patients who fall and experience subsequent injury on the evening shift


    4. Number of sexually active adolescent girls who attend the community-based clinic for birth control





    11. A group of staff nurses notice an increased incidence of medication errors on their unit. After further investigation it is determined that the nurses are not consistently identifying the patient correctly. A change is needed quickly. What type of quality improvement method would be most appropriate?




    1. PDSA


    2. Six Sigma


    3. Rapid-improvement event


    4. A randomized controlled trial





    12. A nurse is providing care to a patient who is experiencing major abdominal trauma following a car accident. The patient is losing blood quickly and needs a blood transfusion. The nurse finds out that the patient is a Jehovah’s Witness and cannot have blood transfusions because of religious beliefs. He or she notifies the patient’s health care provider and receives an order to give the patient an alternative to blood products. This is an example of:




    1. A quality improvement study.


    2. An evidence-based practice change.


    3. A time when calling the hospital’s ethics committee is essential.


    4. Considering the patient’s preferences and values while providing care.





    13. A group of staff educators are reading a research study together at a journal club meeting. While reviewing the study, one of the nurses states that it evaluates if newly graduated nurses progress through orientation more effectively when they participate in patient simulation exercises. Which part of the research process is reflected in this nurse’s statement?




    1. Introduction


    2. Purpose statement


    3. Methods


    4. Results





    14. A research study is investigating the following research question: What is the effect of the diagnosis of breast cancer on the roles of the family? In this study “the diagnosis of breast cancer” and “family roles” are examples of:




    1. Surveys


    2. The sample


    3. Variables


    4. Data collection points





    15. A nurse researcher is developing a research proposal and is in the process of selecting an instrument to measure anxiety. In which part of the research process is this nurse?




    1. Analyzing the data


    2. Designing the study


    3. Conducting the study


    4. Identifying the problem








Answers: 1. 2; 2. 3; 3. 4; 4. 2; 5. 2, 6, 5, 1, 3, 4; 6. 4; 7. 4; 8. 1; 9. 1; 10. 3; 11. 3; 12. 4; 13. 2; 14. 3; 15. 2.
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Unit 2


Caring Throughout the Life Span






Chapter 6


Health and Wellness




Objectives





• List the two general Healthy People 2020 public health goals for Americans.


• Discuss the definition of health.


• Discuss the health belief, health promotion, basic human needs, and holistic health models to understand the relationship between the patient’s attitudes toward health and health practices.


• Describe variables influencing health beliefs and practices.


• Describe health promotion, wellness, and illness prevention activities.


• Discuss the three levels of preventive care.


• Describe four types of risk factors.


• Discuss risk factor modification and changing health behaviors.


• Describe variables influencing illness behavior.


• Describe the impact of illness on the patient and family.


• Discuss the nurse’s role in health and illness.
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• Review Questions


• Case Study with Questions


• Audio Glossary


• Interactive Learning Activities


• Key Term Flashcards


• Content Updates





In the past most individuals and societies viewed good health, or wellness, as the opposite or absence of disease. This simple attitude ignores states of health between disease and good health. Health is a multidimensional concept and is viewed from a broader perspective. An assessment of the patient’s state of health is an important aspect of nursing.


Models of health offer a perspective to understand the relationships between the concepts of health, wellness, and illness. Nurses are in a unique position to help patients achieve and maintain optimal levels of health. They need to understand the challenges of today’s health care system and embrace the opportunities to promote health and wellness and prevent illness. In an era of cost containment and advanced technology, nurses are a vital link to the improved health of individuals and society. They identify actual and potential risk factors that predispose a person or a group to illness. In addition, the nurse uses risk factor modification strategies to promote health and wellness and prevent illness.


Different attitudes cause people to react in different ways to illness or the illness of a family member. Medical sociologists call this reaction illness behavior. Nurses who understand how patients react to illness can minimize its effects and help patients and their families maintain or return to the highest level of functioning.






Healthy People Documents


Healthy People provides science-based, 10-year national objectives for promoting health and preventing disease. In 1979 an influential document, Healthy People: the Surgeon General’s Report on Health Promotion and Disease Prevention, was published; it introduced a goal for improving the health of Americans by 1990. The report outlined priority objectives for preventive services, health protection, and health promotion that addressed improvements in health status, risk reduction, public and professional awareness of prevention, health services and protective measures, and surveillance and evaluation. The report served as a framework for the 1990s as the United States increased the focus on health promotion and disease prevention instead of illness care. The strategy announced by the Secretary of Health and Human Services required a cooperative effort by government, voluntary and professional organizations, businesses, and individuals. Widely cited by popular media, in professional journals, and at health conferences, it has inspired health promotion programs throughout the country.


Healthy People 2000: National Health Promotion and Disease Prevention Objectives, published in 1990, identified health improvement goals and objectives to be reached by the year 2000 (U.S. Department of Health and Human Services [USDHHS, Public Health Service], 1990). Healthy People 2010, published in 2000, served as a road map for improving the health of all people in the United States for the first decade of the twenty-first century (USDHHS, 2000). This edition emphasized the link between individual health and community health and the premise that the health of communities determines the overall health status of the nation. Healthy People 2020 was approved in December 2010. Healthy People 2020 promotes a society in which all people live long, healthy lives. There are four overarching goals: (1) attain high-quality, longer lives free of preventable disease, disability, injury, and premature death; (2) achieve health equity, eliminate disparities, and improve the health of all groups; (3) create social and physical environments that promote good health for all; and (4) promote quality of life, healthy development, and healthy behaviors across all life stages (USDHHS, 2011).









Definition of Health


Defining health is difficult. The World Health Organization (WHO) defines health as a “state of complete physical, mental, and social well-being, not merely the absence of disease or infirmity” (WHO, 1947). Many other aspects of health need to be considered. Health is a state of being that people define in relation to their own values, personality, and lifestyle. Each person has a personal concept of health. Pender, Murdaugh, and Parsons (2011) define health as the actualization of inherent and acquired human potential through goal-directed behavior, competent self-care, and satisfying relationships with others while adjustments are made as needed to maintain structural integrity and harmony with the environment.


Individuals’ views of health vary among different age-groups, genders, races, and cultures (Pender, Murdaugh, and Parsons, 2011). Pender (1996) explains that “all people free of disease are not equally healthy.” Views of health have broadened to include mental, social, and spiritual well-being and a focus on health at the family and community levels (Pender, Murdaugh, and Parsons, 2006).


To help patients identify and reach health goals, nurses discover and use information about their concepts of health. Pender, Murdaugh, and Parsons (2011) suggest that for many people conditions of life rather than pathological states define health. Life conditions can have positive or negative effects on health long before an illness is evident (Pender, Murdaugh, and Parsons, 2011). Life conditions include socioeconomic variables such as environment, diet, and lifestyle practices or choices and many other physiological and psychological variables.


Health and illness are defined according to individual perception. Health often includes conditions previously considered to be illness. For example, a person with epilepsy who has learned to control seizures with medication and who functions at home and work may no longer consider himself or herself ill. Nurses need to consider the total person and the environment in which the person lives to individualize nursing care and enhance meaningfulness of the patient’s future health status.









Models of Health and Illness


A model is a theoretical way of understanding a concept or idea. Models represent different ways of approaching complex issues. Because health and illness are complex concepts, models are used to understand the relationships between these concepts and the patient’s attitudes toward health and health behaviors.


Health beliefs are a person’s ideas, convictions, and attitudes about health and illness. They may be based on factual information or misinformation, common sense or myths, or reality or false expectations. Because health beliefs usually influence health behavior, they can positively or negatively affect a patient’s level of health. Positive health behaviors are activities related to maintaining, attaining, or regaining good health and preventing illness. Common positive health behaviors include immunizations, proper sleep patterns, adequate exercise, stress management, and nutrition. Negative health behaviors include practices actually or potentially harmful to health such as smoking, drug or alcohol abuse, poor diet, and refusal to take necessary medications.


Nurses developed the following health models to understand patients’ attitudes and values about health and illness and to provide effective health care. These nursing models allow you to understand and predict patients’ health behavior, including how they use health services and adhere to recommended therapy.






Health Belief Model


Rosenstoch’s (1974) and Becker and Maiman’s (1975) health belief model (Fig. 6-1) addresses the relationship between a person’s beliefs and behaviors. The health belief model helps you understand factors influencing patients’ perceptions, beliefs, and behavior to plan care that will most effectively assist patients in maintaining or restoring health and preventing illness (Box 6-1).





Box 6-1   Evidence-Based Practice


Mammography Practices in Asian-American Immigrant Women


PICO Question: What sociocultural factors affect mammography screening practices in women who are Asian-American?





 Evidence Summary


Breast cancer is a leading cause of cancer deaths in women. Routine screening with mammograms is the recommended practice for early breast cancer detection. Asian women are more likely to not use mammograms for screening, to have breast cancer diagnosed at a later stage, and to have larger tumors at diagnosis (Lee et al., 2009; Lee-Lin et al., 2007; Wu and Ronis, 2009). The health belief model was used to examine the women’s knowledge and perceptions about developing breast cancer and preventive actions taken such as mammography. Results showed that only approximately 50% of the women studied had a mammogram in the last year (Lee et al., 2009; Lee-Lin et al., 2007; Wu and Ronis, 2009). Findings showed that the length of time the woman lived in the United States, having a recommendation from a health care provider, and insurance coverage were significantly related to having a mammogram (Lee-Lin et al., 2007). Other factors that contributed to having a mammogram included age, education, a higher perceived benefit to having the test, and higher levels of perceived risk of cancer (Wu and Ronis, 2009). The top three identified barriers to having a mammogram were remembering to have one, a belief that a mammogram is painful, and worry about radiation exposure (Lee-Lin et al., 2007).








 Application to Nursing Practice




• Assess misconceptions that women hold related to breast cancer and mammogram screening (Wu and Ronis, 2009).


• Develop culturally tailored interventions for immigrants who speak limited English (Lee et al., 2009).


• Primary health care workers need to educate women about the American Cancer Society guidelines for mammogram screening (Lee-Lin et al., 2007).


• Assess the barriers that the women identified to increase likelihood of obtaining mammograms (Lee-Lin et al., 2007).


• Develop strategies to increase screening rates for at-risk subgroups such as recent immigrants (Wu and Ronis, 2009).


• Consider the woman’s perceived susceptibility to breast cancers and perceived benefit of screening when planning education (Lee et al., 2009).
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FIG. 6-1 Health belief model. (Data from Becker M, Maiman L: Sociobehavioral determinants of compliance with health and medical care recommendations, Med Care 13[1]:10, 1975.)





The first component of this model involves an individual’s perception of susceptibility to an illness. For example, a patient needs to recognize the familial link for coronary artery disease. After this link is recognized, particularly when one parent and two siblings have died in their fourth decade from myocardial infarction, the patient may perceive the personal risk of heart disease.


The second component is an individual’s perception of the seriousness of the illness. This perception is influenced and modified by demographic and sociopsychological variables, perceived threats of the illness, and cues to action (e.g., mass media campaigns and advice from family, friends, and medical professionals). For example, a patient may not perceive his heart disease to be serious, which may affect the way he takes care of himself.


The third component—the likelihood that a person will take preventive action—results from a person’s perception of the benefits of and barriers to taking action. Preventive actions include lifestyle changes, increased adherence to medical therapies, or a search for medical advice or treatment. A patient’s perception of susceptibility to disease and his or her perception of the seriousness of an illness help to determine the likelihood that the patient will or will not partake in healthy behaviors.









Health Promotion Model


The health promotion model (HPM) proposed by Pender (1982; revised, 1996) was designed to be a “complementary counterpart to models of health protection” (Fig. 6-2). It defines health as a positive, dynamic state, not merely the absence of disease (Pender, Murdaugh, and Parsons, 2011). Health promotion is directed at increasing a patient’s level of well-being. The HPM describes the multidimensional nature of persons as they interact within their environment to pursue health (Pender, 1996; Pender, Murdaugh, and Parsons, 2011). The model focuses on the following three areas: (1) individual characteristics and experiences, (2) behavior-specific knowledge and affect, and (3) behavioral outcomes. The HPM notes that each person has unique personal characteristics and experiences that affect subsequent actions. The set of variables for behavioral-specific knowledge and affect have important motivational significance. These variables can be modified through nursing actions. Health-promoting behavior is the desired behavioral outcome and is the end point in the HPM. Health-promoting behaviors result in improved health, enhanced functional ability, and better quality of life at all stages of development (Pender, Murdaugh, and Parsons, 2011) (Box 6-2).





Box 6-2   Focus on Older Adults


Health Promotion







• Promote healthy lifestyles by encouraging regular physical activity, accepting responsibility for one’s own health, using stress management strategies, focusing on self-care abilities, and practicing relaxation (Lee and Park, 2006; Pender, Murdaugh, and Parsons, 2011).


• Consider the older adult’s social environment and strengthening social support to promote health and provide access to resources (Callaghan, 2005; Ebersole et al., 2008).


• Use a holistic approach to promoting health. The focus is not on absence of disease but on achieving the highest level of health in the presence of disease (Ebersole et al., 2008).


• Injury prevention is a key strategy to promote and improve health (Ebersole et al., 2008).


• Fear of falling is a significant risk related to older adults’ avoidance of physical activity. Assess for the fear and provide support, make environmental changes to help decrease falls, and provide assistive devices as needed (Bertera and Bertera, 2008).


• Factors that have been reported to affect older adults’ willingness to engage in health promotion activities may include socioeconomic factors, beliefs and attitudes for patients and providers, encouragement by a health care professional, specific motivation based on efficacy beliefs, access to resources, age, number of chronic illnesses, mental and physical health, marital status, ability for self-care, gender, education, and support system presence (Byam-Williams and Salyer, 2010; Callaghan, 2005).


• Scientific evidence increasingly indicates that physical activity can extend years of active independent life, reduce disability, and improve the quality of life for older persons (Chodzko-Zajko et al., 2009).
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FIG. 6-2 Health promotion model (revised). (Redrawn from Pender NJ, Murdaugh CL, Parsons MA: Health promotion in nursing practice, ed 5, Upper Saddle River, NJ, 2006, Prentice Hall.)












Maslow’s Hierarchy of Needs


Basic human needs are elements that are necessary for human survival and health (e.g., food, water, safety, and love). Although each person has other unique needs, all people share the basic human needs, and the extent to which basic needs are met is a major factor in determining a person’s level of health.


Maslow’s hierarchy of needs is a model that nurses use to understand the interrelationships of basic human needs (Fig. 6-3). According to this model, certain human needs are more basic than others (i.e., some needs must be met before other needs [e.g., fulfilling the physiological needs before the needs of love and belonging]). Self-actualization is the highest expression of one’s individual potential and allows for continual discovery of self. Maslow’s model takes into account individual experiences, always unique to the individual (Ebersole et al., 2008).
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FIG. 6-3 Maslow’s hierarchy of needs. (Redrawn from Maslow AH: Motivation and personality, ed 3, Upper Saddle River, NJ, 1970, Prentice Hall.)





The hierarchy of needs model provides a basis for nurses to care for patients of all ages in all health settings. However, when applying the model, the focus of care is on the patient’s needs rather than on strict adherence to the hierarchy. It is unrealistic to always expect a patient’s basic needs to occur in the fixed hierarchical order. In all cases an emergent physiological need takes precedence over a higher-level need. In other situations a psychological or physical safety need takes priority. For example, in a house fire fear of injury and death takes priority over self-esteem issues. Although it would seem that a patient who has just had surgery might have the strongest need for pain control in the psychosocial area, if the patient just had a mastectomy, her main need may be in the areas of love, belonging, and self-esteem. It is important not to assume the patient’s needs just because other patients reacted in a certain way. Maslow’s hierarchy can be very useful when applied to each patient individually. To provide the most effective care, you need to understand the relationships of different needs and the factors that determine the priorities for each patient.









Holistic Health Models


Health care has begun to take a more holistic view of health by considering emotional and spiritual well-being and other dimensions of an individual as important aspects of physical wellness. The holistic health model of nursing attempts to create conditions that promote optimal health. In this model, nurses using the nursing process consider patients to be the ultimate experts concerning their own health and respect patients’ subjective experience as relevant in maintaining health or assisting in healing. In the holistic health model patients are involved in their healing process, thereby assuming some responsibility for health maintenance (Edelman and Mandle, 2010).


Nurses using the holistic nursing model recognize the natural healing abilities of the body and incorporate complementary and alternative interventions such as music therapy, reminiscence, relaxation therapy, therapeutic touch, and guided imagery because they are effective, economical, noninvasive, nonpharmacological complements to traditional medical care (see Chapter 32). These holistic strategies, which can be used in all stages of health and illness, are integral in the expanding role of nursing.


Nurses use holistic therapies either alone or in conjunction with conventional medicine. For example, they use reminiscence in the geriatric population to help relieve anxiety for a patient dealing with memory loss or for a cancer patient dealing with the difficult side effects of chemotherapy. Music therapy in the operating room creates a soothing environment. Relaxation therapy is frequently useful to distract a patient during a painful procedure such as a dressing change. Breathing exercises are commonly taught to help patients deal with the pain associated with labor and delivery.












Variables Influencing Health and Health Beliefs and Practices


Many variables influence a patient’s health beliefs and practices. Internal and external variables influence how a person thinks and acts. As previously stated, health beliefs usually influence health behavior or health practices and likewise positively or negatively affect a patient’s level of health. Therefore understanding the effects of these variables allows you to plan and deliver individualized care.






Internal Variables


Internal variables include a person’s developmental stage, intellectual background, perception of functioning, and emotional and spiritual factors.






Developmental Stage


A person’s thought and behavior patterns change throughout life. The nurse considers the patient’s level of growth and development when using his or her health beliefs and practices as a basis for planning care. The study of development involves finding patterns or general principles that apply to most people most of the time (Murray et al., 2008). The concept of illness for a child, adolescent, or adult depends on the individual’s developmental stage. Fear and anxiety are common among ill children, especially if thoughts about illness, hospitalization, or procedures are based on lack of information or lack of clarity of information. Emotional development may also influence personal beliefs about health-related matters. For example, you use different techniques for teaching about contraception to an adolescent than you use for an adult. Knowledge of the stages of growth and development helps predict the patient’s response to the present illness or the threat of future illness. Adapt the planning of nursing care to these expectations and to the patient’s abilities to participate in self-care.









Intellectual Background


A person’s beliefs about health are shaped in part by the person’s knowledge, lack of knowledge, or incorrect information about body functions and illnesses, educational background, and past experiences. These variables influence how a patient thinks about health. In addition, cognitive abilities shape the way a person thinks, including the ability to understand factors involved in illness and apply knowledge of health and illness to personal health practices. Cognitive abilities also relate to a person’s developmental stage. A nurse considers intellectual background so these variables can be incorporated into nursing care (Edelman and Mandle, 2010).









Perception of Functioning


The way people perceive their physical functioning affects health beliefs and practices. When you assess a patient’s level of health, gather subjective data about the way the patient perceives physical functioning such as level of fatigue, shortness of breath, or pain. Then obtain objective data about actual functioning such as blood pressure, height measurements, and lung sound assessment. This information allows you to more successfully plan and implement individualized care.









Emotional Factors


The patient’s degree of stress, depression, or fear can influence health beliefs and practices. The manner in which a person handles stress throughout each phase of life influences the way he or she reacts to illness. A person who generally is very calm may have little emotional response during illness, whereas an individual unable to cope emotionally with the threat of illness may either overreact to it and assume that it is life threatening or deny the presence of symptoms and not take therapeutic action (see Chapter 37).









Spiritual Factors


Spirituality is reflected in how a person lives his or her life, including the values and beliefs exercised, the relationships established with family and friends, and the ability to find hope and meaning in life. Spirituality serves as an integrating theme in people’s lives (see Chapter 35). Religious practices are one way that people exercise spirituality. Some religions restrict the use of certain forms of medical treatment. You need to understand patients’ spiritual dimensions to involve patients effectively in nursing care.












External Variables


External variables influencing a person’s health beliefs and practices include family practices, socioeconomic factors, and cultural background.






Family Practices


The way that patients’ families use health care services generally affects their health practices. Their perceptions of the seriousness of diseases and their history of preventive care behaviors (or lack of them) influence how patients think about health. For example, if a young woman’s mother never had annual gynecological examinations or Papanicolaou (Pap) smears, it is unlikely that the daughter will have annual Pap smears.









Socioeconomic Factors


Social and psychosocial factors increase the risk for illness and influence the way that a person defines and reacts to illness. Psychosocial variables include the stability of the person’s marital or intimate relationship, lifestyle habits, and occupational environment. A person generally seeks approval and support from social networks (neighbors, peers, and co-workers), and this desire for approval and support affects health beliefs and practices.


Social variables partly determine how the health care system provides medical care. The organization of the health care system determines how patients can obtain care, the treatment method, the economic cost to the patient, and potential reimbursement to the health care agency or patient.


Like social variables, economic variables often affect a patient’s level of health by increasing the risk for disease and influencing how or at what point the patient enters the health care system. A person’s compliance with a treatment designed to maintain or improve health is also affected by economic status. A person who has high utility bills, a large family, and a low income tends to give a higher priority to food and shelter than to costly drugs or treatment or expensive foods for special diets. Some patients decide to take medications every other day rather than every day as prescribed to save money, which greatly affects the effectiveness of the medications.









Cultural Background


Cultural background influences beliefs, values, and customs. It influences the approach to the health care system, personal health practices, and the nurse-patient relationship. Cultural background also influences an individual’s beliefs about causes of illness and remedies or practices to restore health (Box 6-3). If you are not aware of your own cultural patterns of behavior and language, you will have difficulty recognizing and understanding your patient’s behaviors and beliefs. You will also probably have difficulty interacting with patients. As with family and socioeconomic variables, you need to incorporate cultural variables into a patient’s care plan (see Chapter 9).





[image: image] Box 6-3   Cultural Aspects of Care


Cultural Health Beliefs


The cultural and ethnic backgrounds of patients shape their views of health, how to treat and prevent illness, and what constitutes good care (Narayan, 2010). Health and illness beliefs often fall into magicoreligious, biomedical, and deterministic beliefs (Singleton and Krause, 2009). The magicoreligious belief is often seen in Latin American, African American, and Middle Eastern cultures. These beliefs focus on hexes (i.e., supernatural forces that cause illness) (Yeo, 2009). Illness may also be viewed as a punishment for sins, or it can focus on evil spirits or disease-bearing foreign objects. The biomedical belief system, seen in the United States, believes that health and illness are related to physical and biochemical processes, with disease being a breakdown of the processes. The belief of determinism focuses on outcomes that are externally preordained and cannot be changed (Singleton and Krause, 2009). Other examples of cultural beliefs that affect health care practices include yin/yang balance, free flow of chi, influence of humors, the importance of hexes, and spirits and soul loss (Yeo, 2009). Recognizing the patient’s health beliefs helps the nurse provide holistic nursing care that considers the physical, psychological, social, emotional, and spiritual needs of each patient (Maier-Lorentz, 2008).





 Implications for Practice




• Be aware of the impact of culture on a patient’s view and understanding of illness.


• Focus on understanding the patient’s traditions, values, and beliefs and how these dimensions may affect health, wellness, and illness.


• Do not stereotype a patient based on his or her culture and assume that they will adopt all cultural beliefs and practices (Narayan, 2010).


• When teaching patients about their illness and treatment regimens, it is important for nurses to understand that unique cultural perceptions exist regarding the cause of an illness and its treatment.


• Use a trained interpreter if possible when the patient and family do not speak English to avoid misinterpretation of information (Yeo, 2009).


• Be aware of your own cultural background and recognize prejudices that may lead to stereotyping and discrimination (Maier-Lorentz, 2008).
























Health Promotion, Wellness, and Illness Prevention


Health care has become increasingly focused on health promotion, wellness, and illness prevention. The rapid rise of health care costs has motivated people to seek ways of decreasing the incidence and minimizing the results of illness or disability.


The concepts of health promotion, wellness, and illness prevention are closely related and in practice overlap to some extent. All are focused on the future; the difference among them involves motivations and goals. Health promotion activities such as routine exercise and good nutrition help patients maintain or enhance their present levels of health. They motivate people to act positively to reach more stable levels of health. Wellness education teaches people how to care for themselves in a healthy way and includes topics such as physical awareness, stress management, and self-responsibility. Wellness strategies help people achieve new understanding and control of their lives. Illness prevention activities such as immunization programs protect patients from actual or potential threats to health. They motivate people to avoid declines in health or functional levels.


Nurses emphasize health promotion activities, wellness-enhancing strategies, and illness prevention activities as important forms of health care because they assist patients in maintaining and improving health. The goal of a total health program is to improve a patient’s level of well-being in all dimensions, not just physical health. Total health programs are based on the belief that many factors can affect a person’s level of health.


Examples of the health topics and objectives as defined by Healthy People 2020 include physical activity, adolescent health, tobacco use, substance abuse, sexually transmitted diseases, mental health and mental disorders, injury and violence prevention, environmental health, immunization and infectious disease, and access to health care (USDHHS, 2011). A complete list of topics and objectives is available on the Healthy People website (www.healthypeople.gov). These objectives and topics show the importance of health promotion and illness prevention and encourage all to participate in the improvement of health.


Individual practices such as poor eating habits and little or no exercise influence health. Physical stressors such as a poor living environment, exposure to air pollutants, and an unsafe environment also affect health. Hereditary and psychological stressors such as emotional, intellectual, social, developmental, and spiritual factors influence one’s level of health. Total health programs are directed at individuals’ changing their lifestyles by developing habits that improve their level of health.


Other programs are aimed at specific health care problems. For example, support groups help people with human immunodeficiency virus (HIV) infection. Exercise programs encourage participants to exercise regularly to reduce their risk of cardiac disease. Stress-reduction programs teach participants to cope with stressors and reduce their risks for multiple illnesses such as infections, gastrointestinal disease, and cardiac disease.


Some health promotion, wellness education, and illness prevention programs are operated by health care agencies; others are operated independently. Many businesses have on-site health promotion activities for employees. Likewise, colleges and community centers offer health promotion and illness prevention programs. Some nurses actively participate in these programs, providing direct care, and others act as consultants or refer patients to these programs. The goal of these activities is to improve a patient’s level of health through preventive health services, environmental protection, and health education.


Health care professionals who work in the field of health promotion use proactive attempts to prevent illness or disease. Health promotion activities are passive or active. With passive strategies of health promotion, individuals gain from the activities of others without acting themselves. The fluoridation of municipal drinking water and the fortification of homogenized milk with vitamin D are examples of passive health promotion strategies. With active strategies of health promotion, individuals are motivated to adopt specific health programs. Weight-reduction and smoking-cessation programs require patients to be actively involved in measures to improve their present and future levels of wellness while decreasing the risk of disease.


Health promotion is a process of helping people improve their health to reach an optimal state of physical, mental, and social well-being (WHO, 2009). An individual takes responsibility for health and wellness by making appropriate lifestyle choices. Lifestyle choices are important because they affect a person’s quality of life and well-being. Making positive lifestyle choices and avoiding negative lifestyle choices also plays a role in preventing illness. In addition to improving quality of life, preventing illness has an economic impact because it decreases health care costs.






Levels of Preventive Care


Nursing care oriented to health promotion, wellness, and illness prevention is described in terms of health activities on primary, secondary, and tertiary levels (Table 6-1).




TABLE 6-1


Three Levels of Prevention


[image: image]


Data from Leavell H, Clark AE: Preventive medicine for the doctors in his community, ed 3, New York, 1965, McGraw-Hill; and modified from Edelman CL, Mandle CL: Health promotion throughout the life span, ed 7, St Louis, 2010, Mosby.









Primary Prevention


Primary prevention is true prevention; it precedes disease or dysfunction and is applied to patients considered physically and emotionally healthy. Primary prevention aimed at health promotion includes health education programs, immunizations, and physical and nutritional fitness activities. Primary prevention includes all health promotion efforts and wellness education activities that focus on maintaining or improving the general health of individuals, families, and communities (Edelman and Mandle, 2010). Primary prevention includes specific protection such as immunization for influenza and hearing protection in occupational settings.









Secondary Prevention


Secondary prevention focuses on individuals who are experiencing health problems or illnesses and are at risk for developing complications or worsening conditions. Activities are directed at diagnosis and prompt intervention, thereby reducing severity and enabling the patient to return to a normal level of health as early as possible (Edelman and Mandle, 2010). A large portion of nursing care related to secondary prevention is delivered in homes, hospitals, or skilled nursing facilities. It includes screening techniques and treating early stages of disease to limit disability by averting or delaying the consequences of advanced disease. Screening activities also become a key opportunity for health teaching as a primary prevention intervention (Edelman and Mandle, 2010).









Tertiary Prevention


Tertiary prevention occurs when a defect or disability is permanent and irreversible. It involves minimizing the effects of long-term disease or disability by interventions directed at preventing complications and deterioration (Edelman and Mandle, 2010). Activities are directed at rehabilitation rather than diagnosis and treatment. Care at this level helps patients achieve as high a level of functioning as possible, despite the limitations caused by illness or impairment. This level of care is called preventive care because it involves preventing further disability or reduced functioning.















Risk Factors


A risk factor is any situation, habit, social or environmental condition, physiological or psychological condition, developmental or intellectual condition, spiritual condition, or other variable that increases the vulnerability of an individual or group to an illness or accident. Risk factors, behavior, risk factor modification, and behavior modification are integral components of health promotion, wellness, and illness prevention activities. Nurses in all areas of practice often have opportunities to help patients adopt activities to promote health and decrease risks of illness.


The presence of risk factors does not mean that a disease will develop, but risk factors increase the chances that the individual will experience a particular disease or dysfunction. Nurses and other health care professionals are concerned with risk factors, sometimes called health hazards, for several reasons. Risk factors play a major role in how a nurse identifies a patient’s health status. They can also influence health beliefs and practices if a person is aware of their presence. Risk factors are often placed in the following interrelated categories: genetic and physiological factors, age, physical environment, and lifestyle.






Genetic and Physiological Factors


Physiological risk factors involve the physical functioning of the body. Certain physical conditions such as being pregnant or overweight place increased stress on physiological systems (e.g., the circulatory system), increasing susceptibility to illness. Heredity, or genetic predisposition to specific illness, is a major physical risk factor. For example, a person with a family history of diabetes mellitus is at risk for developing the disease later in life. Other documented genetic risk factors include family histories of cancer, heart disease, kidney disease, or mental illness.









Age


Age affects a person’s susceptibility to certain illnesses. For example, premature infants and neonates are more susceptible to infections. As a person ages, the risk of heart disease and many types of cancers increases. Age risk factors are often closely associated with other risk factors such as family history and personal habits. Nurses need to educate their patients about the importance of regularly scheduled checkups for their age-group. Various professional organizations and federal agencies develop and update recommendations for health screenings, immunizations, and counseling. Access to scientific evidence, recommendations for clinical prevention services, and information on how to incorporate recommended preventive services into practice can be found at www.ahrq.gov/clinic/prevenix.htm.









Environment


Where we live and the condition of that area (its air, water, and soil) determine how we live, what we eat, the disease agents to which we are exposed, our state of health, and our ability to adapt (Murray et al., 2008). The physical environment in which a person works or lives can increase the likelihood that certain illnesses will occur. For example, some kinds of cancer and other diseases are more likely to develop when industrial workers are exposed to certain chemicals or when people live near toxic waste disposal sites. Nursing assessments extend from the individual to the family and the community in which they live (Murray et al., 2008).









Lifestyle


Many activities, habits, and practices involve risk factors. Lifestyle practices and behaviors often have positive or negative effects on health. Lifestyle choices contribute to seven of the ten leading causes of death (Table 6-2). Practices with potential negative effects are risk factors. Some habits are risk factors for specific diseases. For example, excessive sunbathing increases the risk of skin cancer; smoking increases the risk of lung diseases, including cancer; and a poor diet and being overweight increase the risk of cardiovascular disease. Because of lifestyle choices, there is an increased emphasis on preventive care. Lifestyle choices lead to health problems that cause a huge impact on the economics of the health care system. Therefore it is important to understand the effect of lifestyle behaviors on health status. Nurses educate their patients and the public on wellness-promoting lifestyle behaviors.




TABLE 6-2


Causes of Death in the United States in 2007 and Contributing Lifestyle Choices






	LEADING CAUSES OF DEATH

	NUMBER (%)*


	LIFESTYLE CHOICES






	Heart disease

	616,067 (25.4)

	Physical inactivity, poor nutrition, use of tobacco






	Cancer

	562,875 (23.2)

	Use of tobacco, poor nutrition, excess sun exposure, no use of preventive screenings






	Stroke (cerebrovascular diseases)

	135,952 (5.6)

	Use of tobacco, poor nutrition, physical inactivity






	Chronic lower respiratory diseases

	127,924 (5.3)

	Use of tobacco






	Accidents (unintentional injuries)

	123,706 (5.1)

	Use of alcohol and drugs, no use of seat belt or motorcycle helmet






	Alzheimer’s disease

	74,632 (3.1)

	 






	Diabetes

	71,382 (2.9)

	Obesity, poor nutrition






	Influenza and pneumonia

	52,717 (2.2)

	Use of tobacco, lack of immunizations






	Nephritis, nephrotic syndrome, nephrosis

	46,448 (1.9)

	 






	Septicemia

	34,828 (1.4)

	 







*Data from Centers for Disease Control and Prevention: Deaths and mortality, http://www.cdc.gov/nchs/fastats/deaths.htm. Accessed June 30, 2009.





Stress is a lifestyle risk factor if it is severe or prolonged or if the person is unable to cope with life events adequately. Stress threatens both mental health (emotional stress) and physical well-being (physiological stress). Both play a part in the development of an illness and affect the ability to adapt to potential changes associated with the illness and survive a life-threatening illness. Stress also interferes with health promotion activities and the ability to implement needed lifestyle modifications. Some emotional stressors result from life events such as divorce, pregnancy, death of a spouse or family member, and financial instabilities. For example, job-related stressors overtax a person’s cognitive skills and decision-making ability, leading to “mental overload” or “burnout” (see Chapter 37). Stress also threatens physical well-being and is associated with illnesses such as heart disease, cancer, and gastrointestinal disorders (Pender, Murdaugh, and Parsons, 2011). Always review life stressors as part of a comprehensive risk factor analysis.


The goal of risk factor identification is to help patients visualize the areas in their life that can be modified, controlled, or even eliminated to promote wellness and prevent illness. A variety of available health risk appraisal forms can be used to estimate a person’s specific health threats based on the presence of various risk factors (Edelman and Mandle, 2010). Implementation of a health risk appraisal tool needs to be linked with educational programs and other community resources if it is to result in necessary lifestyle changes and risk reduction (Pender, Murdaugh, and Parsons, 2011).












Risk-Factor Modification and Changing Health Behaviors


Identifying risk factors is the first step in health promotion, wellness education, and illness prevention. Discuss health hazards with the patient following a comprehensive nursing assessment, then help the patient decide if he or she wants to maintain or improve his or her health status by taking risk-reduction actions (Edelman and Mandle, 2010). Risk-factor modification, health promotion or illness prevention activities, or any program that attempts to change unhealthy lifestyle behaviors is a wellness strategy. Emphasize wellness strategies that teach patients to care for themselves in a healthier way because they have the ability to increase the quality of life and decrease the potential high costs of unmanaged health problems.


Some attempts to change are aimed at the cessation of a health-damaging behavior (e.g., tobacco use or alcohol misuse) or the adoption of a healthy behavior (e.g., healthy diet or exercise) (Pender, Murdaugh, and Parsons, 2011). It is difficult to change health behavior, especially when the behavior is ingrained in a person’s lifestyle patterns. The importance of nurses using an HPM to identify risky behaviors and implement the change process cannot be overemphasized because it is the nurse who spends the greatest amount of time in direct contact with patients. In addition, leading causes of death continue to relate to health behaviors that require a change, and nurses are able to motivate and facilitate important health behavior change when working with individuals, families, and communities (Edelman and Mandle, 2010).


Understanding the process of changing behaviors will help you support difficult health behavior changes in patients. It is believed that change involves movement through a series of stages. DiClemente and Prochaska (1998) describe the stages of change in the transtheoretical model of change (Table 6-3). These stages range from no intention to change (precontemplation), considering a change within the next 6 months (contemplation), making small changes (preparation), and actively engaging in strategies to change behavior (action) to maintaining a changed behavior (maintenance stage). As individuals attempt a change in behavior, relapse followed by recycling through the stages frequently occurs. When relapse occurs, the person will return to the contemplation or precontemplation stage before attempting the change again. Relapse is a learning process, and the lessons learned from relapse can be applied to the next attempt to change. It is important to understand what happens at the various stages of the change process to time the implementation of interventions (wellness strategies) adequately and provide appropriate care at each stage.




TABLE 6-3


Stages of Health Behavior Change






	STAGE

	DEFINITION

	NURSING IMPLICATIONS






	Precontemplation

	Not intending to make changes within the next 6 months

	Patient is not interested in information about the behavior and may be defensive when confronted with it.






	Contemplation

	Considering a change within the next 6 months

	Ambivalence may be present, but patients will more likely accept information since they are developing more belief in the value of change.






	Preparation

	Making small changes in preparation for a change in the next month

	Patient believes that advantages outweigh disadvantages of behavior change; needs assistance in planning for the change.






	Action

	Actively engaged in strategies to change behavior; lasts up to 6 months

	Previous habits may prevent taking action relating to new behaviors; identify barriers and facilitators of change.






	Maintenance stage

	Sustained change over time; begins 6 months after action has started and continues indefinitely

	Changes need to be integrated into the patient’s lifestyle.







Data from Prochaska JO, DiClemente CC: Stages of change in the modification of problem behaviors, Prog Behav Modif 28:184, 1992; and Conn VS: A staged-based approach to helping people change health behaviors, Clin Nurs Spec 8(4):187, 1994.





Once an individual identifies a stage of change, the change process facilitates movement through the stages. To be most effective, you choose nursing interventions that match the stage of change (DiClemente and Prochaska, 1998). Most behavior-change programs are designed for (and have a chance of success when) people are ready to take action regarding their health behavior problems. Only a minority of people are actually in this action stage (Prochaska, 1991). Changes are maintained over time only if they are integrated into an individual’s overall lifestyle (Box 6-4). Maintaining healthy lifestyles can prevent hospitalizations and potentially lower the cost of health care.





Box 6-4   Patient Teaching


Lifestyle Changes





 Objective




• Patient will reduce health risks related to poor lifestyle habits (e.g., high-fat diet, sedentary lifestyle) through behavior change.











 Teaching Strategies




• Practice active listening, and ask the patient how he or she prefers to learn (Cornett, 2009).


• Begin with determining what information the patient knows regarding health risks related to poor lifestyle.


• Ask which barriers the patient perceives with the planned lifestyle change.


• Assist the patient in establishing goals for change.


• In collaboration with the patient, establish time lines for modification of eating and exercise lifestyle habits.


• Reinforce the process of change.


• Use written resources at an appropriate reading level (Villaire and Mayer, 2009).


• Ensure that the education materials are culturally appropriate (Villaire and Mayer, 2009).


• Include family members to support the lifestyle change.











 Evaluation




• Have the patient maintain an exercise and eating calendar to track adherence and provide positive reinforcement.


• Ask the patient to discuss success with lifestyle changes such as minutes spent in activity or actual number of fruits and vegetables eaten.


















Illness


Illness is a state in which a person’s physical, emotional, intellectual, social, developmental, or spiritual functioning is diminished or impaired. Cancer is a disease process, but one patient with leukemia who is responding to treatment may continue to function as usual, whereas another patient with breast cancer who is preparing for surgery may be affected in dimensions other than the physical. Therefore illness is not synonymous with disease. Although nurses need to be familiar with different types of diseases and their treatments, they often are concerned more with illness, which may include disease but also includes the effects on functioning and well-being in all dimensions.






Acute and Chronic Illness


Acute and chronic illness are two general classifications of illness used in this chapter. Both acute and chronic illnesses have the potential to be life threatening. An acute illness is usually reversible, has a short duration, and is often severe. The symptoms appear abruptly, are intense, and often subside after a relatively short period. An acute illness may affect functioning in any dimension. A chronic illness persists, usually longer than 6 months, is irreversible, and affects functioning in one or more systems. Patients often fluctuate between maximal functioning and serious health relapses that may be life threatening. A person with a chronic illness is similar to a person with a disability in that both have varying degrees of functional limitations that result from either a pathological process or an injury (Larsen, 2009a). In addition, the social surroundings and physical environment in which the individual lives frequently affect the abilities, motivation, and psychological maintenance of the person with a chronic illness or disability.


Chronic illnesses and disabilities remain a leading health problem in North America for older adults and children. Issues of coping and living with a chronic illness can be complex and overwhelming. Chronic illnesses are related to four modifiable health behaviors: physical inactivity, poor nutrition, use of tobacco, and excessive alcohol consumption (CDC, 2009). A major role for nursing is to provide patient education aimed at helping patients manage their illness or disability. The goal of managing a chronic illness is to reduce the occurrence or improve the tolerance of symptoms. By enhancing wellness, nurses improve the quality of life for patients living with chronic illnesses or disabilities.


Patients with chronic diseases and their families continually adjust and adapt to their illnesses. How an individual perceives an illness influences the type of coping responses. In response to a chronic illness, an individual develops an illness career. The illness career is flexible and changes in response to changes in health, interactions with health professionals, psychological changes related to grief, and stress related to the illness (Larsen, 2009b).









Illness Behavior


People who are ill generally act in a way that medical sociologists call illness behavior. It involves how people monitor their bodies, define and interpret their symptoms, take remedial actions, and use the resources in the health care system (Mechanic, 1995). Personal history, social situations, social norms, and past experiences affect illness behavior (Larsen, 2009b). How people react to illness varies widely; illness behavior displayed in sickness is often used to manage life adversities (Mechanic, 1995). In other words, if people perceive themselves to be ill, illness behaviors become coping mechanisms. For example, illness behavior results in a patient being released from roles, social expectations, or responsibilities. A homemaker views the “flu” as either an added stressor or a temporary release from child care and household responsibilities.









Variables Influencing Illness and Illness Behavior


Internal and external variables influence both health and health behavior and illness and illness behavior. The influences of these variables and the patient’s illness behavior often affect the likelihood of seeking health care, compliance with therapy, and health outcomes. Nurses plan individualized care based on an understanding of these variables and behaviors to help patients cope with their illness at various stages. The goal is to promote optimal functioning in all dimensions throughout an illness.






Internal Variables


Internal variables, such as patient perceptions of symptoms and the nature of the illness, influence patient behavior. If patients believe that the symptoms of their illnesses disrupt their normal routine, they are more likely to seek health care assistance than if they do not perceive the symptoms to be disruptive. Patients are also more likely to seek assistance if they believe the symptoms are serious or life threatening. Persons awakened by crushing chest pains in the middle of the night generally view this symptom as potentially serious and life threatening, and they will probably be motivated to seek assistance. However, such a perception can also have the opposite effect. Individuals may fear serious illness, react by denying it, and not seek medical assistance.


The nature of the illness, either acute or chronic, also affects a patient’s illness behavior. Patients with acute illnesses are likely to seek health care and comply readily with therapy. On the other hand, a patient with a chronic illness in which symptoms are not cured but only partially relieved may not be motivated to comply with the therapy plan. Some patients who are chronically ill become less actively involved in their care, experience greater frustration, and comply less readily with care. Because nurses generally spend more time than other health care professionals with chronically ill patients, they are in the unique position of being able to help these patients overcome problems related to illness behavior. A patient’s coping skills and his or her locus of control are other internal variables that affect the way the patient behaves when ill (see Chapter 37).









External Variables


External variables influencing a patient’s illness behavior include the visibility of symptoms, social group, cultural background, economic variables, accessibility of the health care system, and social support. The visibility of the symptoms of an illness affects body image and illness behavior. A patient with a visible symptom is often more likely to seek assistance than a patient with no visible symptoms.


Patients’ social groups either assist in recognizing the threat of illness or support the denial of potential illness. Families, friends, and co-workers all potentially influence patients’ illness behavior. Patients often react positively to social support while practicing positive health behaviors. A person’s cultural and ethnic background teaches the person how to be healthy, how to recognize illness, and how to be ill. The effects of disease and its interpretation vary according to cultural circumstances. Ethnic differences influence decisions about health care and the use of diagnostic and health care services. Dietary practices among ethnic groups, occupations held by certain cultural groups, and cultural beliefs are other factors that contribute to illness and the distribution of disease (Giger and Davidhizar, 2008).


Economic variables influence the way a patient reacts to illness. Because of economic constraints, some patients delay treatment and in many cases continue to carry out daily activities. Patients’ access to the health care system is closely related to economic factors. The health care system is a socioeconomic system that patients enter, interact within, and exit. For many patients entry into the system is complex or confusing, and some patients seek nonemergency medical care in an emergency department because they do not know how otherwise to obtain health services or do not have access to care. The physical proximity of patients to a health care agency often influences how soon they enter the system after deciding to seek care.












Impact of Illness on the Patient and Family


Illness is never an isolated life event. The patient and family deal with changes resulting from illness and treatment. Each patient responds uniquely to illness, requiring you to individualize nursing interventions. The patient and family commonly experience behavioral and emotional changes and changes in roles, body image and self-concept, and family dynamics.






Behavioral and Emotional Changes


People react differently to illness or the threat of illness. Individual behavioral and emotional reactions depend on the nature of the illness, the patient’s attitude toward it, the reaction of others to it, and the variables of illness behavior.


Short-term, nonlife-threatening illnesses evoke few behavioral changes in the functioning of the patient or family. For example, a father who has a cold lacks the energy and patience to spend time in family activities. He becomes irritable and prefers not to interact with his family. This is a behavioral change, but the change is subtle and does not last long. Some may even consider such a change a normal response to illness.


Severe illness, particularly one that is life threatening, leads to more extensive emotional and behavioral changes such as anxiety, shock, denial, anger, and withdrawal. These are common responses to the stress of illness. You can develop interventions to help the patient and family cope with and adapt to this stress when the stressor itself usually cannot be changed.









Impact on Body Image


Body image is the subjective concept of physical appearance (see Chapter 33). Some illnesses result in changes in physical appearance. Patients’ and families’ reactions differ and usually depend on the type of changes (e.g., loss of a limb or an organ), their adaptive capacity, the rate at which changes takes place, and the support services available.


When a change in body image such as results from a leg amputation occurs, the patient generally adjusts in the following phases: shock, withdrawal, acknowledgment, acceptance, and rehabilitation. Initially the patient is in shock because of the change or impending change. He or she depersonalizes the change and talks about it as though it were happening to someone else. As the patient and family recognize the reality of the change, they become anxious and often withdraw, refusing to discuss it. Withdrawal is an adaptive coping mechanism that helps the patient adjust. As the patient and family acknowledge the change, they move through a period of grieving. At the end of the acknowledgment phase, they accept the loss. During rehabilitation the patient is ready to learn how to adapt to the change in body image through use of prosthesis or changing lifestyles and goals.









Impact on Self-Concept


Self-concept is a mental self-image of strengths and weaknesses in all aspects of personality. Self-concept depends in part on body image and roles but also includes other aspects of psychology and spirituality (see Chapters 33 and 35). The effect of illness on the self-concepts of patients and family members is usually more complex and less readily observed than role changes.


Self-concept is important in relationships with other family members. For example, a patient whose self-concept changes because of illness may no longer meet family expectations, leading to tension or conflict. As a result, family members change their interactions with the patient. In the course of providing care, you observe changes in the patient’s self-concept (or in the self-concepts of family members) and develop a care plan to help him or her adjust to the changes resulting from the illness.









Impact on Family Roles


People have many roles in life such as wage earner, decision maker, professional, child, sibling, or parent. When an illness occurs, parents and children try to adapt to the major changes that result. Role reversal is common (see Chapter 10). If a parent of an adult becomes ill and cannot carry out usual activities, the adult child often assumes many of the parent’s responsibilities and in essence becomes a parent to the parent. Such a reversal of the usual situation can lead to stress, conflicting responsibilities for the adult child, or direct conflict over decision making.


Such a change may be subtle and short term or drastic and long term. An individual and family generally adjust more easily to subtle, short-term changes. In most cases they know that the role change is temporary and will not require a prolonged adjustment. However, long-term changes require an adjustment process similar to the grief process (see Chapter 36). The patient and family often require specific counseling and guidance to help them cope with role changes.









Impact on Family Dynamics


As a result of the effects of illness on the patient and family, family dynamics often change. Family dynamics are the processes by which the family functions, makes decisions, gives support to individual members, and copes with everyday changes and challenges. When a parent in a family becomes ill, family activities and decision making often come to a halt as the other family members wait for the illness to pass, or the family members delay action because they are reluctant to assume the ill person’s roles or responsibilities. Women living with spouses who have chronic illness experience a feeling of detachment from the spouse, a sense of loneliness, and a change in their relationship (Eriksson and Svedlund, 2006). The nurse views the whole family as a patient under stress, planning care to help the family regain the maximal level of functioning and well-being (see Chapter 10).















Key Points







• Health and wellness are not merely the absence of disease and illness.


• A person’s state of health, wellness, or illness depends on individual values, personality, and lifestyle.


• The health belief model considers the relationship between a person’s health beliefs and health behaviors.


• The health promotion model highlights factors that increase individual well-being and self-actualization.


• Maslow’s hierarchy of needs model emphasizes identifying a patient’s individual needs, prioritizing the needs, and encouraging the patient’s individual discovery of self (self-actualization).


• Holistic health models of nursing promote optimal health by incorporating active participation of patients in improving their health state.


• Health beliefs and practices are influenced by internal and external variables and should be considered when planning care.


• Health promotion activities help maintain or enhance health.


• Wellness education teaches patients how to care for themselves.


• Illness prevention activities protect against health threats and thus maintain an optimal level of health.


• Nursing incorporates health promotion activities, wellness education, and illness prevention activities rather than simply treating illness.


• The three levels of preventive care are primary, secondary, and tertiary.


• Risk factors threaten health, influence health practices, and are important considerations in illness prevention activities.


• Improvement in health may involve a change in health behaviors.


• The transtheoretical model of change describes a series of changes through which patients progress for successful behavior change rather than simply assuming that all patients are in an action stage.


• Illness behavior, like health practices, is influenced by many variables and must be considered by the nurse when planning care.


• Illness can have many effects on the patient and family, including changes in behavior and emotions, family roles and dynamics, body image, and self-concept.













Clinical Application Questions






Preparing for Clinical Practice


Mrs. Hillman is a 28-year-old divorced woman who is a single parent. She has two children, a 2-year-old boy and a 4-year-old girl. She currently does not have a job. She smokes one pack of cigarettes per day. The father of the children has limited involvement in the care of the children and gives her money when he can. Her mother lives 500 miles away, but her sister lives close by. She occasionally stops by to help with the children. Mrs. Hillman regularly takes the children to the local health clinic for care but she has not seen a health care provider since the delivery of her last child. She is experiencing a persistent cough and fatigue.




1. Identify internal and external variables that are impacting Mrs. Hillman’s ability to care for herself.


2. What primary intervention activities are important for Mrs. Hillman and her family?


3. Using the transtheoretical model of change, which question could you ask Mrs. Hillman to determine how to target smoking cessation?





[image: image] Answers to Clinical Application Questions can be found on the Evolve website.















Review Questions






Are You Ready to Test Your Nursing Knowledge?







1. The nurse is participating at a health fair at the local mall giving influenza vaccines to senior citizens. What level of prevention is the nurse practicing?




    1. Primary prevention


    2. Secondary prevention


    3. Tertiary prevention


    4. Quaternary prevention





2. A patient experienced a myocardial infarction 4 weeks ago and is currently participating in the daily cardiac rehabilitation sessions at the local fitness center. In what level of prevention is the patient participating?




    1. Primary prevention


    2. Secondary prevention


    3. Tertiary prevention


    4. Quaternary prevention





3. Based on the transtheoretical model of change, what is the most appropriate response to a patient who states: “Me, exercise? I haven’t done that since junior high gym class, and I hated it then!”




    1. “That’s fine. Exercise is bad for you anyway.”


    2. “OK. I want you to walk 3 miles 4 times a week, and I’ll see you in 1 month.”


    3. “I understand. Can you think of one reason why being more active would be helpful for you?”


    4. “I’d like you to ride your bike 3 times this week and eat at least four fruits and vegetables every day.”





4. A patient comes to the local health clinic and states: “I’ve noticed how many people are out walking in my neighborhood. Is walking good for you?” What is the best response to help the patient through the stages of change for exercise?




    1. “Walking is OK. I really think running is better.”


    2. “Yes, walking is great exercise. Do you think you could go for a 5-minute walk next week?”


    3. “Yes, I want you to begin walking. Walk for 30 minutes every day and start to eat more fruits and vegetables.”


    4. “They probably aren’t walking fast enough or far enough. You need to spend at least 45 minutes if you are going to do any good.”





5. A male patient has been laid off from his construction job and has many unpaid bills. He is going through a divorce from his marriage of 15 years and has been seeing his pastor to help him through this difficult time. He does not have a primary health care provider because he has never really been sick and his parents never took him to the physician when he was a child. Which external variables influence the patient’s health practices? (Select all that apply.)




    1. Difficulty paying his bills


    2. Seeing his pastor as a means of support


    3. Family practice of not routinely seeing a health care provider


    4. Stress from the divorce and the loss of a job





6. The nurse is conducting a home visit with an older adult couple. She assesses that the lighting in the home is poor and there are throw rugs throughout the home and a low footstool in the living room. She discusses removing the rugs and footstool and improving the lighting with the couple. The nurse is addressing which level of need according to Maslow?




    1. Physiological


    2. Safety and security


    3. Love and belonging


    4. Self-actualization





7. When taking care of patients, the nurse routinely asks them if they take any vitamins or herbal medications, encourages family members to bring in music that the patient likes to help the patient relax, and frequently prays with her patients if that is important to them. The nurse is practicing which model?




    1. Holistic


    2. Health belief


    3. Transtheoretical


    4. Health promotion





8. When illness occurs, different attitudes about it cause people to react in different ways. What do medical sociologists call this reaction to illness?




    1. Health belief


    2. Illness behavior


    3. Health promotion


    4. Illness prevention





9. A patient at the community clinic asks the nurse about health promotion activities that she can do because she is concerned about getting diabetes mellitus since her grandfather and father both have the disease. This statement reflects that the patient is in what stage of the health belief model?




    1. Perceived threat of the disease


    2. Likelihood of taking preventive health action


    3. Analysis of perceived benefits of preventive action


    4. Perceived susceptibility to the disease.





    10. A nurse works in a special care unit for children with severe immunology problems and is caring for a 3-year-old boy from Greece. The boy’s father is with him while his mother and sister are back in Greece. The nurse is having difficulty communicating with the father. What action does the nurse take?




    1. Care for the boy as she would any other patient


    2. Ask the manager to talk with the father and keep him out of the unit


    3. Have another nurse care for the boy because maybe that nurse will do better with the father


    4. Search for help with interpretation and understanding of the cultural differences by contacting someone from the local Greek community





    11. A patient with a 20-year history of diabetes mellitus had a lower leg amputation. Which statement made by the patient indicates that he is experiencing a problem with body image?




    1. “I just don’t have any energy to get out of bed in the morning.”


    2. “I’ve been attending church regularly with my wife since I got out of the hospital.”


    3. “My wife has taken over paying the bills since I’ve been in the hospital.”


    4. “I don’t go out very much because everyone stares at me.”





    12. The patient states she joined a fitness club and attends the aerobics class three nights a week. The patient is in what stage of behavioral change?




    1. Precontemplation


    2. Contemplation


    3. Preparation


    4. Action





    13. The nurse is developing a health promotion program on healthy eating and exercise for high school students using the health belief model as a framework. Which statement made by a nursing student is related to the individual’s perception of susceptibility to an illness?




    1. “I don’t have time to exercise because I have to work after school every night.”


    2. “I’m worried about becoming overweight and getting diabetes because my father has diabetes.”


    3. “The statistics of how many teenagers are overweight is scary.”


    4. “I’ve decided to start a walking club at school for interested students.”





    14. The nurse assesses the following risk factors for coronary artery disease (CAD) in a male patient. Which factors are classified as genetic and physiological? (Select all that apply.)




    1. Sedentary lifestyle


    2. Father died from CAD at age 50


    3. History of hypertension


    4. Eats diet high in sodium


    5. Elevated cholesterol level


    6. Age is 44 years





    15. Which activity represents secondary prevention?




    1. A home health care nurse visits a patient’s home to change a wound dressing.


    2. A 50-year-old woman with no history of disease attends the local health fair and has her blood pressure checked.


    3. The school health nurse provides a program to the first-year students on healthy eating.


    4. The patient attends cardiac rehabilitation sessions weekly.








Answers: 1. 1; 2. 3; 3. 3; 4. 2; 5. 1, 3, 4; 6. 2; 7. 1; 8. 2; 9. 4; 10. 4; 11. 4; 12. 4; 13. 2; 14. 2, 3, 5, 6; 15. 1.
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Chapter 7


Caring in Nursing Practice




Objectives





• Discuss the role that caring plays in building the nurse-patient relationship.


• Compare and contrast theories on caring.


• Discuss the evidence that exists about patients’ perceptions of caring.


• Explain how an ethic of care influences nurses’ decision making.


• Describe ways to express caring through presence and touch.


• Describe the therapeutic benefit of listening to patients.


• Explain the relationship between knowing a patient and clinical decision making.







Key Terms





Caring, p. 80








Comforting, p. 84








Ethic of care, p. 83








Presence, p. 83








Transcultural, p. 80








Transformative, p. 81
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• Review Questions


• Case Study with Questions


• Audio Glossary


• Interactive Learning Activities


• Key Term Flashcards


• Content Updates





Caring is central to nursing practice, but it is even more important in today’s hectic health care environment. The demands, pressure, and time constraints in the health care environment leave little room for caring practice, which results in nurses and other health professionals becoming dissatisfied with their jobs and cold and indifferent to patient needs (Watson, 2006, 2009). Increasing use of technological advances for rapid diagnosis and treatment often causes nurses and other health care providers to perceive the patient relationship as less important. Technological advances become dangerous without a context of skillful and compassionate care. Despite these challenges, more professional organizations are stressing the importance of caring in health care. Nursing’s Agenda for the Future (ANA, 2002) states that “Nursing is the pivotal health care profession highly valued for its specialized knowledge, skill, and caring in improving the health status of the individual, family, and the community.” The American Organization of Nurse Executives (AONE, 2005) describes caring and knowledge as the core of nursing, with caring being a key component of what a nurse brings to a patient experience (Fig. 7-1).




[image: image]


FIG. 7-1 AONE guiding principles for future care delivery. (Copyright © 2005 by the American Organization of Nurse Executives [AONE]. All rights reserved.)





It is time to value and embrace caring practices and expert knowledge that are the heart of competent nursing practice (Benner and Wrubel, 1989; Benner et al., 2010). When you engage patients in a caring and compassionate manner, you learn that the therapeutic gain in caring makes enormous contributions to the health and well-being of your patients.


Have you ever been ill or experienced a problem requiring health care intervention? Think about that experience. Then consider the following two scenarios and select the situation that you believe most successfully demonstrates a sense of caring.


A nurse enters a patient’s room, greets the patient warmly while touching him or her lightly on the shoulder, makes eye contact, sits down for a few minutes and asks about the patient’s thoughts and concerns, listens to the patient’s story, looks at the intravenous (IV) solution hanging in the room, briefly examines the patient, and then checks the vital sign summary on the bedside computer screen before departing the room.


A second nurse enters the patient’s room, looks at the IV solution hanging in the room, checks the vital sign summary sheet on the bedside computer screen, and acknowledges the patient but never sits down or touches him or her. The nurse makes eye contact from above while the patient is lying in bed. He or she asks a few brief questions about the patient’s symptoms and leaves.


There is little doubt that the first scenario presents the nurse in specific acts of caring. The nurse’s calm presence, parallel eye contact, attention to the patient’s concerns, and physical closeness all express a person-centered, comforting approach. In contrast, the second scenario is task-oriented and expresses a sense of indifference to patient concerns. Both of these scenarios take approximately the same amount of time but leave very different patient perceptions. It is important to remember that, during times of illness or when a person seeks the professional guidance of a nurse, caring is essential in helping the individual reach positive outcomes.






Theoretical Views on Caring


Caring is a universal phenomenon influencing the ways in which people think, feel, and behave in relation to one another. Since Florence Nightingale, nurses have studied caring from a variety of philosophical and ethical perspectives. A number of nursing scholars have developed theories on caring because of its importance to nursing practice. This chapter does not detail all of the theories of caring, but it is designed to help you understand how caring is at the heart of a nurse’s ability to work with all patients in a respectful and therapeutic way.






Caring Is Primary


Benner offers nurses a rich, holistic understanding of nursing practice and caring through the interpretation of expert nurses’ stories. After listening to nurses’ stories and analyzing their meaning, she described the essence of excellent nursing practice, which is caring. The stories revealed the nurses’ behaviors and decisions that expressed caring. Caring means that persons, events, projects, and things matter to people (Benner and Wrubel, 1989; Benner et al., 2010). It is a word for being connected.


Caring determines what matters to a person. It underlies a wide range of interactions, from parental love to friendship, from caring for one’s work to caring for one’s pet, to caring for and about one’s patients. Benner and Wrubel (1989) note: “Caring creates possibility.” Personal concern for another person, an event, or thing provides motivation and direction for people to care. Caring as a professional framework has practical implications for transforming nursing practice (Drenkard, 2008). Through caring, nurses help patients recover in the face of illness, give meaning to their illness, and maintain or reestablish connection. Understanding how to provide humanistic caring and compassion begins early in nursing education and continues to mature through experiential practice (Gallagher-Lepak and Kubsch, 2009).


Patients are not all the same. Each person brings a unique background of experiences, values, and cultural perspectives to a health care encounter. Caring is always specific and relational for each nurse-patient encounter. As nurses acquire more experience, they typically learn that caring helps them to focus on the patients for whom they care. Caring facilitates a nurse’s ability to know a patient, allowing the nurse to recognize a patient’s problems and find and implement individualized solutions.









Leininger’s Transcultural Caring


From a transcultural perspective, Madeleine Leininger (1991) describes the concept of care as the essence and central, unifying, and dominant domain that distinguishes nursing from other health disciplines (see Chapter 4). Care is an essential human need, necessary for the health and survival of all individuals. Care, unlike cure, helps an individual or group improve a human condition. Acts of caring refer to nurturing and skillful activities, processes, and decisions to assist people in ways that are empathetic, compassionate, and supportive. An act of caring depends on the needs, problems, and values of the patient. Leininger’s studies of numerous cultures around the world found that care helps protect, develop, nurture, and provide survival to people. It is needed for people of all cultures to recover from illness and to maintain healthy life practices.


Leininger (1991) stresses the importance of nurses’ understanding cultural caring behaviors. Even though human caring is a universal phenomenon, the expressions, processes, and patterns of caring vary among cultures (Box 7-1). Caring is very personal; thus its expression differs for each patient. For caring to be effective, nurses need to learn culturally specific behaviors and words that reflect human caring in different cultures to identify and meet the needs of all patients (see Chapter 9).





[image: image] Box 7-1   Cultural Aspects of Care


Nurse Caring Behaviors


Caring includes knowing a patient’s cultural values and beliefs (Suliman et al., 2009). Although the need for human caring is universal, its application is based on cultural norms. As a result, expectations may change across cultures. For example, providing time for family presence is often more valuable to traditional Asian families than a nursing presence. Using touch to convey caring sometimes crosses cultural norms. Sometimes gender-congruent caregivers or the patient’s family need to provide caring touch. When listening to the patient, some cultures view eye contact as disrespectful.





 Implications for Practice




• Know the patient’s cultural norms for caring practices.


• Know the patient’s cultural practices regarding end-of-life care. In some cultures it is considered insensitive to tell the patient that he or she is dying (Suliman et al., 2009).


• Determine if a member of the patient’s family or cultural group is the best resource to use for caring practices such as providing presence or touching (Galanti, 2008).


• Know the patient’s cultural practices regarding the removal of life support (Galanti, 2008).


















Watson’s Transpersonal Caring


Patients and their families expect a high quality of human interaction from nurses. Unfortunately many conversations between patients and their nurses are very brief and disconnected. Watson’s theory of caring is a holistic model for nursing that suggests that a conscious intention to care promotes healing and wholeness (Watson, 2005, 2010). The theory integrates the human caring processes with healing environments, incorporating the life-generating and life-receiving processes of human caring and healing for nurses and their patients (Watson, 2006). The theory describes a consciousness that allows nurses to raise new questions about what it means to be a nurse, to be ill, and to be caring and healing. The transpersonal caring theory rejects the disease orientation to health care and places care before cure (Watson, 1996, 2008). The practitioner looks beyond the patient’s disease and its treatment by conventional means. Instead, transpersonal caring looks for deeper sources of inner healing to protect, enhance, and preserve a person’s dignity, humanity, wholeness, and inner harmony (see also Chapter 4).


In Watson’s view caring becomes almost spiritual. It preserves human dignity in the technological, cure-dominated health care system (Watson, 2006). The emphasis is on the nurse-patient relationship. The focus is on the people behind the patient and nurse and the caring relationship (Table 7-1). A nurse communicates caring-healing to the patient through the consciousness of the nurse. This takes place during a single caring moment between nurse and patient. A connection forms between the one cared for and the one caring. The model is transformative because the relationship influences both the nurse and the patient for better or for worse (Watson, 2006, 2010). Caring-healing consciousness promotes healing. Application of Watson’s caring model in practice enhances nurses’ caring practices (Box 7-2).





Box 7-2   Evidence-Based Practice


Enhancing Caring


PICO Question: Do patient satisfaction rates among hospitalized adult patients improve when carative nursing practices are used?





 Evidence Summary


Patient satisfaction is an important indicator for the quality of health care. Caring facilitates healing and improves patient satisfaction with nursing care (Rush et al., 2008; Osterman et al., 2010). Researchers integrated human science caring into a professional practice model in a large health care system. This model was designed to increase nurses’ presence and help them know their patients better. In turn the nurses implemented practice changes. Patient satisfaction increased, and patients indicated a willingness to return to the health care system in the event hospitalization was needed in the future (Drenkard, 2008). When using carative nursing practices, the interaction between the nurse and patient is essential and contributes to patient-centered care (Hobbs, 2009).








 Application to Nursing Practice




• Setting a specific dedicated time to meet one-on-one with a patient during each nursing shift encourages the patient to be an active partner in care and helps the nurse understand the patient’s perception of the need for caring (Drenkard, 2008).


• The use of caring in nursing practice encourages a more holistic approach to nursing care.


• As nurses use caring, they get to know their patients and therefore better meet their needs (Drenkard, 2008).


• The caring model involves a closeness, commitment, and involvement in the nurse-patient relationship, which contributes to patient-centered care (Hobbs, 2009).













TABLE 7-1


Watson’s 10 Carative Factors (Watson, 2005, 2008)






	CARATIVE FACTOR

	EXAMPLE IN PRACTICE






	Forming a human-altruistic value system

	Use loving kindness to extend yourself. Use self-disclosure appropriately to promote a therapeutic alliance with your patient.






	Instilling faith-hope

	Provide a connection with the patient that offers purpose and direction when trying to find the meaning of an illness.






	Cultivating a sensitivity to one’s self and to others

	Learn to accept yourself and others for their full potential. A caring nurse matures into becoming a self-actualized nurse.






	Developing a helping, trusting, human caring relationship

	Learn to develop and sustain helping, trusting, authentic, caring relationships through effective communication with your patients.






	Promoting and expressing positive and negative feelings

	Support and accept your patients’ feelings. In connecting with your patients you show a willingness to take risks in sharing in the relationship.






	Using creative problem-solving, caring processes

	Apply the nursing process in systematic, scientific problem-solving decision making in providing patient-centered care.






	Promoting transpersonal teaching-learning

	Learn together while educating the patient to acquire self-care skills. The patient assumes responsibility for learning.






	Providing for a supportive, protective, and/or corrective mental, physical, societal, and spiritual environment

	Create a healing environment at all levels, physical and nonphysical. This promotes wholeness, beauty, comfort, dignity, and peace.






	Meeting human needs

	Assist patients with basic needs with an intentional care and caring consciousness.






	Allowing for existential-phenomenological-spiritual forces

	Allow spiritual forces to provide a better understanding of yourself and your patient.

















Swanson’s Theory of Caring


Kristen Swanson (1991) studied patients and professional caregivers in an effort to develop a theory of caring for nursing practice. This middle-range theory of caring was developed from three perinatal studies that interviewed women who miscarried, parents and health care professionals in a newborn intensive care unit, and socially at-risk mothers who received long-term public health intervention. All groups were in a perinatal (before, during, or after the birth of a child) setting or context and experienced the phenomenon of caring. Researchers asked each group questions regarding how they experienced or expressed caring in their situations (Swanson, 1999a, 1999b). After analyzing the stories and descriptions of the three groups, Swanson developed a theory of caring. The theory describes caring as consisting of five categories or processes (Table 7-2). Swanson (1991) defines caring as a nurturing way of relating to a valued other toward whom one feels a personal sense of commitment and responsibility. This theory supports the claim that caring is a central nursing phenomenon but not necessarily unique to nursing practice.




TABLE 7-2


Swanson’s Theory of Caring (Swanson, 1991)


[image: image]





Swanson’s work (1991) provides direction for how to develop useful and effective caring strategies. Each of the caring processes has definitions and subdimensions that serve as the basis for nursing interventions. Nursing care and caring are crucial in making positive differences in patients’ health and well-being outcomes (Swanson, 1999a). Thus research findings develop and refine the theory and continue to guide clinical nursing practice (Andershed and Olsson, 2009). For example, Swanson (1999b) tested the effects of caring-based counseling on women’s emotional well-being in the first year after miscarrying. Caring-based counseling was significant in reducing women’s depression and anger, particularly for women in the first 4 months following miscarriage.









Summary of Theoretical Views


Nursing caring theories have common themes. Duffy, Hoskins, and Seifert (2007) identify these commonalities as human interaction or communication, mutuality, appreciating the uniqueness of individuals, and improving the welfare of patients and their families. Caring is highly relational. The nurse and the patient enter into a relationship that is much more than one person simply “doing tasks for” another. There is a mutual give-and-take that develops as nurse and patient begin to know and care for one another (Hudacek, 2008; Sumner, 2010). Caring theories are valuable when assessing patient perceptions of being cared for in a multicultural environment (Suliman et al., 2009). Frank (1998) described a personal situation when he was suffering from cancer: “What I wanted when I was ill was a mutual relationship of persons who were also clinician and patient.” It was important for Frank to be seen as one of two fellow human beings, not the dependent patient being cared for by the expert technical clinician.


Caring seems highly invisible at times when a nurse and patient enter a relationship of respect, concern, and support. The nurse’s empathy and compassion become a natural part of every patient encounter. However, when caring is absent, it becomes very obvious. For example, if the nurse shows disinterest or chooses to avoid a patient’s request for help, his or her inaction quickly conveys an uncaring attitude. Benner and Wrubel (1989) relate the story of a clinical nurse specialist who learned from a patient what caring is all about: “I felt that I was teaching him a lot, but actually he taught me. One day he said to me (probably after I had delivered some well-meaning technical information about his disease), ‘You’re doing an OK job, but I can tell that every time you walk in that door you’re walking out.’ ” In this nurse’s story the patient perceived that the nurse was simply going through the motions of teaching and showed little caring toward the patient. Patients quickly know when nurses fail to relate to them.


As you practice caring, your patient will sense your commitment and willingness to enter into a relationship that allows you to understand the patient’s experience of illness. In a study of oncology patients, one patient described a nurse’s caring as “putting the heart in it” and “having an investment” that makes “patients feel that you are with them” (Radwin, 2000). Thus the nurse becomes a coach and partner rather than a detached provider of care.


One aspect of caring is enabling, when a nurse and patient work together to identify alternatives in approaches to care and resources. Consider a nurse working with a patient recently diagnosed with diabetes mellitus who must learn how to administer daily insulin injections. The nurse enables the patient by providing instruction in a manner that allows the patient to successfully adapt diabetes management strategies such as self-medication, exercise, and diet to his own lifestyle.


Another common theme of caring is to understand the context of a person’s life and illness. It is difficult to show caring for another individual without gaining an understanding of who the person is and his or her perception of the illness. Exploring the following questions with your patients helps you understand their perceptions of illness: How was your illness first recognized? How do you feel about the illness? How does your illness affect your daily life practices? Knowing the context of a patient’s illness helps you choose and individualize interventions that will actually help the patient. This approach is more successful than simply selecting interventions on the basis of your patient’s symptoms or disease process.












Patients’ Perceptions of Caring


Leininger’s, Watson’s, and Swanson’s theories provide an excellent beginning to understanding the behaviors and processes that characterize caring. Researchers explored nursing care behaviors as perceived by patients (Table 7-3). Their findings emphasize what patients expect from their caregivers and thus provide useful guidelines for your practice. Patients continue to value nurses’ effectiveness in performing tasks; but clearly patients value the affective dimension of nursing care.




TABLE 7-3


Comparison of Research Studies Exploring Nurse Caring Behaviors (as Perceived by Patients)


[image: image]





The study of patients’ perceptions is important because health care is placing greater emphasis on patient satisfaction (see Chapter 2). Duffy, Hoskins, and Seifert (2007) developed the Caring Assessment Tool (CAT) to measure caring from a patient’s perspective. This tool and other caring assessments help you, as a beginning professional, to appreciate the type of behaviors that hospitalized patients identify as caring. When patients sense that health care providers are sensitive, sympathetic, compassionate, and interested in them as people, they usually become active partners in the plan of care (Gallagher-Lepak and Kubsch, 2009). Suliman et al. (2009) studied the impact of Watson’s caring theory as an assessment framework in a multicultural environment. Patients in the study indicated that they did not perceive any cultural bias when they perceived nurses to be caring. Radwin (2000) found that oncology patients associated excellent nursing care with attentiveness, partnership, individualization, rapport, and caring. As institutions look to improve patient satisfaction, creating an environment of caring is a necessary and worthwhile goal. Patient satisfaction with nursing care is an important factor in their decision to return to a hospital.


As you begin clinical practice, consider how patients perceive caring and the best approaches to provide care. Behaviors associated with caring offer an excellent starting point. It is also important to determine an individual patient’s perceptions and unique expectations. Frequently patients and nurses differ in their perceptions of caring (Hudacek, 2008). For that reason focus on building a relationship that allows you to learn what is important to your patients (Gallagher-Lepak and Kubsch, 2009). For example, your patient is fearful of having an intravenous catheter inserted, and you are still a novice at catheter insertion. Instead of giving a lengthy description of the procedure to relieve anxiety, you decide that the patient will benefit more if you obtain assistance from a skilled staff member. Knowing who patients are helps you select caring approaches that are most appropriate to their needs.









Ethic of Care


Caring is a moral imperative, not a commodity to be bought and sold. Caring for other human beings protects, enhances, and preserves human dignity. It is a professional, ethical covenant that nursing has with its public (Watson, 2010). Caring science provides a disciplinary foundation from which you deliver patient-centered care (Watson, 2005, 2008). Chapter 22 explores the importance of ethics in professional nursing. The term ethics refers to the ideals of right and wrong behavior. In any patient encounter a nurse needs to know what behavior is ethically appropriate. An ethic of care is unique so professional nurses do not make professional decisions based solely on intellectual or analytical principles. Instead, an ethic of care places caring at the center of decision making. For example, what resources should be used to care for an indigent patient? Is it caring to place a disabled relative in a long-term care facility?


An ethic of care is concerned with relationships between people and with a nurse’s character and attitude toward others. Nurses who function from an ethic of care are sensitive to unequal relationships that lead to an abuse of one person’s power over another—intentional or otherwise. In health care settings patients and families are often on unequal footing with professionals because of the patient’s illness, lack of information, regression caused by pain and suffering, and unfamiliar circumstances. An ethic of care places the nurse as the patient’s advocate, solving ethical dilemmas by attending to relationships and by giving priority to each patient’s unique personhood.









Caring in Nursing Practice


It is impossible to prescribe ways that guarantee whether or when a nurse becomes a caring professional. Experts disagree as to whether caring is teachable or more fundamentally a way of being in the world. For those who find caring a normal part of their lives, it is a product of their culture, values, experiences, and relationships with others. Persons who do not experience care in their lives often find it difficult to act in caring ways. As you deal with health and illness in your practice, you grow in your ability to care. Caring behaviors include providing presence, offering a caring touch, and listening.






Providing Presence


Providing presence is a person-to-person encounter conveying a closeness and sense of caring. Fredriksson (1999) explains that presence involves “being there” and “being with.” “Being there” is not only a physical presence; it also includes communication and understanding. Presence is an interpersonal process that is characterized by sensitivity, holism, intimacy, vulnerability, and adaptation to unique circumstances. It results in improved mental well-being for nurses and patients and improved physical well-being in patients (Finfgeld-Connett, 2006). The interpersonal relationship of “being there” depends on the fact that a nurse is attentive to the patient. Presence can be translated into an actual caring art that affects the healing and well-being of both the nurse and patient. It is often used in conjunction with other nursing interventions such as establishing the nurse-patient relationship, providing comfort measures, providing patient education, and listening. The outcomes of nursing presence include alleviating suffering, decreasing a sense of isolation and vulnerability, and personal growth (Zyblock, 2010). This type of presence is something the nurse offers to the patient in achieving patient care goals.


Nursing requires being present with patients at a moment of crisis or need (Zyblock, 2010). “Being with” is also interpersonal. The nurse gives himself or herself, which means being available and at a patient’s disposal. If patients accept the nurse, they will invite him or her to see, share, and touch their vulnerability and suffering. One’s human presence never leaves one unaffected (Watson, 2008). The nurse then enters the patient’s world. In this presence the patient is able to put words to feelings and understand himself or herself in a way that leads to identifying solutions, seeing new directions, and making choices.


When a nurse establishes presence, eye contact, body language, voice tone, listening, and a positive and encouraging attitude act together to create openness and understanding. The message conveyed is that the other’s experience matters to the one caring (Swanson, 1991). Establishing presence enhances the nurse’s ability to learn from the patient. This strengthens the nurse’s ability to provide adequate and appropriate nursing care.


It is especially important to establish presence and caring when patients are experiencing stressful events or situations. Awaiting a physician’s report of test results, preparing for an unfamiliar procedure, and planning for a return home after serious illness are just a few examples of events in the course of a person’s illness that can create unpredictability and dependency on care providers. The nurse’s presence and caring help to calm anxiety and fear related to stressful situations (Finfgeld-Connett, 2008a, 2008b). Giving reassurance and thorough explanations about a procedure, remaining at the patient’s side, and coaching the patient through the experience all convey a presence that is invaluable to the patient’s well-being.









Touch


Patients face situations that are embarrassing, frightening, and painful. Whatever the feeling or symptom, patients look to nurses to provide comfort. The use of touch is one comforting approach that reaches out to patients to communicate concern and support. Touch is relational and leads to a connection between nurse and patient. It involves contact and noncontact touch. Contact touch involves obvious skin-to-skin contact, whereas noncontact touch refers to eye contact. It is difficult to separate the two. Both in turn are described within three categories: task-oriented touch, caring touch, and protective touch (Fredriksson, 1999).


Nurses use task-oriented touch when performing a task or procedure. The skillful and gentle performance of a nursing procedure conveys security and a sense of competence. An expert nurse learns that any procedure is more effective when administered carefully and in consideration of any patient concern. For example, if a patient is anxious about having a procedure such as the insertion of a nasogastric tube, the nurse offers comfort through a full explanation of the procedure and what the patient will feel. Then the nurse performs the procedure safely, skillfully, and successfully. This is done as the nurse prepares the supplies, positions the patient, and gently manipulates and inserts the nasogastric tube. Throughout a procedure the nurse talks quietly with the patient to provide reassurance and support.


Caring touch is a form of nonverbal communication, which successfully influences a patient’s comfort and security, enhances self-esteem, increases confidence of the caregivers, and improves mental well-being (Osterman et al, 2010). You express this in the way you hold a patient’s hand, give a back massage, gently position a patient, or participate in a conversation. When using a caring touch, you connect with the patient physically and emotionally (Zyblock, 2010).


Protective touch is a form of touch that protects the nurse and/or patient (Fredriksson, 1999). The patient views it either positively or negatively. The most obvious form of protective touch is preventing an accident (e.g., holding and bracing the patient to avoid a fall). Protective touch is also a kind of touch that protects the nurse emotionally. A nurse withdraws or distances herself or himself from a patient when he or she is unable to tolerate suffering or needs to escape from a situation that is causing tension. When used in this way, protective touch elicits negative feelings in a patient (Fredriksson, 1999).


Because touch conveys many messages, use it with discretion. Touch itself is a concern when crossing cultural boundaries of either the patient or the nurse (Benner et al., 2010; Benner, 2004). The patient generally permits task-orientated touch because most individuals give nurses and physicians a license to enter their personal space to provide care (see Box 7-1, p. 80). Know and understand if patients accept touch and how they interpret your intentions.









Listening


Caring involves an interpersonal interaction that is much more than two persons simply talking back and forth (Bunkers, 2010). Listening is a critical component of nursing care and is necessary for meaningful interactions with patients (Shipley, 2010). It is a planned and deliberate act in which the listener is present and engages the patient in a nonjudgmental and accepting manner. It includes “taking in” what a patient says and interpreting and understanding what the patient is saying and then giving back that understanding to the patient (Shipley, 2010). Listening to the meaning of what a patient says helps create a mutual relationship. True listening leads to truly knowing and responding to what really matters to the patient and family.


When an individual becomes ill, he or she usually has a story to tell about the meaning of the illness. Any critical or chronic illness affects all of a patient’s life choices and decisions, sometimes the individual’s identity. Being able to tell that story helps the patient break the distress of illness. Thus a story needs a listener. Frank (1998) described his own feelings during his experience with cancer: “I needed a [health care professional’s] gift of listening in order to make my suffering a relationship between us, instead of an iron cage around me.” He needed to be able to express what he needed when he was ill. The personal concerns that are part of a patient’s illness story determine what is at stake for the patient. Caring through listening enables the nurse to be a participant in the patient’s life.


To listen effectively you need to silence yourself and listen with openness (Fredriksson, 1999). Fredriksson describes silencing one’s mouth and also the mind. It is important to remain intentionally silent and concentrate on what the patient has to say. Give patients your full, focused attention as they tell their stories.


When an ill person chooses to tell his or her story, it involves reaching out to another human being. Telling the story implies a relationship that develops only if the clinician exchanges his or her stories as well. Frank (1998) argues that professionals do not routinely take seriously their own need to be known as part of a clinical relationship. Yet, unless the professional acknowledges this need, there is no reciprocal relationship, only an interaction. There is pressure on the clinician to know as much as possible about the patient, but it isolates the clinician from the patient. By contrast, in knowing and being known, each supports the other (Frank, 1998).


Through active listening you begin to truly know your patients and what is important to them (Bernick, 2004). Learning to listen to a patient is sometimes difficult. It is easy to become distracted by tasks at hand, colleagues shouting instructions, or other patients waiting to have their needs met. However, the time you take to listen effectively is worthwhile, in both the information gained and the strengthening of the nurse-patient relationship. Listening involves paying attention to the individual’s words and tone of voice and entering his or her frame of reference (see Chapter 24). By observing the expressions and body language of the patient, you find cues to help the patient explore ways to achieve greater peace.









Knowing the Patient


One of the five caring processes described by Swanson (1991) is knowing the patient. Knowing the patient comprises both the nurse’s understanding of a specific patient and his or her subsequent selection of interventions (Radwin, 2000). It is essential when providing patient-centered care. Two elements that facilitate knowing are continuity of care and clinical expertise. When patient care is fragmented, knowing the patient declines, and patient-centered care is compromised (Crocker and Scholes, 2009).


Knowing develops over time as a nurse learns the clinical conditions within a specialty and the behaviors and physiological responses of patients. Intimate knowing helps the nurse respond to what really matters to the patient. To know a patient means that the nurse avoids assumptions, focuses on the patient, and engages in a caring relationship with the patient that reveals information and cues that facilitate critical thinking and clinical judgments (see Chapter 15). Knowing the patient is at the core of the clinical decision-making process.


Factors that contribute to knowing the patient include time, continuity of care, team work of the nursing staff, trust, and experience. Barriers to knowing the patient are often related to the organizational structure of the organization and economic constraints. Organizational changes often result in decreasing the amount of time that registered nurses are able to spend with their patients, which in turn affects the nurse-patient relationships. Decreased length of stay also reduces the interactions’ between nurses and their patients (Crocker and Scholes 2009; MacDonald, 2008).


Consequences of not knowing the patient are many. In the acute care setting, not knowing the patient contributes to risk for falls and actual falls (Rush et al., 2008). Patients and their families don’t understand the complexities of treatment and their participation in care (MacDonald, 2008). Finally, patients do not adequately understand their discharge guidelines and may administer their home medications or treatments incorrectly. By establishing a caring relationship, the understanding that develops helps the nurse to better know the patient as a unique individual and choose the most appropriate and efficacious nursing therapies (Hobbs, 2009).


The caring relationships that a nurse develops over time, coupled with the nurse’s growing knowledge and experience, provide a rich source of meaning when changes in a patient’s clinical status occur. Expert nurses develop the ability to detect changes in patients’ conditions almost effortlessly (Benner et al., 2010). Clinical decision making, perhaps the most important responsibility of the professional nurse, involves various aspects of knowing the patient: responses to therapies, routines and habits, coping resources, physical capacities and endurance, and body typology and characteristics. Experienced nurses know additional facts about their patients such as their experiences, behaviors, feelings, and perceptions (Benner et al., 2010; MacDonald, 2008). When you make clinical decisions accurately in the context of knowing a patient well, improved patient outcomes result. When a nurse bases care on knowing a patient, the patient perceives care as personalized, comforting, supportive, and healing.


The most important thing for a beginning nurse to recognize is that knowing a patient is more than simply gathering data about the patient’s clinical signs and condition. Success in knowing the patient lies in the relationship you establish. To know a patient is to enter into a caring, social process, which results in a nurse-patient relationship whereby the patient comes to feel known by the nurse (Bunkers, 2010; MacDonald, 2008).









Spiritual Caring


Spiritual health occurs when a person finds a balance between his or her own life values, goals, and belief systems and those of others (see Chapter 35). Research shows a link between spirit, mind, and body. An individual’s beliefs and expectations have effects on the person’s physical well-being.


Establishing a caring relationship with a patient involves interconnectedness between the nurse and the patient. This interconnectedness is why Watson (2008, 2009, 2010) describes the caring relationship in a spiritual sense. Spirituality offers a sense of connectedness: intrapersonally (connected with oneself), interpersonally (connected with others and the environment), and transpersonally (connected with the unseen, God, or a higher power). In a caring relationship the patient and the nurse come to know one another so both move toward a healing relationship by (Watson, 2008):




• Mobilizing hope for the patient and the nurse.


• Finding an interpretation or understanding of illness, symptoms, or emotions that is acceptable to the patient.


• Assisting the patient in using social, emotional, or spiritual resources.


• Recognizing that caring relationships connect us human to human, spirit to spirit.












Relieving Pain and Suffering


Relieving pain and suffering is more than giving pain medications, repositioning the patient, or cleaning a wound. The relief of pain and suffering encompasses caring nursing actions that give a patient comfort, dignity, respect, and peace. Ensuring that the patient care environment is clean and pleasant and includes personal items makes the physical environment a place that soothes and heals the mind, body, and spirit (Gallagher-Lepak and Kubsch, 2009).


Through skillful and accurate assessment of a patient’s level and type of pain you are able to design patient-centered care to improve the patient’s level of comfort. There are multiple interventions for pain relief, but knowing about the patient and the meaning of his or her pain guides your care (see Chapter 43). Often conveying a quiet caring presence, touching a patient, or listening helps you to assess and understand the meaning of your patient’s pain or discomfort. The caring presence helps you and your patient design goals for pain relief.


Human suffering is multifaceted, affecting a patient physically, emotionally, socially, and spiritually. It also affects the patient’s family and friends. You may find yourself working with a young family whose newborn baby has multiple developmental challenges. Their emotional suffering encompasses anger, guilt, fear, or grief. You cannot fix it, but you can provide comfort through a listening, nonjudgmental caring presence. Patients and their families are comforted by a caring listener (Hudacek, 2008).









Family Care


People live in their worlds in an involved way. Each person experiences life through relationships with others. Thus caring for an individual cannot occur in isolation from that person’s family. As a nurse it is important to know the family almost as thoroughly as you know a patient (Fig. 7-2). The family is an important resource. Success with nursing interventions often depends on their willingness to share information about the patient, their acceptance and understanding of therapies, whether the interventions fit with their daily practices, and whether they support and deliver the therapies recommended.




[image: image]


FIG. 7-2 Nurse discusses patient’s health care needs with the family.





Families of patients with cancer perceived many nurse caring behaviors to be most helpful (Box 7-3). It is critical that the nurse ensures the patient’s well-being and helps the family members to be active participants. Although specific to families of patients with cancer, these behaviors offer useful guidelines for developing a caring relationship with all families. Begin a relationship by learning who makes up the patient’s family and what their roles are in the patient’s life. Showing the family that you care for and are concerned about the patient creates an openness that then enables a relationship to form with the family. Caring for the family takes into consideration the context of the patient’s illness and the stress it imposes on all members (see Chapter 10).





Box 7-3


Nurse Caring Behaviors as Perceived by Families







• Being honest


• Advocating for patient’s care preferences


• Giving clear explanations


• Keeping family members informed


• Asking permission before doing something to a patient


• Providing comfort (e.g., offering warm blanket, rubbing a patient’s back)


• Reading patient passages from religious texts, favorite book, cards, or mail


• Providing for and maintaining patient privacy


• Assuring the patient that nursing services will be available


• Helping patients do as much for themselves as possible


• Teaching the family how to keep the relative physically comfortable





Data from Brown CL et al: Caring in action: the patient care facilitator role, Int J Hum Caring 9(3):51, 2005; Radwin L: Oncology patients’ perceptions of quality nursing care, Res Nurs Health 23(3):179, 2000; and Carr T: Mapping the processes and qualities of spiritual nursing care, Qual Health Res 18(5):686, 2008.















The Challenge of Caring


Assisting individuals during a time of need is the reason many enter nursing. When nurses are able to affirm themselves as caring individuals, their lives achieve a meaning and purpose (Benner, 2004; Benner et al., 2010). Caring is a motivating force for people to become nurses, and it becomes a source of satisfaction when nurses know that they have made a difference in their patients’ lives.


It is becoming more of a challenge to care in today’s health care system. Being a part of the helping professions is difficult and demanding. Nurses are torn between the human caring model and the task-oriented biomedical model and institutional demands that consume their practice (Watson and Foster, 2003). Nurses have increasingly less time to spend with patients, making it much harder to know who they are. A reliance on technology and cost-effective health care strategies and efforts to standardize and refine work processes all undermine the nature of caring. Too often patients become just a number, with their real needs either overlooked or ignored.


The American Nurses Association (ANA), National League for Nursing (NLN), American Organization of Nurse Executives (AONE), and American Association of Colleges of Nursing (AACN) recommend strategies to reverse the current nursing shortage. A number of these strategies have potential for creating work environments that enable nurses to demonstrate more caring behaviors. Environmental factors promote a more artful nursing and caring presence that further enhances patient-centered care (Finfgeld-Connett, 2008a; Hobbs, 2009). Strategies include introducing greater flexibility into the work environment structure, rewarding experienced nurse mentors, improving nurse staffing, and providing nurses with autonomy over their practice (Brown et al., 2005; Watson, 2009).


If health care is to make a positive difference in their lives, patients cannot be treated like machines or robots. Instead, health care must become more holistic and humanistic. Nurses play an important role in making caring an integral part of health care delivery. This begins by making caring a part of the philosophy and environment in the workplace. Incorporating caring concepts into standards of nursing practice establishes the guidelines for professional conduct. Finally, during day-to-day practice with patients and families, nurses need to be committed to caring and willing to establish the relationships necessary for personal, competent, compassionate, and meaningful nursing care. “Consistent with the wisdom and vision of Nightingale, nursing is a lifetime journey of caring and healing, seeking to understand and preserve the wholeness of human existence and to offer compassionate, informed knowledgeable human caring …” (Watson, 2009).









Key Points







• Caring is the heart of a nurse’s ability to work with people in a respectful and therapeutic way.


• Caring is specific and relational for each nurse-patient encounter.


• For caring to achieve cure, nurses need to learn the culturally specific behaviors and words that reflect human caring in different cultures.


• Because illness is the human experience of loss or dysfunction, any treatment or intervention given without consideration of its meaning to the individual is likely to be worthless.


• Caring involves a mutual give and take that develops as nurse and patient begin to know and care for one another.


• It is difficult to show caring to individuals without gaining an understanding of who they are and their perception of their illness.


• Presence involves a person-to-person encounter that conveys closeness and a sense of caring that involves “being there” and “being with” patients.


• Research shows that touch, both contact and noncontact, includes task-orientated touch, caring touch, and protective touch.


• The skillful and gentle performance of a nursing procedure conveys security and a sense of competence in the nurse.


• Listening is not only “taking in” what a patient says; it also includes interpreting and understanding what the patient is saying and giving back that understanding.


• Knowing the patient is at the core of the process that nurses use to make clinical decisions.













Clinical Application Questions






Preparing for Clinical Practice







1. Mrs. Lowe is a 52-year-old patient being treated for lymphoma (cancer of the lymph nodes) that occurred 6 years after a lung transplant. Mrs. Lowe is discouraged about her current health status and has a lot of what she describes as muscle pain. The unit where Mrs. Lowe is receiving care has a number of very sick patients and is short staffed.




    a. You enter her room to do a morning assessment and find Mrs. Lowe crying. How are you going to use caring practices to help her, knowing that your day has just begun and you have many nursing interventions to complete?


    b. When you listen to Mrs. Lowe, she explains that her muscle pain is very bothersome and it was worse when she was alone. Both you and Mrs. Lowe determine that an injection for her pain would be beneficial. In what way can you show caring in the way you administer the injection to Mrs. Lowe?


    c. Mrs. Lowe’s day is getting better. She seems more comfortable and is crying less. You find that your day is more controlled. What else can you do for Mrs. Lowe?





2. During your next clinical practicum, select a patient to talk with for at least 15 to 20 minutes. Ask the patient to tell you about his or her illness. Review the skills of listening in this chapter and in Chapter 24. Immediately after your discussion, reflect on the discussion with the patient and determine if you have enough information about him or her to answer the following questions:




    a. What do you believe the patient was trying to tell you about his or her illness?


    b. Why was it important for the patient to share his or her story?


    c. What did you do that made it easy or difficult for the patient to talk with you? What did you do well? What could you have done better?


    d. Would you rate yourself a good listener? How can you listen better?








[image: image] Answers to Clinical Application Questions can be found on the Evolve website.















Review Questions






Are You Ready to Test Your Nursing Knowledge?







1. A nurse hears a colleague tell a nursing student that she never touches a patient unless she is performing a procedure or doing an assessment. The nurse tells the student that from a caring perspective:




    1. She does not touch the patients either.


    2. Touch is a type of verbal communication.


    3. There is never a problem with using touch.


    4. Touch forms a connection between nurse and patient.





2. Of the five caring processes described by Swanson, which describes “knowing the patient”?




    1. Anticipating the patient’s cultural preferences


    2. Determining the patient’s physician preference


    3. Establishing an understanding of a specific patient


    4. Gathering task-oriented information during assessment





3. A Muslim woman enters the clinic to have a woman’s health examination for the first time. Which nursing behavior applies Swanson’s caring process of “knowing the patient?”




    1. Sharing feelings about the importance of having regular woman’s health examinations


    2. Gaining an understanding of what a woman’s health examination means to the patient


    3. Recognizing that the patient is modest; obtaining gender-congruent caregiver


    4. Explaining the risk factors for cervical cancer





4. Helping a new mother through the birthing experience demonstrates which of Swanson’s five caring processes?




    1. Knowing


    2. Enabling


    3. Doing for


    4. Being with





5. A patient is fearful of upcoming surgery and a possible cancer diagnosis. He discusses his love for the Bible with his nurse, who recommends a favorite Bible verse. Another nurse tells the patient’s nurse that there is no place in nursing for spiritual caring. The patient’s nurse replies:




    1. “Spiritual care should be left to a professional.”


    2. “You are correct, religion is a personal decision.”


    3. “Nurses should not force their religious beliefs on patients.”


    4. “Spiritual, mind, and body connections can affect health.”





6. Which of the following is a strategy for creating work environments that enable nurses to demonstrate more caring behaviors?




    1. Increasing the working hours of the staff


    2. Increasing salary benefits of the staff


    3. Creating a setting that allows flexibility and autonomy for staff


    4. Encouraging increased input concerning nursing functions from physicians





7. When a nurse helps a patient find the meaning of cancer by supporting beliefs about life, this is an example of:




    1. Instilling hope and faith.


    2. Forming a human-altruistic value system.


    3. Cultural caring.


    4. Being with.





8. An example of a nurse caring behavior that families of acutely ill patients perceive as important to patients’ well-being is:




    1. Making health care decisions for patients.


    2. Having family members provide a patient’s total personal hygiene.


    3. Injecting the nurse’s perceptions about the level of care provided.


    4. Asking permission before performing a procedure on a patient.





9. A nurse demonstrates caring by helping family members:




    1. Become active participants in care.


    2. Provide activities of daily living (ADLs).


    3. Remove themselves from personal care.


    4. Make health care decisions for the patient.





    10. Listening is not only “taking in” what a patient says; it also includes:




    1. Incorporating the views of the physician.


    2. Correcting any errors in the patient’s understanding.


    3. Injecting the nurse’s personal views and statements.


    4. Interpreting and understanding what the patient means.





    11. A nurse is caring for an older adult who needs to enter an assisted-living facility following discharge from the hospital. Which of the following is an example of listening that displays caring?




    1. The nurse encourages the patient to talk about his concerns while reviewing the computer screen in the room.


    2. The nurse sits at the patient’s bedside, listens as he relays his fear of never seeing his home again, and then asks if he wants anything to eat.


    3. The nurse listens to the patient’s story while sitting on the side of the bed and then summarizes the story.


    4. The nurse listens to the patient talk about his fears of not returning home and then tells him to think positively.





    12. Presence involves a person-to-person encounter that:




    1. Enables patients to care for self.


    2. Provides personal care to a patient.


    3. Conveys a closeness and a sense of caring.


    4. Describes being in close contact with a patient.





    13. A nurse enters a patient’s room, arranges the supplies for a Foley catheter insertion, and explains the procedure to the patient. She tells the patient what to expect; just before inserting the catheter, she tells the patient to relax and that, once the catheter is in place, she will not feel the bladder pressure. The nurse then proceeds to skillfully insert the Foley catheter. This is an example of what type of touch?




    1. Caring touch


    2. Protective touch


    3. Task-oriented touch


    4. Interpersonal touch





    14. A hospice nurse sits at the bedside of a male patient in the final stages of cancer. He and his parents made the decision that he would move home and they would help him in the final stages of his disease. The family participates in his care, but lately the nurse has increased the amount of time she spends with the family. Whenever she enters the room or approaches the patient to give care, she touches his shoulder and tells him that she is present. This is an example of what type of touch?




    1. Caring touch


    2. Protective touch


    3. Task-oriented touch


    4. Interpersonal touch





    15. Match the following caring behaviors with their definitions.




    1. Knowing


    2. Being with


    3. Doing for


    4. Maintaining belief


    a. Sustaining faith in one’s capacity to get through a situation


    b. Striving to understand an event’s meaning for another person


    c. Being emotionally there for another person


    d. Providing for another as he or she would do for themselves.








Answers: 1. 4; 2. 3; 3. 2; 4. 2; 5. 4; 6. 3; 7. 1; 8. 4; 9. 1; 10. 4; 11. 3; 12. 3; 13. 3; 14. 1; 15. 1 b, 2 c, 3 d, 4 a.
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Chapter 8


Caring for the Cancer Survivor




Objectives





• Discuss the concept of cancer survivorship.


• Describe the influence of cancer survivorship on patients’ quality of life.


• Discuss the effects cancer has on the family.


• Explain the nursing implications related to cancer survivorship.


• Discuss the essential components of survivorship care.
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• Review Questions


• Case Study with Questions


• Audio Glossary


• Interactive Learning Activities


• Key Term Flashcards


• Content Updates





Currently there are 16 million cancer survivors in the United States; the number of survivors will continue to grow since more than 1.5 million new cases of cancer are diagnosed each year (National Cancer Institute [NCI], 2010; American Cancer Society [ACS], 2011). Among children diagnosed with cancer, 81.46% survive for at least 5 years. Of adults diagnosed with cancer, 68% survive at least 5 years. The number of people surviving cancer will continue to increase as new cases are diagnosed and those already treated live longer. Cancer survivors’ health care problems have largely been ignored or misunderstood because of the belief that health problems are over for those who receive treatment, survive, and are given a “clean bill of health.” There are many different trajectories or courses for cancer survival (Box 8-1). With the advances made in early diagnosis and improved treatment, more patients are becoming long-term survivors of cancer. The major forms of cancer therapy—surgery, chemotherapy, hormone therapy, biological response modifiers (biotherapy), and radiation therapy—often create unwanted long-term effects on tissues and organ systems that impair a person’s health and quality of life in many ways (Institute of Medicine [IOM], 2006). Thus cancer survivorship has enormous implications for the way these individuals monitor and manage their health throughout their lives. As a nurse, you will care for these patients when they seek care for their cancer and for other medical conditions.





Box 8-1


The Seasons of Cancer Survival







Acute survival: Starts with the diagnosis of cancer. Diagnostic and therapeutic efforts dominate. Fear and anxiety are constant elements of this phase.


Extended survival: Period during which a patient goes into remission or has ended the basic, rigorous course of treatment and enters a phase of watchful waiting. Patient undergoes periodic examinations and/or intermittent therapy. Fear of recurrence is common. This is usually a period of physical limitations. Diminished strength, fatigue, pain, nausea, reduced tolerance for exercise, or hair loss often occurs in the acute phase; but patients now have to deal with cancer in the home, community, and workplace.


Permanent survival: This phase is roughly equated with “cure,” but the experience permanently affects the survivor. Problems with employment and insurance are common. The long-term secondary effects of cancer treatment on health represent an area in which permanent survivors are at risk.





Modified from Mullan F: Seasons of survival: reflections of a physician with cancer, N Engl J Med 313(4):270, 1985; and Institute of Medicine and National Research Council, Hewitt M, Greenfield S, Stovall E, editors: From cancer patient to cancer survivor: lost in transition, Washington, DC, 2006, National Academies Press.





The National Coalition for Cancer Survivorship (2004) offers a definition of a cancer survivor: “An individual is considered a cancer survivor from the time of diagnosis, through the balance of his or her life.” Family members and friends are also survivors because they experience the effects that cancer has on their loved ones. Cancer truly is a life-changing event. Although progress is being made, evidence shows that there is a neglected phase of cancer care (i.e., the period following first diagnosis and initial treatment and before the development of a recurrence of the initial cancer or death) (IOM, 2006). In this phase many survivors do not have consistent health care follow-up. Once treatment is completed, contact with a cancer care provider often stops, and survivors’ needs go unnoticed or untreated. Despite the incredible advances made in cancer care, many long-term survivors suffer unnecessarily and die from delayed second cancer diagnoses or treatment-related chronic disease (Curtis et al., 2006).


Nurses have the responsibility to better understand the needs of cancer survivors and provide the most current evidence-based approaches for managing late and long-term effects of cancer and cancer treatment. Evidence suggests that survivors among racial and ethnic minorities and other underserved populations have more posttreatment symptoms and poorer treatment outcomes than Caucasians (Centers for Disease Control and Prevention [CDC], 2004). The disparities in health among ethnic groups are related to a complex interplay of economic, social, and cultural factors, with poverty being a key factor (IOM, 2006). Being able to provide comprehensive care to a cancer survivor begins with recognizing the effects of cancer and its treatment and learning about the survivor’s own meaning of health.






The Effects of Cancer on Quality of Life


As people live longer after diagnosis and treatment for cancer, it becomes important to understand the types of distress that many survivors experience and how it affects their quality of life (Fig. 8-1). Quality of life in cancer survivorship means having a balance between the experience of increased dependence while seeking both independence and interdependence. Of course there are always exceptions in regard to the level of distress that survivors face. For some, cancer becomes an experience of self-reflection and an enhanced sense of what life is about (Box 8-2). Regardless of each survivor’s journey with cancer, having cancer affects each person’s physical, social, psychological, and spiritual well-being.





Box 8-2   Evidence-Based Practice


Cultural Aspects of Being a Cancer Survivor


PICO Question: Does the life experience of being a cancer survivor differ based on culture?





 Evidence Summary


A number of different researchers have explored the cultural differences in patients who are cancer survivors. Low acculturated Hispanic cancer survivors have higher life satisfaction as compared to high acculturated Hispanic survivors because of high spirituality and positive social support (Stephens et al., 2010). Latina breast cancer survivors experience lower levels of social support and quality of life than comparable Caucasian women (Sammarco and Konecny, 2010). Mexican American female caregivers fear the cancer diagnosis, see cancer as a punishment, value maintenance of hope, believe in God and the doctor, and selectively disclose medical information (Cagle and Wolff, 2009). Older African American survivors report that social support is influenced by fears and stigma expressed by family and friends, the desire to decrease the burden and disruption on the lives of family and friends, and treatment and side effects (Hamilton et al., 2010). Some of these survivors withdrew from traditional support systems because of fear of being ostracized.








 Application to Nursing Practice




• Although cancer survivors go through similar steps of cancer diagnosis and treatment, they experience cancer and the long-term impact differently based on their cultural beliefs.


• Nurses need to be aware and respect patients’ cultural differences regarding the cancer experience.


• Assess patients’ social support and their beliefs about cancer and incorporate these beliefs into nursing care approaches.


• Spiritual beliefs often significantly impact the patient’s cancer experience.
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FIG. 8-1 Dimensions of quality of life affected by cancer. (From Ferrell B: Introduction to cancer survivorship strategies for success, survivorship education for quality cancer care, Pasadena, Calif, 2006, City of Hope National Medical Center.)









Physical Well-Being and Symptoms


Cancer survivors are at increased risk for cancer (either a recurrence of the cancer for which they were treated or a second cancer) and for a wide range of treatment-related problems (IOM, 2006). The increased risk for developing a second cancer is the result of cancer treatment, genetic factors or other susceptibility, or an interaction between treatment and susceptibility (Curtis et al., 2006). The risk for treatment-related problems is associated with the complexity of the cancer itself (e.g., type of tumor and stage of disease); the type, variety, and intensity of treatments used (e.g., chemotherapy and radiation combined); and the age and underlying health status of the patient. The following description shows how a cancer survivor’s physical health problems can be complex and burdensome.


Susan was an Army nurse who learned 7 months after discharge from the Army that she had Hodgkin’s disease. Hodgkin’s is a malignancy of lymphoid tissue. Susan received an aggressive course of treatment that included surgery, 6 months of chemotherapy, and 3 months of total lymph node irradiation. It took many months for her bone marrow to heal and blood values to return to normal. After a few years she had bilateral mastectomies for treatment-related breast cancer. She also received 3 years of immunotherapy for cancer in situ (tumor not metastasized) of the bladder. She continues to experience many noncancer conditions: premature menopause, early osteoporosis, hypothyroidism, lung fibrosis, and atrophy of neck and upper chest muscles (Leigh, 2006).


This story is not unusual among survivors and highlights the long disease course that many cancer survivors face. A number of tissues and body systems are impaired as a result of cancer and its treatment (Table 8-1). Late effects of chemotherapy and/or radiation include osteoporosis, heart failure, diabetes, amenorrhea in women, sterility in men and women, impaired gastrointestinal motility, abnormal liver function, impaired immune function, paresthesias, hearing loss, and problems with thinking and memory (IOM, 2006). Some cancer treatments cause painful peripheral neuropathy (Pignataro and Swisher, 2010). Certain conditions resolve over time, but tissue damage causes some symptoms to persist indefinitely, especially when patients receive high-dose chemotherapy. Health care professionals do not always recognize these conditions as delayed problems. Often conditions such as osteoporosis, hearing loss, or change in memory are instead considered to be age related. It is common for patients with cancer to have multiple symptoms, and more attention is being given to the existence of symptom clusters. A symptom cluster is a group of several related and coexisting symptoms such as pain-insomnia-fatigue or pain-depression-fatigue (Kirkova et al., 2010; Xiao, 2010). Researchers are trying to better understand symptom clusters, their effects on patients, and whether clusters require a different treatment approach than current symptom management.




TABLE 8-1


Examples of Late Effects of Surgery Among Adult Cancer Survivors






	Procedure

	Late Effect






	Any surgical procedure

	Pain, psychosocial distress, impaired wound healing






	Surgery involving brain or spinal cord

	Impaired cognitive function, motor sensory alterations, altered vision, swallowing, language, bowel and bladder control






	Head and neck surgery

	Difficulties with communication, swallowing, and breathing






	Abdominal surgery

	Risk of intestinal obstruction, hernia, altered bowel function






	Lung resection

	Difficulty breathing, fatigue, generalized weakness






	Prostatectomy

	Urinary incontinence, sexual dysfunction, poor body image







Modified from Institute of Medicine and National Research Council, Hewitt M, Greenfield S, Stovall E, editors: From cancer patient to cancer survivor: lost in transition, Washington, DC, 2006, National Academies Press.





Cancer-related fatigue (CRF) and associated sleep disturbances are among the most frequent and disturbing complaints of people with cancer. The symptoms often last many months after chemotherapy and radiation. The National Comprehensive Cancer Network Clinical Practice Guidelines for CRF treatment includes interventions for controlling fatigue through routine physical exercise, development of good sleep habits, eating a balanced diet, and counseling for depression that often accompanies CRF. Acupuncture may also help control CRF in cancer survivors (Johnston, Xiao, and Hui, 2007; Escalante and Manzullo, 2009).


Chemotherapy-related cognitive impairment (CRCI) is estimated to occur in 17% to 75% of persons who receive standard-dose chemotherapy for cancer treatment (Myers, 2009). These cognitive changes occur during all phases of the cancer treatment, ranging from subtle symptoms such as a decreased attention span and being easily distracted to more obvious symptoms such as difficulty walking and significant behavior changes (Evans and Eschiti, 2009). There is no way to predict if a person will have CRCI. Some people who experience this symptom have difficulty working and processing information in their day-to-day lives, which affects daily functioning and the quality of their work and social life (Boykoff, Moieni, and Subramanian, 2009).


Often health care providers wrongly attribute the symptoms of cancer or the symptoms from the side effects of treatment to aging. This often leads to late diagnosis or a failure to provide aggressive and effective treatment of symptoms. Cancer is a chronic disease because of the serious consequences and the persistent nature of some of its late effects (IOM, 2006). The range of effects that patients suffer varies greatly. For example, a 46-year-old woman with early-stage melanoma on the right arm underwent successful surgery and only had an inconspicuous scar. In contrast, Susan, the Army nurse diagnosed with Hodgkin’s disease, underwent intensive chemotherapy followed by an extended course of radiation. She faced serious and substantial long-term health problems from her treatment. Patients living with cancer present significant variations in the type of conditions they develop and the length of time the conditions persist.


Numerous factors contribute to survivors not receiving timely and appropriate treatment for the physical effects they suffer. Survivors often delay reporting symptoms because they fear being perceived as ungrateful for being disease free or they fear cancer recurrence (Polomano and Farrar, 2006). Survivors are not always aware that painful conditions or syndromes are common and frequently believe that pain relief is not possible (see Chapter 43). Health care providers have limited awareness of the prevalence and incidence of pain and other symptoms among survivors and frequently have limited education in symptom management. In the case of pain management, health care providers do not always acknowledge the potential for chronic pain following curative cancer therapies, or they sometimes fail to inform patients about potential long-term consequences of cancer treatment (Polomano and Farrar, 2006). Few health care settings track the health-related quality of life and symptomatology of patients over time. Researchers are beginning to recognize the need to identify the long-term patterns of symptoms most commonly associated with types of cancer and its treatment.









Psychological Well-Being


The physical effects of cancer and its treatment sometimes extend to cause serious psychological distress (see Chapter 37). Research suggests that some long-term (10-year) cancer survivors have impaired mood but also demonstrate aspects of psychological well-being compared to a cancer-free comparison group (Costanzo, Ryff, and Singer, 2009). In addition, older survivors show resilient social well-being, spirituality, and personal growth compared to younger survivors. What creates the individual response to having cancer is unclear. Research in culturally diverse long-term adult colorectal cancer survivors associates the belief in curability of the cancer with survival of over 15 years (Soler-Vilá et al., 2009). This does not mean that, just because someone believes that his or her cancer is cured, it is; however, perhaps these people had more positive coping strategies when dealing with their cancer.


Fear of cancer recurrence is common among cancer survivors (Simard, Savard, and Ivers, 2010). Use of positive coping strategies seems to help make this fear less troublesome. The levels of this fear are higher in survivors with more negative intrusive thoughts about their illness. When cancer recurs, patients and families face new challenges and distress (Vivar et al., 2009).


Another common psychological problem for survivors is posttraumatic stress disorder (PTSD). PTSD is a psychiatric disorder characterized by an acute emotional response to a traumatic event or situation. Approximately 3% to 4% of patients recently diagnosed with early-stage cancer experience symptoms of PTSD (e.g., grief, intrusive thoughts about the disease, nightmares, relational difficulties, or fear). This percentage increases to 35% in patients evaluated after treatment (NCI, 2009). Being unmarried or less educated or having a lower income and less social and emotional support increases the risk for PTSD (Stuber et al., 2010). The following description is an example of a cancer survivor’s response to the stressors of cancer treatment:


The first question I asked my radiation oncologist after completing treatment for nonmetastatic breast and ovarian cancer was: “When can I go back to my job?” I remember him looking at me skeptically and replying, “Considering the work you do, I would think that 8 weeks of rest and recovery is the minimum.” I left the clinic excited that my treatments were over and I could get on with my life. Eight weeks later I woke up tired after sleepless nights. I was bald and had peripheral neuropathy in my hands and feet that was crippling, and the drug I was taking made me feel like I had arthritis all over my body. Where was my energy and soft blond hair? Why couldn’t I think straight? There is no way I could do my job like this. I felt like I was drowning (Bush, 2009).


The disabling effects of chronic cancer symptoms disrupt family and personal relationships, impair individuals’ work performance, and often isolate survivors from normal social activities. Such changes in lifestyle create serious implications for a survivor’s psychological well-being. When cancer changes a patient’s body image or alters sexual function, the survivor frequently experiences significant anxiety and depression in interpersonal relationships. In the case of breast-cancer survivors, studies show that poorer self-ratings of quality of life are associated with poor body image, coping strategies, and a lack of social support (IOM, 2006).


Some factors ease the psychological stress associated with having cancer. A survivor who sees cancer as a challenging experience and a controllable threat has less stress (Jacobsen, 2006). Patients who use problem-oriented, active, and emotionally expressive coping processes also manage stress well (see Chapter 37). Survivors who have social and emotional support systems and maintain open communication with their treatment providers will also likely have less psychological distress (Jacobsen, 2006).









Social Well-Being


Cancer affects any age-group (Fig. 8-2). The developmental effects of cancer are perhaps best seen in the social impact that occurs across the life span. For adolescents and young adults, cancer seriously alters a young person’s social skills, sexual development, body image, and the ability to think about and plan for the future (see Chapter 11). Cancer interrupts their lives, causing young survivors either to feel out of touch with the interests of their peers or to perceive interests as superficial (Blum, 2006). In addition, because cancer makes them feel different, young survivors, out of fear of rejection, have problems with dating and developing new relationships. Often the course of cancer or its treatment causes young adults to delay leaving their parents. The natural separation that occurs when young adults finish school and plan to start their careers is postponed or stopped. Often a young adult then feels ill equipped to take on the real world.
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FIG. 8-2 A family representing young and old. Each member could be a cancer survivor.





Adults (ages 30 to 59) who have cancer experience significant changes in their families. Once a member of the family is diagnosed with cancer, every family member’s role, plans, and abilities changes (Blum, 2006). The healthy spouse often takes on added job responsibilities to provide additional income for the family. A spouse, sibling, grandparent, or child often assumes caregiving responsibilities for the patient. Patients who experience changes in sexuality, intimacy, and fertility see their marriages affected, often resulting in divorce.


A history of cancer significantly affects employment opportunities and the ability of a survivor to obtain and retain health and life insurance (IOM, 2006). Often a survivor experiences health-related work limitations that require a reduced work schedule or a complete change in employment. Between 64% and 84% of cancer survivors who worked before their diagnosis return to work (Steiner, Nowels, and Main, 2010). The most common problems reported by survivors who return to work are physical effort, heavy lifting, stooping, concentration, and keeping up with the work pace. Factors that affect a return to work include cancer site, prognosis, type of treatment, socioeconomic status, and characteristics of the work to be done. Middle-age cancer survivors have disability rates similar to those of people with chronic illnesses other than cancer (Short, Vasey, and Belue, 2008). The economic burden of cancer is enormous. If a survivor’s illness affects his or her ability to work, less income goes to the individual and family. In addition, high out-of-pocket expenses for prescription drugs, medical devices and supplies and expenses for coinsurance and copayments usually increase (IOM, 2006). The problems are even greater for low-income survivors if they are uninsured or underinsured. Some Americans have health insurance that provides insurance coverage for most cancer-related care. However, approximately 42 million Americans have no health insurance at all. The uninsured do not receive the care they need, they suffer from a poorer state of health, and they are more likely to die earlier than those who have insurance (IOM, 2006).


Older adults face many social concerns as a result of cancer. The disease causes some survivors to retire prematurely or decrease work hours, thus decreasing income. The older adult faces a fixed income and the limitations of Medicare reimbursement. Many older survivors see their retirement pensions erode away quickly. They often have to use their income for basic expenses and cancer care costs, thus limiting opportunities for social activities. Many older adults have moved to retirement residences in other states and find themselves isolated from the social support of their families. Older adults also face a high level of disability as a result of cancer and cancer treatment and report a higher incidence of limitations in activities of daily living than older adults without cancer (IOM, 2006). As a result, many older cancer survivors require ongoing caregiving support either from family members or professional caregivers.









Spiritual Well-Being


Cancer challenges a person’s spiritual well-being (see Chapter 35). Key features of spiritual well-being include a harmonious interconnectedness, creative energy, and a faith in a higher power or life force (Brown-Saltzman, 2006). Cancer and its treatment create physical and psychological changes that cause survivors to question, “Why me?” and wonder if perhaps their disease is some form of punishment. They often experience a level of spiritual distress, a disruption in a person’s spirit or life principle. Survivors most at risk for spiritual distress are those with energy-consuming anxiety, an inability to forgive, low self-esteem, maturational losses, and mental illness (Brown-Saltzman, 2006). Additional risk factors include poor relationships and situational losses.


Relationships with a God, a higher power, nature, family, or community are critical for survivors. Cancer threatens relationships because it makes it difficult for survivors to maintain a connection and a sense of belonging. Cancer isolates survivors from meaningful interaction and support, which then threatens their ability to maintain hope. Long-term treatment, the recurrence of cancer, and the lingering side effects of treatment all create a level of uncertainty for survivors.












Cancer and Families


A survivor’s family takes different forms: the traditional nuclear family, extended family, single-parent family, close friends, and blended families (see Chapter 10). Once cancer affects a member of the family, it affects all other members as well. Usually a member of the family becomes the patient’s caregiver. Family caregiving is a stressful experience, depending on the relationship between patient and caregiver and the nature and extent of the patient’s disease. Members of the “sandwich generation” (i.e., caregivers who are 30 to 50 years old) are often caught in the middle of caring for their own immediate family and a parent with cancer. The demands are many, from providing ongoing encouragement and support and assisting with household chores to providing hands-on physical care (e.g., bathing, assisting with toileting, or changing a dressing) when cancer is advanced. Caregiving also involves the psychological demands of communicating, problem solving, and decision making; social demands of remaining active in the community and work; and economic demands of meeting financial obligations.






Family Distress


Living through cancer and treatment is a stressful time for families. Many caregivers and cancer survivors attempt to hide cancer-related thoughts and concerns from one another, which increases adverse psychological outcomes (Langer, Brown, and Syrjala, 2009). Motivation for this behavior is often to protect one another from the distress that is experienced by each member of the family. Holding back emotions is sometimes a part of this effort to shield one another from true thoughts and feelings (Porter et al., 2009). Porter et al. found that, if cancer survivors and their partners participated in an educational program to teach the importance of disclosing feelings and then actually disclosed them, relationships and intimacy were improved. Encouraging honest communication within families is an important intervention for you to implement to enhance family relationships.


Families struggle to maintain core functions when one of their members is a cancer survivor. Core family functions include maintaining an emotionally and physically safe environment, interpreting and reducing the threat of stressful events (including the cancer) for family members, and nurturing and supporting the development of individual family members (Lewis, 2006). In childrearing families, this means providing an attentive parenting environment for children and information and support to children when their sense of well-being becomes threatened. When a member of the family has cancer, these core functions become threatened. Spouses often do not know what to do to support the survivor, and they struggle with how to help. In the end family functions become fragmented, and family members develop an uncertainty about their roles.












Implications for Nursing


Cancer survivorship creates many implications for nurses who help survivors plan for optimal lifelong health. Much needs to be done to research appropriate interventions for the effects of cancer and its treatment. Nurses are in a strong position to take the lead in improving public health efforts to manage the long-term consequences of cancer. Improvement is also necessary in the education of nurses and survivors about the phenomenon of survivorship. As a nursing student, you too can make a difference. This section addresses approaches to incorporate cancer survivorship into your nursing practice.






Survivor Assessment


Knowing that there are many cancer survivors in the health care system, consider how to assess patients who report a history of cancer. It is important to assess a cancer survivor’s needs as a standard part of your practice. When you are collecting a nursing history (see Chapter 30), explore with your patients their history of cancer, including the diagnosis and type of treatment they either are undergoing or have received in the past. Be aware that some patients do not always report that they have had cancer. Thus, when a patient tells you that he or she has had surgery, ask if it was cancer related. When a patient reveals a history of chemotherapy, radiation, biotherapy, or hormone therapy, you need to refer to resources to help you understand how these therapies typically affect patients in both the short and long term. Then extend your assessment to determine if these treatment effects exist for your patient. Consider not only the effects of the cancer and its treatment (such as potential symptoms) but how it will affect any other medical condition. For example, if a patient also has heart disease, how will cancer-related fatigue affect this individual?


Understanding the cancer experience comes from a patient’s own story. Asking general, open-ended questions about the patient’s survivor experience will help the patient reveal his or her story. For example, you might ask, “Having cancer is a journey for many. Tell me how the disease most affects you right now,” or “What are the biggest problems that you are having from cancer?” or “What can I do to help you at this point?” These types of questions focus on the area that is most important to the patient and communicate to patients your interest in their situation. Show a caring approach so patients know that their story will be accepted (see Chapter 7).


Symptom management is an ongoing problem for many cancer survivors. If cancer is their primary diagnosis, it will be natural for you to explore any presenting symptoms. Be sure to learn specifically how symptoms are affecting the patient. For example, is pain also causing fatigue, or is a neuropathy causing the patient to walk with an abnormal gait? If cancer is secondary, you do not want important symptoms to go unrecognized. Ask the patient, “Since your diagnosis of and treatment for cancer, what physical changes or symptoms have you had?” “How do these changes affect you now?” Depending on the symptoms a patient identifies, you explore each one to gain a complete picture of his or her health status (Table 8-2). Some patients are reluctant to report or discuss their symptoms. Be patient; and, once you identify a symptom, explore the extent to which the symptom is currently affecting the patient.




TABLE 8-2


Examples of Assessment Questions for Cancer Survivors
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Because you know that cancer affects a patient’s quality of life in many ways, be sure to explore the patient’s psychological, social, and spiritual needs and resources. Sometimes you will not be able to conduct a thorough assessment when you perform an initial nursing history. If this is the case, incorporate your assessment into your ongoing patient care. Observe your patient’s interactions with family members and friends. When you are administering care to patients, talk about their daily lives and determine the extent to which cancer has changed their lifestyle.


One area that is often difficult for nurses to assess well is a patient’s sexuality. Sexuality is more than simply the physical ability to perform a sex act or conceive a child. It also includes a person’s body image, sexual response (e.g., interest and satisfaction), and sexual roles and relationships (see Chapter 34). Surgery for many cancers is disfiguring, and chemotherapy and radiation often alter a patient’s sexual response (e.g., prostate, breast, and gynecological cancers). Cancer therapies have the potential to cause fatigue, apathy, nausea, vomiting, malaise, and sleep disturbances, all of which interfere with a patient’s libido (Pelusi, 2006). It is important to simply realize that cancer often does influence the patient’s sexuality. It helps to develop a comfort level in acknowledging with patients that sexual changes are common at any age level. Ask a patient, “Since your diagnosis of and treatment for cancer, has your ability or interest in sexual activity changed? If so, how?” Patients will appreciate your sensitivity and interest in their well-being. When patients begin to discuss their sexual problems, be familiar with the expert resources in your institution (e.g., psychologist or social worker) available for patient referral.









Patient Education


When you care for a cancer patient, it is important to understand whether the patient administers most of his or her own self-care or if support is required from a family caregiver. This is essential to provide the most appropriate patient education, both in the form of content and in your teaching approach. Schumacher et al. (2006) developed a conceptual model, the transactional model of cancer family caregiving skill, which describes the relationship among cancer patients and family caregivers in the performance of family caregiving skills (Fig. 8-3). The model offers a perspective on caregivers and cancer survivors both as individuals and as a team. Family caregiving skill is the ability to respond effectively and smoothly to the demands of an illness and pattern of care using multiple caregiving processes (Schumacher et al., 2006). Illness demands of cancer include dealing with symptoms, responding to illness behaviors (e.g., role changes, avoiding interaction), modifying activities for an illness situation, nutritional support, interpersonal care, use of community resources, managing acute illness episodes, and implementing treatments. The patient and caregiver follow a continuum of three patterns of care: the self-caregiving pattern (patients are mostly independent with caregivers in a standby role), the collaborative care pattern (patients and caregivers share care activities and respond together to illness demands), and the family caregiving pattern (patients are unable to perform independently and require extensive caregiver involvement) (Schumacher et al., 2006). A patient’s and caregiver’s response to a demand involves performing caregiving processes (e.g., monitoring [observing for problems], interpreting [identifying the problem], making decisions and adjustments, accessing resources, and providing hands-on care). In terms of providing hands-on care, family caregivers often provide complex nursing procedures in the home such as managing intravenous infusions or irrigating wounds. Knowledge about caregiving or self-care, previous experience, and emotions influence the way caregivers and survivors respond and acquire caregiving processes. Schumacher’s model is a helpful resource for you to apply when initially assessing the patient and caregiver condition, identifying their learning needs, and recognizing the type of information to teach. Learn where the patient and caregiver are along the caregiving continuum and determine the information needed to support them in meeting caregiving demands and performing caregiving processes. Frequently this means that any education will involve both the patient and family caregiver together, unless the relationship is strained and the patient chooses not to have the caregiver involved.
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FIG. 8-3 Transactional model of cancer family caregiving skill. (From Schumacher KL et al: A transactional model of family caregiving skill, Adv Nurs Sci 29(3):271, 2006.)





It is a nurse’s responsibility to educate cancer survivors and their families about the effects of cancer and cancer treatment. This means that, when you care for a cancer survivor, you need to understand the nature of the patient’s particular disease and know the short- and long-term effects of each therapy. Cancer survivors who have an increased need for health-related information are younger and non-Caucasian, have less-than-excellent postcancer care, and have a history of other diseases (Beckford et al., 2008). When designing education that promotes self-management in caregiving, plan activities on the basis of the family caregiver’s and cancer survivor’s perceived disease-related problems and assist them with problem solving and gaining the self-efficacy or confidence to deal with these problems. Patient education helps survivors assume healthier lifestyle behaviors that will then give them control of aspects of their health and improve outcomes from cancer and chronic illness.


When caring for patients with an initial diagnosis of cancer, reinforce their health care provider’s explanations of the risks related to their cancer and treatment, what they need to self-monitor (e.g., appetite, weight, and effects of fatigue), and what to discuss with health care providers in the future. If you teach patients and their family caregivers about the potential for treatment effects such as pain, neuropathy, or cognitive change, they are more likely to report their symptoms. It allows them to know what signs or changes to anticipate and monitor. Survivors need to learn how to manage problems related to persistent symptoms. For example, survivors with neuropathy need to learn how to protect the hands and feet, prevent falls, and avoid accidental burns.


Because survivors have an increased risk for developing a second cancer and/or chronic illness, it is important to educate them about lifestyle behaviors and the importance of participating in ongoing cancer screening and early detection practices. Lifelong cancer screening provides the opportunity to identify new cancers in early stages (Wilkins and Woodgate, 2008). When health care providers recommend follow-up screening in cancer survivors, there is a higher likelihood that the person will actually have the screening test (Mayer et al., 2007). Many survivors become interested in learning more about dietary supplements and nutritional complementary therapies to manage disease symptoms (IOM, 2006). Scientific evidence shows that several health promotion areas are of interest to cancer survivors: smoking cessation, physical activity, diet and nutrition (see Chapter 44), and the use of complementary and alternative medicine (see Chapter 32). Teach patients useful strategies to promote their health. Some health care providers wrongly attribute the symptoms of cancer or the side effects of treatment to aging. This often leads to late diagnosis or a failure to provide aggressive and effective treatment of symptoms.









Providing Resources


Numerous organizations and agencies provide resources to cancer survivors. However, many survivors do not receive timely and appropriate referrals to these resources. As a nurse, you will find that many people (e.g., friends, neighbors, and family members) come to you for advice about health care before they actually become a patient. It is important to know that cancer-related hospital and ambulatory care are not standardized. For example, when a patient with cancer is hospitalized, the availability of ancillary services for long-term care varies by care setting. Hospital-based oncologists are usually in larger hospitals and not in smaller ones. An NCI–designated cancer center offers the most comprehensive and up-to-date clinical care. NCI-designated centers also conduct important clinical trials to investigate the most current cancer therapies. Your role is to tell patients about the different resources available so they are able to make informed choices about their care. You can refer patients to the NCI website (http://www.cancer.gov/), which contains a current list of NCI-designated comprehensive cancer centers.


A wealth of cancer-related community support services is available to survivors through voluntary organizations such as the ACS (www.cancer.org), the Lance Armstrong Foundation (http://www.livestrong.org), and The National Coalition for Cancer Survivorship (NCCS) (http://www.canceradvocacy.org). Most offer their services at no cost. Many supportive services offer call centers and Internet-based information and discussion boards in addition to direct service delivery (IOM, 2006). Health care professionals are not consistent in referring patients to these valuable services. In addition, although community-based services help most survivors, there are gaps in service provision for assistance with transportation, home care, child care, and financial assistance. Become knowledgeable about the services within your community. There are several national agencies across the country, including the Cancer Support Community (http://www.thewellnesscommunity.org) and agencies targeted to racial groups such as the Sisters Network (http://www.sistersnetworkinc.org) and the Witness Program (http://www.acrc.uams.edu/patients/witness_project).












Components of Survivorship Care


Once primary cancer treatment ends, health care professionals need to develop an organized plan for survivorship care. This does not always occur because of inadequacies in the health care system, including a health care provider not assuming responsibility for coordinating care, fragmentation of care between specialists and general practitioners, and a lack of guidance on how survivors can improve their health outcomes (IOM, 2006). Patients with cancer often do not receive noncancer care (e.g., care for diabetes or heart conditions) when their cancer diagnosis shifts attention away from care that is routine but necessary. The IOM (2006) recommends four essential components of survivorship care: (1) prevention and detection of new cancers and recurrent cancer; (2) surveillance for cancer spread, recurrence, or second cancers; (3) intervention for consequences of cancer and its treatment (e.g., medical problems, symptoms, and psychological distress); and (4) coordination between specialists and primary care providers.






Survivorship Care Plan


To meet the health care needs of cancer survivors, it is essential for a “survivorship care plan” to be written by the principal provider who coordinates the patient’s oncology treatment (Jacobsen, 2006; IOM, 2006). When the survivor is released from the oncologist, the internist and other health care providers provide and coordinate care based on knowledge of prior cancer history and treatment. The IOM (2006) also recommends that health insurance plans cover care outlined in a survivor care plan. Survivor plans are not always developed, and health insurance companies do not routinely cover this type of care. Ideally you review a survivorship care plan with a patient when he or she is formally discharged from a treatment program. The plan then becomes a guide for any future cancer or cancer-related care. Health care providers use the plan as a guide for patient education and screening for secondary cancers. Survivors use it to raise questions with health care providers to prompt appropriate care during follow-up visits. Box 8-3 highlights the components of a survivorship care plan.





Box 8-3


A Survivorship Care Plan


On discharge from cancer treatment, every patient and his or her primary health care provider should receive a record of all care received from the oncologist. In addition, the patient and health care provider should receive a follow-up plan incorporating available evidence-based standards of care.





 Care Summary




• Diagnostic tests performed and results


• Tumor characteristics (e.g., site, stage, and grade)


• Dates when treatment started and stopped


• Surgery, chemotherapy, radiotherapy, transplant, hormone therapy, or gene therapy provided, including the specific agents used


• Psychosocial, nutritional, and other supportive services provided


• Full contact information for treating institutions and key providers


• Identification of a key point of contact and coordinator of care











 Follow-up Plan




• Likely course of recovery


• Description of recommended cancer screening and other periodic testing/examinations


• Information about possible late and long-term effects of treatment and symptoms of such effects


• Information about possible signs of recurrence and second tumors


• Information about the possible effects of cancer on marital/partner relationship, sexual functioning, work, and parenting


• Information on the potential insurance, employment, and financial consequences of cancer and, as necessary, referral to counseling, legal aid, and financial assistance


• Specific recommendations for healthy behaviors


• Information about genetic counseling and testing as appropriate


• Information about known effective chemoprevention strategies for secondary prevention


• Referrals to specific follow-up care providers


• A listing of cancer-related resources and information








Modified from the President’s Cancer Panel: Living beyond cancer: Finding a new balance, Bethesda, MD, 2004, National Cancer Institute; and Institute of Medicine and National Research Council, Hewitt M, Greenfield S, Stovall E, editors: From cancer patient to cancer survivor: lost in transition, Washington, DC, 2006, National Academies Press.





Cancer organizations such as the Lance Armstrong Foundation (LiveStrong) and the Association of Cancer Online Resources (ACOR) (http://www.acor.org) provide Internet guides for the development of survivorship care plans. Several NCI-designated cancer centers and pediatric cancer centers provide survivorship care planning. Even though Internet guidelines for care plans exist, many survivors do not receive care at NCI-designated cancer centers and are discharged with no survivor plan. Thus nurses and other health care providers need to become more vigilant in recognizing cancer survivors and attempting to link them with the support and resources they require. Nurses make a difference when they consider the long-term issues that cancer survivors face after their time of diagnosis and in contributing to solutions to manage or relieve cancer-associated health problems. A strong interprofessional approach that includes nurses, oncology specialists, dietitians, social workers, pastoral care, and rehabilitation professionals is necessary. Together an interprofessional team provides a plan of care that addresses treatment-related problems and future health risks and offers a wellness focus to give patients a sense of hope as he or she enters the survivor experience.












Key Points







• Nurses care for cancer survivors when they seek care for their cancer and other medical conditions.


• Many cancer survivors have serious health problems that are related to their treatments.


• Cancer survivors among racial and ethnic minorities and other underserved populations have more posttreatment symptoms and poorer treatment outcomes than Caucasians.


• Survivors are often reluctant to report symptoms because of a fear of being perceived as ungrateful for being disease free or a fear of cancer recurrence.


• How well a survivor adapts to the cancer experience psychologically depends on predisposing factors, the person’s current psychological status, the extent of his or her disease, and the presence of disruptive signs and symptoms.


• The disabling effects of chronic cancer symptoms disrupt family and personal relationships, impair individuals’ work performance, and often isolate survivors from normal social activities.


• Adults who have cancer experience significant changes within their families, including a change in each member’s role.


• Relationships among cancer survivors and family members become difficult to maintain because family members often do not know, understand, or have the skills or confidence to support the survivor’s reactions to cancer.


• Because survivors are at an increased risk for developing a second cancer and/or chronic illness, it is important to educate them about lifestyle behaviors that will improve the quality of their lives.


• Once a patient’s primary cancer treatment ends, health care professionals should develop an organized plan for survivorship care.


• Ideally you review a survivorship care plan with a patient when he or she is formally discharged from a treatment program, and it becomes a guide for any future cancer or cancer-related care.













Clinical Application Questions






Preparing for Clinical Practice







1. Do you have a friend or family member who has cancer and is willing to talk about it? If so, ask the individual to tell you what the experience has been like and what he or she would recommend to help you provide better care for survivors.


2. Ms. Ritter is a 32-year-old woman who visits the medical outpatient clinic for her final course of chemotherapy to treat breast cancer. She is married and has one child, a daughter, who is 6 years old. She and her husband hoped to have another child in the near future but now wonder if that will be possible. She shared with the nursing staff her concerns about the future and how cancer will affect her and her family. Her case manager talks with her about a survivorship care plan before discharge from the clinic. Identify two follow-up care plan components that would be important when considering Ms. Ritter’s role as a wife and parent.


3. Ms. Ritter tells her nurse, “This chemotherapy has made me feel so tired, and there are many nights I can’t sleep very well. I am looking forward to this ending.” What is an appropriate response the nurse might give Ms. Ritter?





[image: image] Answers to Clinical Application Questions can be found on the Evolve website.















Review Questions






Are You Ready to Test Your Nursing Knowledge?







1. Cancer survivors are at risk for treatment-related problems. Which of the patients listed below has the greatest risk for developing such a problem?




    1. An 80-year-old woman undergoing surgery for removal of a basal cell carcinoma on the face


    2. A 71-year-old man receiving high-dose chemotherapy and radiation for an advanced-stage lymphoma


    3. A 26-year-old man receiving chemotherapy for testicular cancer that is localized to the testicle


    4. A 48-year-old woman receiving radiation for Hodgkin’s disease that involves lymph nodes extending above and below the diaphragm





2. Mr. Wallace is a 34-year-old who is a 5-year survivor of Hodgkin’s disease. He continues to have symptoms related to his chemotherapy treatment. Mr. Wallace is a computer expert and enjoys Internet discussion groups. What is the best resource a nurse can recommend to help him access a survivorship care plan?




    1. Association of Cancer Online Resources


    2. National Coalition for Cancer Survivorship


    3. American Cancer Society


    4. National Cancer Institute





3. A nurse reviews the medical record of a 40-year-old patient newly admitted to the medical nursing unit for evaluation of diabetes. As the nurse reviews the patient’s medical history, she notices that the patient had bladder surgery 3 years ago. Which of the following assessment questions is most appropriate for the nurse to ask to determine if the patient is a cancer survivor?




    1. Determining if the patient had additional surgeries recently


    2. Assessing the patient’s medication history


    3. Determining if the surgery was cancer related


    4. Assessing if the patient’s parents had cancer





4. A nurse working in a medicine clinic knows that it is important to recognize cancer survivors who are most at risk for posttreatment symptoms. Which of the following patients will likely be at greatest risk for posttreatment symptoms?




    1. A 50-year-old mother of three who was diagnosed with late-stage breast cancer and has hypertension


    2. A 20-year-old male college student diagnosed with leukemia whose father had lung cancer


    3. A 32-year-old Hispanic woman who has been diagnosed with local cervical cancer and receives Medicaid


    4. A 72-year-old African American male who had colorectal cancer with surgery, radiation, and a second round of chemotherapy because of failure of initial treatment and has diabetes





5. A 41-year-old man who underwent a craniotomy for the removal of a brain tumor 6 months ago comes to the clinic for his monthly follow-up visit. In planning your assessment, you anticipate that the patient may possibly experience which of the following late effects of surgery? (Select all that apply.)




    1. Pain


    2. Fatigue


    3. Blurred vision


    4. Difficulty breathing


    5. Poor attention span





6. To successfully assess if a patient is experiencing cognitive changes as a result of cancer treatment or complications of treatment, which of the following questions by a nurse is likely most relevant?




    1. Describe for me your medication schedule.


    2. How distressed are you feeling right now on a scale of 0 to 10?


    3. Tell me about when you first noticed symptoms from your chemotherapy.


    4. Tell me what you notice differently in your ability to get work done at your office.





7. A support group of cancer survivors is discussing cancer-related fatigue (CRF). The survivor most likely to gain relief from CRF is the survivor who does which of the following? (Select all that apply.)




    1. Takes naps during the day and evening


    2. Drinks energy drinks daily


    3. Exercises every other day


    4. Eats a balanced diet





8. Mr. Timmons has been receiving treatment for colon cancer on and off for a year. He received multiple chemotherapy regimens and a course of radiation. The 58-year-old patient is able to perform his own hygiene but needs assistance from his wife to move about safely in the home because of ongoing fatigue and weakness. His wife assists him with dressing when he becomes excessively tired. This caregiving skill pattern is best described as which of the following?




    1. The self-caregiving pattern


    2. The collaborative care pattern


    3. The family caregiving pattern


    4. The team caregiving pattern





9. Fill in the Blank. The period during which a cancer patient goes into remission following the basic, rigorous course of chemotherapy and enters a phase of watchful waiting, is called _______________.


    10. A nurse in an oncology outpatient clinic has been seeing a woman and her husband since the woman was diagnosed with breast cancer. Sometimes the husband appears supportive, asking questions about his wife’s care. At other times the husband seems easily distracted and uninterested. The nurse decides to reassess the psychosocial condition of the patient and her husband. Which of the following questions best elicits needed psychosocial information?




    1. “In what way does the pain you have affect you on a daily basis?”


    2. “Describe to me what you eat in a typical day.”


    3. “Tell me how you think you and your husband are dealing with your cancer.”


    4. “Are the two of you having any relational difficulties because of your cancer?”





    11. Katie, a child in remission for leukemia, and her mother come to the pediatrician’s office for a routine physical examination. The nurse asks Katie about whether she is having continued symptoms. Her mom says,” I don’t know why you want all of this information about Katie’s cancer treatment. The leukemia is gone.” The best response from the nurse in support of the child and mother would be:




    1. “The doctor likes to keep the records complete on all of her patients.”


    2. “Just because Katie is in remission does not mean that it will stay that way.”


    3. “It is common for children to have delayed effects from treatment, so we need to know this to plan Katie’s care properly.”


    4. “I understand your concern. If you don’t want to provide the information, sign this release form.”





    12. Mr. Stewart is a 62-year-old patient diagnosed with prostate cancer who underwent surgical removal of the prostate 3 days ago. He lives with his wife at home. The nurse is planning to provide discharge instructions for the patient. What would be the most effective initial question to ask of the patient and family in determining the approach to discharge instructions?




    1. “Mr. Stewart, have you had surgery in the past?”


    2. “The doctor has ordered you to go home with a urinary catheter. Tell me how you think you can manage this.”


    3. “Mrs. Stewart, do you find it difficult to look at your husband’s incision? If so, tell me how you feel.”


    4. “Mr. Stewart, describe for me how much your wife normally helps you at home and what you can do on your own.”





    13. A 62-year-old patient is being admitted to a surgical unit for a total hip replacement. The nurse reviews his medical record and learns that the patient has a history of impaired liver function and paresthesias in his feet. After assessing the patient’s medical history further, the nurse is not sure what caused the liver impairment or paresthesia. To clarify, an appropriate question to ask the patient is which of the following?




    1. “Have you been treated for cancer in the past?”


    2. “What is the nature of your liver problem?”


    3. “Has the doctor discussed with you whether your liver problems will affect your recovery from surgery?”


    4. “How long have you had the numbness and tingling in your feet?”





    14. Ben, a 31-year-old nursing student, is caring for Maria, a 45-year-old Latina woman who is receiving chemotherapy following surgery for breast cancer. Based on the evidence about cultural influences on cancer patients, Ben knows that which factor will likely influence this patient’s ability to cope with her cancer?




    1. Transportation resources to the oncology clinic


    2. Whether the patient’s physician is male or female


    3. The stigma family members place on cancer


    4. The level of social support available to the patient





    15. Caring for a patient with cancer is unique because of the effects of the disease and associated treatment. An understanding of a patient’s symptom experience is critical and best revealed by a nurse asking which of the following questions? (Select all that apply.)




    1. “What symptoms do you think you are having as a result of your cancer?”


    2. “Describe for me how the symptoms affect you in your daily life.”


    3. “Let’s focus on your pain. Tell me how it affects you.”


    4. “Can you describe for me how your family provides care for your symptoms?”








Answers: 1. 2; 2. 1; 3. 3; 4. 4; 5. 3, 5; 6. 4; 7. 3, 4; 8. 2; 9. Extended survival; 10. 3; 11. 3; 12. 4; 13. 1; 14. 4; 15. 1, 2, 3.
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Chapter 9


Culture and Ethnicity




Objectives





• Describe social and cultural influences in health, illness, and caring patterns.


• Differentiate culturally congruent from culturally competent care.


• Describe steps toward developing cultural competence.


• Identify major components of cultural assessment.


• Use cultural assessment to identify significant values, beliefs, and practices critical to nursing care of individuals experiencing life transitions.


• Demonstrate nursing interventions that achieve culturally congruent care.


• Analyze outcomes of culturally congruent care.


• Apply research findings in culturally congruent care.







Key Terms





Acculturation, p. 103








Assimilation, p. 103








Biculturalism, p. 103








Bilineal, p. 111








Culture, p. 102








Cultural care accommodation or negotiation, p. 113








Cultural care preservation or maintenance, p. 113








Cultural care repatterning or restructuring, p. 113








Cultural competence, p. 103








Cultural imposition, p. 103








Cultural pain, p. 107








Culturally congruent care, p. 103








Culture-bound syndrome, p. 104








Emic worldview, p. 102








Enculturation, p. 103








Ethnicity, p. 102








Ethnohistory, p. 107








Ethnocentrism, p. 103








Etic worldview, p. 102








Fictive, p. 111








Matrilineal, p. 111








Naturalistic practitioners, p. 104








Patrilineal, p. 111








Personalistic practitioners, p. 104








Rites of passage, p. 105








Subcultures, p. 102








Transcultural nursing, p. 103
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• Review Questions


• Case Study with Questions


• Audio Glossary


• Interactive Learning Activities


• Key Term Flashcards


• Content Updates





The demographic profile of the United States is changing dramatically as a result of immigration patterns and significant increases in culturally diverse populations already residing in the country. According to the U.S. Census Bureau, approximately 33% of the population currently belongs to a racial or ethnic minority group (Fig. 9-1). The U.S. Census also projects that this percentage will increase to 50% by the year 2050 (U.S. Census Bureau, 2010). Because it is important to care for people holistically, nurses need to integrate culturally congruent care within their nursing practice.
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FIG. 9-1 Summary of U.S. Census Data. (Data from U.S. Census Bureau: State and county quick facts, 2010, http://quickfacts.census.gov/qfd/states/00000.html.) *Hispanics may be of any race, so they are also included in applicable race categories; therefore total percentages are greater than 100%. †Includes Native Hawaiian, Pacific Islander, and people reporting two or more races.









Health Disparities


Despite significant improvements in the overall health status of the U.S. population in the last few decades, disparities in health status among ethnic and racial minorities continues to be a serious local and national challenge. The Office of Minority Health and Health Disparities (2007a) reports that minority populations are more likely to have poor health and die at an earlier age because of a complex interaction among genetic differences, environmental and socioeconomic factors, and specific health behaviors such as the use of herbs to prevent or treat illnesses. Racial and ethnic minorities are more likely than white non-Hispanics to be poor or near poor. In addition, Hispanics, African Americans, and some Asian subgroups are less likely than white non-Hispanics to have a high school education. In general, racial and ethnic minorities often experience poorer access to health care and lower quality of preventive, primary, and specialty care. Eliminating such disparities in health status of people from diverse racial, ethnic, and cultural backgrounds has become one of the two most important priorities of Healthy People 2020 (U.S. Department of Health and Human Services [USDHHS], 2010). Populations with health disparities have a significantly increased incidence of diseases or increased morbidity and mortality when compared to the health status of the general population.









Understanding Cultural Concepts


The Office of Minority Health (OMH) (2005) describes culture as the thoughts, communications, actions, customs, beliefs, values, and institutions of racial, ethnic, religious, or social groups. Culture is a concept that applies to a group of people whose members share values and ways of thinking and acting that are different from those of people who are outside the group (Srivastava, 2007).


Culture has both visible (easily seen) and invisible (less observable) components. The invisible value-belief system of a particular culture is often the major driving force behind visible practices. For example, although an Apostolic Pentecostal woman can be identified by her long hair, no makeup, and the wearing of a skirt or dress, nurses cannot appreciate the meanings and beliefs associated with her appearance without further assessment. Apostolic Pentecostals believe that a woman’s hair is her glory and should never be cut. Likewise, they believe that men and women need to dress differently and women need to be modest (wearing no makeup). These outward signs symbolize their belief in the scriptural definition of womanhood (United Pentecostal Church International, 2011). Cutting a woman’s hair without consent of the individual or her family is sacrilegious and violates the ethnoreligious identity of the person. On the other hand, a woman of another faith who wears her hair long does not attach meaning to the length of her hair but wears it long because of a fashion preference.


In any society there is a dominant culture that exists along with other subcultures. Although subcultures have similarities with the dominant culture, they maintain their unique life patterns, values, and norms. In the United States the dominant culture is Anglo-American with origins from Western Europe. Subcultures such as the Appalachian and Amish cultures are examples of ethnic and religious groups with characteristics distinct from the dominant culture. Primary and secondary characteristics of culture are defined by the degree to which an individual identifies with his or her cultural group. Primary characteristics include nationality, race, gender, age, and religious beliefs. Secondary characteristics include socioeconomic and immigration status, residential patterns, personal beliefs, and political orientation.


Significant influences such as historical and social realities shape an individual’s or group’s worldview. Worldview is woven into the fabric of one’s culture. It determines how people perceive others, how they interact and relate with reality, and how they process information (Walker et al., 2010). It is important that the nurse advocates for the patient based on the patient’s worldview. Plan and provide nursing care in partnership with the patient to ensure that it is safe, effective, and culturally sensitive (McFarland and Eipperle, 2008).


Ethnicity refers to a shared identity related to social and cultural heritage such as values, language, geographical space, and racial characteristics. Members of an ethnic group feel a common sense of identity. Some declare their ethnic identity to be Irish, Vietnamese, or Brazilian. Ethnicity is different from race, which is limited to the common biological attributes shared by a group such as skin color (Dein, 2006). Examples of racial classifications include Asian and Caucasian.


Worldview refers to “the way people tend to look out upon the world or their universe to form a picture or value stance about life or the world around them” (Leininger, 2006). In any intercultural encounter there is an insider or native perspective (emic worldview) and an outsider perspective (etic worldview). For example, after giving birth, a Korean woman requests seaweed soup for her first meal. This request puzzles the nurse. Although the nurse has an emic view of professional postpartum care, as an outsider to the Korean culture he or she is not aware of the significance of the soup to the patient. Conversely, the Korean patient who has an etic view of American professional care assumes that seaweed soup is available in the hospital because it cleanses the blood and promotes healing and lactation (Edelstein, 2011). Unless the nurse seeks the patient’s emic view, he or she is likely to suggest other varieties of soups available from the dietary department, disregarding the cultural meaning of the practice to the patient.


The processes of enculturation and acculturation facilitate cultural learning. Socialization into one’s primary culture as a child is known as enculturation. In contrast, acculturation is a second-culture learning that occurs when the culture of a minority is gradually displaced by the culture of the dominant group in the process of assimilation (Cowan and Norman, 2006). When the process of assimilation occurs, members of an ethnocultural community are absorbed into another community and lose their unique characteristics such as language, customs, and ethnicity. Assimilation may be spontaneous, which is usually the case with immigrants, or forced, as is often the case of the assimilation of ethnic minority communities. Biculturalism (sometimes known as multiculturalism) occurs when an individual identifies equally with two or more cultures (Purnell and Paulanka, 2008).


It is easy for nurses to stereotype cultural groups after reading generalized information about various ethnic minority practices and beliefs (Dein, 2006). Avoid stereotypes or unwarranted generalizations about any particular group that prevents further assessment of the individual’s unique characteristics. It is also important to determine how many of an individual’s life patterns are consistent with his or her heritage (Armer and Radina, 2006).






Culturally Congruent Care


Leininger (2002) defines transcultural nursing as a comparative study of cultures to understand similarities (culture universal) and differences (culture-specific) across human groups. The goal of transcultural nursing is culturally congruent care, or care that fits the person’s life patterns, values, and a set of meanings. Patterns and meanings are generated from people themselves rather than predetermined criteria. Culturally congruent care is sometimes different from the values and meanings of the professional health care system. Discovering patients’ culture care values, meanings, beliefs, and practices as they relate to nursing and health care requires nurses to assume the role of learners and partner with patients and families in defining the characteristics of meaningful and beneficial care (Leininger and McFarland, 2002). Effective nursing care needs to integrate the cultural values and beliefs of individuals, families, and communities (Webber, 2008).


Cultural competence is the process of acquiring specific knowledge, skills, and attitudes to ensure delivery of culturally congruent care (Campinha-Bacote, 2002). This process has five interlocking components:




1. Cultural awareness: An in-depth self-examination of one’s own background, recognizing biases, prejudices, and assumptions about other people


2. Cultural knowledge: Obtaining sufficient comparative knowledge of diverse groups, including their indigenous values, health beliefs, care practices, worldview, and bicultural ecology


3. Cultural skills: Being able to assess social, cultural, and biophysical factors influencing treatment and care of patients


4. Cultural encounters: Engaging in cross-cultural interactions that provide learning of other cultures and opportunities for effective intercultural communication development


5. Cultural desire: The motivation and commitment to caring that moves an individual to learn from others, accept the role as learner, be open and accepting of cultural differences, and build on cultural similarities





Specific knowledge, skills, and attitudes are required in the delivery of culturally congruent care to individuals and communities. Nurses who provide culturally competent care bridge cultural gaps to provide meaningful and supportive care for patients. For example, a nurse assigned to a female Egyptian patient decides to seek information about the Egyptian culture. On learning that Egyptians value female modesty and gender-congruent care, the nurse encourages female relatives to help the patient meet her needs for personal hygiene. The nurse’s cultural encounter enhances understanding of the nonverbal cues of the patient’s discomfort with lack of privacy.


Implementing culturally competent care requires support from health care agencies. For example, a nurse who is aware of Gypsy culture and skilled in dealing with Gypsy families is not able, as an individual, to provide for a Gypsy family’s need to be present in groups near the bedside of a hospitalized family member. The nurse needs organizational support in adapting space resources to accommodate the volume of visitors who will remain with the patient for long periods.


Because patients who seek care could be from countless different world cultures, it is unlikely that a nurse could be competent in all cultures of the world. However, nurses can have general knowledge and skills to prepare them to provide culturally sensitive care, regardless of the patient’s and family’s culture (Purnell and Paulanka, 2008).









Cultural Conflicts


Culture provides the context for valuing, evaluating, and categorizing life experiences. Cultural groups transmit their values, morals, and norms from one generation to another, which predisposes members to ethnocentrism, a tendency to hold one’s own way of life as superior to others. Ethnocentrism is the cause of biases and prejudices that associate negative permanent characteristics with people who are different from the valued group. When a person acts on these prejudices, discrimination occurs. For example, a nurse refuses to give prescribed pain medication to a young African male with sickle cell anemia because of the nurse’s belief (stereotyped bias) that young male Africans are likely to be drug abusers. Nurses and other health care providers who have cultural ignorance or cultural blindness about differences generally resort to cultural imposition and use their own values and lifestyles as the absolute guide in dealing with patients and interpreting their behaviors. Thus a nurse who believes that people should bear pain quietly as a demonstration of strong moral character is annoyed when a patient insists on having pain medication and denies the patient’s discomfort.












Cultural Context of Health and Caring


Culture is the way in which groups of people make sense of their experiences relevant to life transitions such as birth, illness, and dying. For example, in most African groups a thin body is a sign of poor health. In some Hispanic cultures a plump baby is perceived as healthy. Traditionally in Arab culture pregnancy is not a medical condition but rather a normal life transition; thus a pregnant woman does not always go to a health care provider unless she has a problem (Purnell and Paulanka, 2008).


Table 9-1 provides a comparison of cultural contexts of health and illness in western and nonwestern cultures. Cultural beliefs highly influence what people believe to be the cause of illness. For example, many Hmong refugees (group of people who originated from the mountainous regions of Laos) believe that epilepsy is caused by the wandering of the soul. Treatment includes intervention by a shaman who performs a ritual to retrieve the patient’s soul (Fadiman, 1997; Helsel et al., 2005). Their belief is distinct from the scientifically determined neurological abnormality causing seizures. The biomedical orientation of western cultures emphasizing scientific investigation and reducing the human body to distinct parts is in conflict with the holistic conceptualization of health and illness in nonwestern cultures. Holism is evident in the belief in continuity between humans and nature and between human events and metaphysical and magico-religious phenomena. Therefore for the Hmong people epilepsy is connected to the magical and supernatural forces in nature. Establishing a diagnosis of epilepsy in western cultures requires scientifically proven techniques and confirmed criteria for the abnormality. Such medical criteria are meaningless to the Hmong, who believe in the global causation of the illness that goes beyond the mind and body of the person to forces in nature. A Hmong seeks a shaman, whereas a westerner seeks a neurologist. A shaman has an established reputation in the Hmong community, whose qualifications for healing are neither determined by published standardized criteria nor confined to specific bodily systems. A shaman uses rituals symbolizing the supernatural, spiritual, and naturalistic modalities of prayers, herbs, and incense burning.




TABLE 9-1


Comparative Cultural Contexts of Health and Illness


[image: image]


Data from Foster G: Disease etiologies in non-Western medical systems, Am Anthropol 78:773,1976; Kleinman A: Patients and healers in the context of culture, Berkeley, 1979, University of California Press; and Leininger MM, McFarland MR: Transcultural nursing: concepts, theories, research and practice, ed 3, New York, 2002, McGraw-Hill.





The dominant value orientation in North American society is individualism and self-reliance in achieving and maintaining health. Caring approaches generally promote the patient’s independence and ability for self-care. In collectivistic cultures that value group reliance and interdependence such as traditional Asians, Hispanics, and Africans, caring behaviors require actively providing physical and psychosocial support for family or community members. An adult patient is not expected to be solely responsible for his or her care and well-being; rather, family and kin are relied on to make decisions and provide care (Purnell and Paulanka, 2008). For example, a traditional older Chinese woman refuses to independently perform rehabilitation exercises after hip surgery until her daughter is present. The western health care provider interprets this as a lack of self-responsibility and motivation for her care. In contrast, the patient interprets the nurse’s insistence on self-care as uncaring behavior.






Cultural Healing Modalities and Healers


Foster (1976) identified two distinct categories of healers cross-culturally. Naturalistic practitioners attribute illness to natural, impersonal, and biological forces that cause alteration in the equilibrium of the human body. Healing emphasizes use of naturalistic modalities, including herbs, chemicals, heat, cold, massage, and surgery. In contrast, personalistic practitioners believe that an external agent, which can be human (i.e., sorcerer) or nonhuman (e.g., ghosts, evil, or deity), causes health and illness. Personalistic beliefs emphasize the importance of humans’ relationships with others, both living and deceased, and with their deities. For example, a voodoo priest uses modalities that combine supernatural, magical, and religious beliefs through the active facilitation of an external agent or personalistic practitioner. A Haitian woman who believes in voodoo attributes her illness to a curse placed by someone and seeks the services of a voodoo priest to remove the cause. Personalistic approaches also include naturalistic modalities such as massage, aromatherapy, and herbs (see Chapter 32). Some patients seek both types of practitioners and use a combination of modalities to achieve health and treat illness. Different cultural groups in the United States use a variety of cultural healers (Table 9-2).




TABLE 9-2


Cultural Healers
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Data from Hautman MA: Folk health and illness beliefs, Nurse Pract 4(4):23, 1976; Loustaunau MO, Sobo EJ: The cultural context of health, illness and medicine, Westport, Conn, 1997; Spector RE: Cultural diversity in health and illness, ed 6, Englewood Cliffs, NJ, 2004, Prentice Hall.





Avoid making rash judgments about patients’ practices when they use both healing systems at the same time. In addition, gain knowledge and understanding of remedies used by patients to prevent cultural imposition. For example, many Southeast Asian cultures practice folk remedies such as coining (rubbing a coin roughly on the skin), cupping (placing heated cups on the skin), pinching, and burning to relieve aches and pains and remove bad wind or noxious elements that cause illness. Other groups, including eastern Europeans, use cupping as treatment for respiratory ailments. These remedies leave peculiar visible markings on the skin in the form of ecchymosis, superficial burns, strap marks, or local tenderness. Cultural ignorance of these practices causes a practitioner to call authorities for suspicion of abuse.









Culture-Bound Syndrome


Human groups create their own interpretation and descriptions of biological and psychological malfunctions within their unique social and cultural context (Dein, 2006). Culture-bound syndromes are illnesses that are specific to one culture. They are used to explain personal and social reactions of the members of the culture. Culture-bound syndromes occur in any society. In the United States “going postal,” which refers to extreme and uncontrollable anger in the workplace that may result in shooting people, is now considered a culture-bound syndrome (Flaskerud, 2009). Hwa-byung is a Korean culture-bound syndrome observed among middle-age, low-income women who are overwhelmed and frustrated by the burden of caregiving for their in-laws, husbands, and children. Symptoms are generally somatic manifestations consisting of insomnia, fatigue, anorexia, indigestion, feelings of an epigastric mass, palpitations, heat, panic, feelings of impending doom, and dyspnea. Women unconsciously avoid expressions of symptoms that counter the cultural ideal of females as the caretaker of older adults, husbands, and children. Symptoms reflect the cultural definition of illness as imbalance between heat (yang) and cold (yin) (Purnell and Paulanka, 2008).












Culture and Life Transitions


Cultures generally mark transitions to different phases of life by rituals that symbolize cultural values and meanings attached to these life passages. Van Gennep (1960) originated the concept of rites of passage as significant social markers of changes in a person’s life. Examining the practices surrounding these life events provides a view of the cultural meanings and expressions relevant to these transitions. For example, sending flowers and get-well greetings to a sick person is a ritual showing love and care for the patient in the dominant American culture in which privacy is valued. In collectivistic groups such as the Hispanic culture, physical presence of loved ones with the patient during illness demonstrates caring.






Pregnancy


All cultures value reproduction because it promotes continuity of the family and community. Pregnancy is generally associated with caring practices that symbolize the significance of this life transition in women. Infertility in a woman is considered grounds for divorce and rejection among Arabs. Pregnancy that occurs outside of accepted societal norms is generally taboo. Among traditional Muslims pregnancy out of wedlock sometimes results in the family’s imposing severe sanctions against the female member (Purnell and Paulanka, 2008).


Some cultures that subscribe to the hot and cold theory of illness such as many Asian and Hispanic cultures view pregnancy as a hot state; thus they encourage cold foods such as milk and milk products, yogurt, sour foods, and vegetables (Edelstein, 2011). They believe that hot foods such as chilies, ginger, and animal products cause miscarriage and fetal abnormality. Modesty is a strong value among Afghan (Omeri et al., 2006) and Arab women (Kulwicki et al., 2005). These women sometimes avoid or refuse to be examined by male health care providers because of embarrassment. Religious beliefs sometimes interfere with prenatal testing, as in the case of a Filipino couple refusing amniocentesis because they believe that the outcome of pregnancy is God’s will and not subject to testing.









Childbirth


How individuals express pain and the expectation about how to treat suffering varies cross-culturally and in different religions. For example, Vietnamese women are often stoic regarding the pain of childbirth because their culture views childbirth pain as a normal part of life (McLachlan and Waldenstrom, 2005). Traditional Puerto Rican and Mexican women often vocalize their pain during labor and avoid breathing through their mouths because this causes the uterus to rise. Traditional Arab Americans are sometimes physically or verbally more expressive when experiencing pain. Fear of drug addiction and the belief that pain is a form of spiritual atonement for one’s past deeds motivate most Filipino mothers to tolerate pain without much complaining or asking for medication. Religious beliefs sometimes prohibit the presence of males, including husbands, from the delivery room. This often occurs among devout Muslims, Hindus, and Orthodox Jews (Purnell and Paulanka, 2008).


Health care providers other than physicians attend childbirth in some groups such as parteras among Mexicans, herb doctors among Appalachian and southern African Americans, and hilots among Filipinos (Nelms and Gorski, 2006). Known in their communities, these practitioners are affordable and accessible in remote areas. They use a combination of naturalistic, religious, and supernatural modalities combining herbs, massage, and prayers.









Newborn


The definition of newborn and how age is counted in children varies in some cultures. Among traditional Vietnamese and Koreans a newborn is 1 year old at birth. Once acculturated to the U.S. culture, they assume a bicultural view, deducting 1 year from the age of the child when speaking to an outsider. Naming ceremonies vary by culture. In the Yoruba tribes in Nigeria, the baby is named at the official naming ceremony that occurs 8 days after birth and coincides with circumcision. Many cultures around the world greatly celebrate the birth of a son, including Chinese, Asian Indians, Islamic groups, and Igbos in West Africa.


The name of the child often reflects cultural values of the group. It is typical for a Hispanic baby to have several first names followed by the surnames of the father and mother (e.g., Maria Kristina Lourdes Lopez Vega). The bilineal tracing of descent from both the mother’s and father’s side in Hispanic groups differs from the patrilineal system, in which the last name of the father precedes the child’s first name. In the Chinese culture individuals trace descent only from the paternal side. Thus the name Chen Lu means that Lu is the daughter of Mr. Chen.


Newborns and young children are often considered vulnerable, and societies use a variety of ways to prevent harm to the child. Among the mostly Catholic Filipinos, parents keep the newborn inside the home until after the baptism to ensure the baby’s health and protection. Traditional Arabs and Iranians believe that babies are vulnerable to cold and wind; thus they wrap them in blankets.









Postpartum Period


In many nonwestern cultures the postpartum period is associated with vulnerability of the mother to cold. To restore balance mothers do not shower and take sponge baths. Some groups have special dietary practices to restore balance. Cultural groups have preferences in terms of what types of foods are appropriate to restore balance in women after birth. Some Chinese mothers prefer soups, rice, rice wine, and eggs; whereas Guatemalan women avoid beans, eggs, and milk during the postpartum period (Edelstein, 2011). The length of the postpartum period is generally much longer (30 to 40 days) in nonwestern cultures to provide support for the mother and her baby (Chin et al., 2010).


Filipino, Mexicans, and Pacific Islanders use an abdominal binder to prevent air from entering the woman’s uterus and to promote healing (Purnell and Paulanka, 2008). Among Orthodox Jewish, Islamic, and Hindu cultures, bleeding is associated with pollution. A woman goes into a ritual bath after bleeding stops before she is able to resume relations with her husband (Lewis, 2003). In some African cultures such as in Ghana and Sierra Leone some women do not resume sexual relations with their husbands until the baby is weaned.









Grief and Loss


Dying and death bring traditions that are meaningful to groups of people for most of their lives (see Chapter 36). When traditional medical measures fail, cultural beliefs and practices that are religious and spiritual become the focus. Societies assign different meanings to death of a child, a young person, and an older adult (Box 9-1). In western cultures with strong future time orientation and in which a child is expected to survive his or her parents, death of a young person is devastating. However, in other cultures, in which infant mortality is very high, the emotional distress over a child’s death is tempered by the reality of the commonly observed risks of growing up. Thus the untimely death of an adult is sometimes mourned more deeply.





Box 9-1   Evidence-Based Practice


Cultural Beliefs and Rituals Surrounding Death


PICO Question: What intervention is best when planning culturally competent care for a dying patient?





 Evidence Summary


Although culture and religion are important to people who are dying and their families, practices surrounding the death of a loved one vary among cultures and religions. Many cultures and religions use their beliefs to allow them to pray, talk, and remember their loved one. Rituals often accompany ceremonies and are used to delay death, ward off evil, ensure that the dying person is remembered, and help the family cope with the death. Respect for dying family members and protection of their souls are important. Many practices that surround death are influenced by religion and culture. Those who are Hispanic and Latino often have rituals that are heavily influenced by Catholicism. African Americans and Caribbeans identify the importance of faith, hope, and prayer. Similarities exist between Hindu and Buddhist beliefs about funeral arrangements, afterlife, family customs and Karma (Lobar et al., 2006). Although preparing for death is important for many Chinese individuals, many believe that talking about death brings evil spirits, bad luck, and a premature death (Chan and Yau, 2009-2010).








 Application to Nursing Practice




• Be aware of religious and cultural preferences when helping patients and families prepare for death.


• Ask families about the rituals and ceremonies they use to help them cope with the death of a loved one.


• Allow patients and families the ability to participate in planning which rituals will be performed at the patient’s bedside.


• Be sensitive to cultural perceptions regarding organ donation, viewing the body, and preparing for burial.











People such as devout Hindus and Buddhists who believe in the concept of reincarnation view death as a step toward rebirth. Care of the dying focuses on supporting the patient’s preparation for a good death. The family prays and reads religious scriptures to the patient to improve his or her chances in the next cycle. Buddhists generally believe that life is suffering and suffering ends when a person moves beyond the earthly desires and atones for past misdeeds. When a Hindu dies, the body is bathed, massaged in oil, dressed in clean clothes, and cremated before the next sunrise to ensure that the soul passes quickly from this life to the next (Lobar et al., 2006).


Culture strongly influences pain expression and need for pain medication. A typical American believes that individual freedom and autonomy are synonymous with freedom from pain and suffering, but other groups accept suffering. Do not assume that all people value pain relief equally. Patients suffer cultural pain when health care providers disregard values or cultural beliefs (Maputle and Jali, 2006). Inability of Orthodox Jews to pray in groups at the bedside with the dying patient because of limitations in the number of visitors allowed causes cultural pain in the patient and family. Working with the family and their religious/spiritual leader facilitates culturally congruent care (Purnell and Paulanka, 2008).


Organizational policies need to be sensitive to patients’ cultural life patterns, especially during times of grief and loss. The dominant values in American society of individual autonomy and self-determination are often in direct conflict with diverse groups. Advance directives, informed consent, and consent for hospice are examples of mandates that sometimes violate patients’ values. Informed consent and advance directives protect the right of the individual to know and make decisions ensuring continuity of these rights, even when the individual is incapacitated. However, in some cultures the designated family members assume decision making during illness and are trusted to make the right decision for the individual. Some groups such as African Americans, Asian Americans, and Hispanics expect their families to make decisions for them; and family members prefer to protect the individual from unnecessary suffering by knowing the reality of imminent death. These cultures value group interdependence and view individual autonomy as an unnecessary burden for a loved one who is ill (Purnell and Paulanka, 2008).


The meaning and expressions of grief vary from culture to culture. The color black is not always a symbol of grief. Hindu mourners wear white. Among the usually reserved East Asians, the extent to which mourners publicly express grief reflects the social position and status of the deceased. Muslims do not encourage wailing, but crying is permitted. Muslim women are discouraged from visiting cemeteries (Lobar et al., 2006). Korean families sometimes hire people to lead the open grieving. Loud crying and screaming are common.


Religious beliefs also affect attitudes toward cremation, organ donation, and the treatment of body parts. Devout Muslims refuse an autopsy or organ donation for fear of desecrating the dead and because of their belief that one has to be whole to appear in front of the creator. Many prefer burial over cremation (Lobar et al., 2006).












Cultural Assessment


Cultural assessment is a systematic and comprehensive examination of the cultural care values, beliefs, and practices of individuals, families, and communities. The goal of cultural assessment is to gather significant information from the patient that enables the nurse to implement culturally congruent and safe patient care (Box 9-2). For example, it allows the nurse to gather information about which foods are culturally acceptable and whether the person practices alternative medicine and to assess pain (Maier-Lorentz, 2008). There are several models for cultural assessment, each involving different levels of skill and knowledge. Leininger’s Sunrise Model (2002) in Fig. 9-2 demonstrates the inclusiveness of culture in everyday life and helps to explain why cultural assessment needs to be comprehensive. The model assumes that cultural care values, beliefs, and practices are fixed in the cultural and social structural dimensions of society, which include environmental context, language, and ethnohistory. Ethnohistory refers to significant historical experiences of a particular group. For example, many older Americans tend to be frugal and save everything because of their experience with the Great Depression. These patient’s stories reveal the broad picture of who they are and the cultural lifestyle they embrace. Leininger’s model differentiates folk care, which is caring as defined by the people, from health care, which is provided by health care professionals and based on the scientific, biomedical caring system.





[image: image] Box 9-2   Cultural Aspects of Care


Understanding Cultural Safety


It is important for nurses and other health care providers to provide culturally safe care for patients and their families. Health care disparity in minority populations is an international problem, even in multicultural societies. A large body of research has identified that the health of an ethnic group is jeopardized when their cultural identity is demeaned or disempowered. Research has identified associations between perceived racial discrimination and hypertension, low birth weight, and mental disorders (Baker, 2007).


Culturally safe care can be defined as providing an environment in which people are treated with respect for their identity and dignity for who they are and in which a shared experience of listening and learning is created (Johnstone and Kanitsaki, 2007).





 Implications for Practice




• Set culture care as a priority.


• Approach patients and families in a culturally sensitive manner.


• Engage in negotiated partnerships with patients and families.


• Enable the families and social networks of patients to serve as backup support.
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FIG. 9-2 Leininger’s culture care theory and sunrise model. (Reprinted with permission from Leininger MM, McFarland MR: Transcultural nursing: concepts, theories, research and practice, ed 3, New York, 2002, McGraw-Hill.)









Census Data


A nurse begins cultural assessment by knowing population demographic changes in the community setting of practice. Having background knowledge of a culture assists the nurse in conducting a focused assessment. Gather demographics from the local and regional census data and from the demographic breakdown of patients who come to the health care setting. Population demographics include the distribution of ethnic groups, education, occupations, and incidence of the most common illnesses. Comprehensive cultural assessment requires skill and time; preparation and anticipation of need are important.









Asking Questions


One problem in cultural assessment is failing to assess the insider or emic perspective of patients and interpret information during the assessment. Use open-ended, focused, and contrast questions. The aim is to encourage patients to describe values, beliefs, and practices that are significant to their care that health care providers will take for granted unless otherwise uncovered. Culturally oriented questions are by nature broad and require many descriptions (Box 9-3).





Box 9-3   Nursing Assessment Questions





 Open-Ended




• What do you think caused your illness?


• How do you want us to help you with your problem?











 Focused




• Did you have this problem before?


• Is there someone you want us to talk to about your care?











 Contrast




• How different is this problem from the one you had previously?


• What is the difference between what we are doing and what you think we should be doing for you?











 Ethnohistory




• How long have you/your parents resided in this country?


• What is your ethnic background or ancestry?


• How strongly does your culture influence you?


• Tell me why you left your homeland.











 Social Organization




• Who lives with you?


• Whom do you consider members of your family?


• Where do other members of your family live?


• Who makes the decisions for you or your family?


• To whom do you go outside of your family for support?


• What expectations do you have of your family members who are males, females, old, or young?











 Socioeconomic Status




• What do you do for a living?


• How different is your life here from back home?











 Bicultural Ecology and Health Risks




• What caused your problem?


• How does this problem affect or how has it affected your life and your family?


• How do you treat this problem at home?


• What other problems do you have?











 Language and Communication




• What language(s) do you speak at home?


• What language(s) do you use to read and write?


• How should we address you or what should we call you?


• What kinds of communication upset or offend you?











 Caring Beliefs and Practices




• What do you do to keep yourself well?


• What do you do to show someone you care?


• How do you take care of sick family members?


• Which caregivers do you seek when you are sick?


• How different is what we do from what your family does for you when you are sick?


















Establishing Relationships


In contrast to other types of interviews, cultural assessment is intrusive and time consuming and requires a trusting relationship between participants. Miscommunication commonly occurs in intercultural interactions. This is because of language and communication differences between and among participants and differences in interpreting each other’s behaviors. Nurses use transcultural communication skills to interpret the patient’s behavior within his or her own context of meanings and to behave in a culturally congruent way. Transcultural communication manages the impression the nurse makes on the patient to achieve desired outcomes of communication (Purnell and Paulanka, 2008). Transcultural communication requires linguistic skills, culturally congruent interpretation of behaviors of others, listening, and observation skills. In a cultural assessment the goal is to generate knowledge about the patient’s values, beliefs, and practices about nursing and health care. If the nurse’s behavior is offensive to the patient, he or she will not likely participate in the interaction.


To provide safe and effective patient care, you need to develop and use transcultural communication skills and be able to work with interpreters (Box 9-4). Interpreters are more effective when they have knowledge of the culture of the patient. They provide accurate accounts of what is said and, just as important, offer information regarding the cultural beliefs of the patient and family. Interpreters tactfully formulate culturally sensitive questions that provide the health care provider with needed information (Dysart-Gale, 2007). On admission nurses assess and document language(s) patients speak and write and determine if patients need an interpreter.





Box 9-4   Rules of Impression Management







1. Greet patients and their visitors in their own language if possible.


2. Introduce yourself. Tell patients what to call you.


3. Welcome visitors and request them to introduce themselves and explain how they are related to the patient.


4. Thank the visitors for coming.


5. Ask to talk with the patient in private and offer to accompany visitors to the waiting room.


6. Inform visitors that you will call them when you finish with the patient.


7. Tell the patient your purpose.


8. Clarify if the patient wants someone else such as a family member to be present.


9. Avoid asking the patient questions in front of the family or spouse that will put him or her at risk with this group.


10. If the patient needs an interpreter:




a. Introduce yourself to the interpreter.


b. Determine the qualifications of the interpreter.




    (1) Make sure that the interpreter can speak the dialect of the patient.


    (2) Ensure gender, age, and ethnic compatibility of the interpreter with the patient’s preference and topic of discussion.


    (3) Watch for differences in educational and socioeconomic status between the patient and interpreter.


    (4) Orient the interpreter to your purpose and expectation (e.g., assessment of the patient’s level of pain, intent to explain procedure to the patient).





c. Clarify your questions about the interpreter’s training, compatibility with the patient, and the interpreter’s understanding of your expectations beforehand.


d. Introduce the interpreter to the patient.


e. Pace your speech slowly and allow time for back translation.


f. Direct your questions to the patient.


g. Request the interpreter to ask the patient for feedback and clarification at regular intervals.


h. Observe the patient’s nonverbal and verbal behaviors.


i. Thank both the patient and interpreter.





11. Ask the patient with whom you will need to consult for major decisions and how to contact this person.


12. Observe nonverbal behavior and match the degree of distance exhibited by the patient.








Federal mandates for culturally sensitive health care delivery require accommodation for language differences. According to the Office of Minority Health and Health Disparities (2007b), national standards regarding language services include:




• Providing language assistance services free of charge to all patients with limited English at all points of contact.


• Notifying patients, both verbally and in writing, of their rights to receive language-assistance services.


• Using interpreters for patients with limited English proficiency (unless the patient requests that family or friends interpret for them).





The Joint Commission (2010) requires that informed consent materials be in the patient’s language whenever possible and that an interpreter be available whenever discussing informed consent with a patient. If informed consent documents are not available in the patient’s language, The Joint Commission also recommends that the health care provider obtain verbal consent from the patient via the interpreter and that this is thoroughly documented in the patient’s medical record.


Nurses need to know their agencies’ policies and procedures regarding these mandates. Working with interpreters and patients with little or no fluency in English requires skill development. In hospital settings use an interpreter to communicate information about the patient’s medical condition. It is not suitable for family members to translate health care information, but they can assist with ongoing interaction during the patient’s care (Box 9-5).





Box 9-5


Language Access Services







• All health care organizations are required to offer free language assistance, including bilingual staff or interpreter services to each patient with limited English proficiency. These services must be offered in a timely manner at all hours of operation at all points of contact.


• Patients must be informed, in their preferred language, of their right to receive language assistance services both verbally and in written form.


• The competence of bilingual staff and interpreters providing language assistance must be ensured by the health care organization.


• Unless requested by the patient, family and friends should not be used to provide interpretation services.


• Interpreters are more effective when they have knowledge of the culture of the patient.


• Patient-related information and signage must be posted in the service area of the health care organization in the languages of the groups who are commonly served.





Data from Office of Minority Health US Department of Health and Human Services: A patient-centered guide to implementing language across services in healthcare organizations, 2005, http://minorityhealth.hhs.gov/Assets/pdf/Checked/HC-LSIG.pdf





Consider what needs to be discussed with a patient when selecting an interpreter. In some Hispanic and Asian groups a woman’s breasts and genitals generally are not discussed with members of the opposite sex, including male members of one’s family. In some societies, adults occupy a higher status than the young. Children in immigrant groups learn the English language faster than their parents because of their schooling experience in the new culture when they immigrate at a young age. However, assuming that children are ideal interpreters for their parents is an insult to the authority of the parent who has to take directions from a child.


Compatibility between the ethnic backgrounds of the interpreter and patient is another consideration to facilitate trust. An Israeli interpreter may cause much anxiety and distrust in a Palestinian immigrant who experienced violence from these groups in the home country. Socioeconomic and educational differences between interpreters and patients sometimes become barriers to effective interpretation. Interpreters need training not only in interpretation but also in knowing their role, which is to repeat back what the patient said without judging the content.









Selected Components of Cultural Assessment


Nurses learn various skills needed to gather an accurate and comprehensive cultural assessment. The following components of cultural assessment provide insight into the type of information that is useful in planning and delivering nursing care.






Family Structure


Integrate patients’ and families’ concepts of meaningful and supportive care into nursing care (see Chapter 7). Caring expressions integrate the central values of a culture. In collectivistic cultures caring means active involvement of the group, emphasizing mutual and reciprocal obligations of members to care for one another. When caring for patients from collective cultures, work with patients’ families as a group, looking for ways the family can participate in basic care activities. Understand the family’s social hierarchy and assume a collaborative role with patients and their families.


Culture differentiates caring roles of males and females. In many cultures caretaking tasks are the primary responsibility of women; men provide financial support and make major decisions. Age and position in the social hierarchy also influence caring roles and responsibilities. In some cultures older women are the first group consulted during illness of family members and in the care of women and children.









Ethnic Heritage and Ethnohistory


Knowledge of a patient’s country of origin and its history and ecological contexts are significant to health care. For example, Haitian immigrants have linguistic and communication patterns distinct from those of Jamaicans, even though they both come from the Caribbean and have a common history of slavery. Differences come from their colonial history and intermingling with the local indigenous people. As a result of cultural differences between India and Jamaica, Hindu immigrants from Jamaica have different cultural characteristics from those originating from India. Hindu immigrants from Jamaica often have nutritional, communication, and health patterns more similar to African Jamaicans than South Asian Hindus. In caring for an Indian Hindu who grew up in Jamaica, expect the patient to interact more like a Jamaican, even though the person looks like he or she is from south India.


Immigration from one country to another occurs for various reasons. Refugees are relocated without any choice in their initial residence, in contrast to immigrants, who have options as to where they go. Refugees experience greater dislocation and deprivation than immigrants who enter a new country with specialized skills and education and have the option to return to their homeland. Age of immigration often determines the level of acculturation, with younger immigrants acculturating faster than older immigrants. Although acculturation and length of residence in the new culture are related, other factors such as education, racial characteristics, and familiarity with the language affect the extent of a person’s acculturation. Ask patients about the condition or situation that brought them to the United States and how they think they are adjusting. Socioeconomic status in the new society is often not comparable to one’s previous status in the country of origin. New immigrants often begin with small resources but keep the values and desires of their previous economic status. Assess for problems (such as financial hardships, becoming comfortable with the language, or understanding the routines used to set medical appointments) to make reasonable and appropriate adjustments to care. Refer patients to community resources when possible.









Bicultural Effects on Health


Identify patients’ health risks related to sociocultural and biological history on admission. Some distinct health risks are the result of the ecological context of the culture. For example, immigrants originating from the region near the Nile River are generally at risk for parasitic infestations that are prevalent in that area. Immigrants from the Third World with poor sanitary conditions and water supply are at risk for infections such as hepatitis. Certain genetic disorders are also linked with specific ethnic groups such as Tay-Sachs among Ashkenazi Jews and malignant hypertension among African Americans. Lactose intolerance is frequently observed among Asians, Africans, and Hispanics (Office of Minority Health, 2005).









Social Organization


Cultural groups consist of units of organization defined by kinship, status, and appropriate roles for their members. In the dominant American society the most common unit of social organization is the nuclear family, in which married children and adults establish separate residences from their parents. Although different configurations of a family exist, the most common is the nuclear household made up of parents and their young children (see Chapter 10). In collectivistic cultures families are made up of distant blood relatives across three generations and fictive or nonblood kin. Kinship extends to both the father’s and mother’s side of the family (bilineal) or is limited to the side of either father (patrilineal) or mother (matrilineal). Patrilineally extended families exist among Chinese and Hindus, in which a woman moves into her husband’s clan after marriage and minimizes ties with her own parents and siblings. Consider all options when determining a patient’s next of kin. This is especially relevant to new immigrants and refugees, who often have not relocated with all members of their family. Collectivistic groups often regard members of their ethnic group as closest kin and want to consult them for health care decisions and permit them to speak on their behalf.


A patient’s status within the social hierarchy is generally linked with qualities such as age, gender, and achieved status such as education and position. The dominant culture in the United States emphasizes achievement as the determinant of status, whereas most collectivistic cultures give higher priority to age and gender. The eldest male is next to his father in terms of authority in many Asian and African cultures. A Korean mother is subject to the authority of her oldest son in the absence of her husband. Sometimes an adult Hispanic woman will not sign informed consent for surgery or other medical procedures without consulting her husband, oldest son, or brothers. Older adults occupy higher status in some societies, resulting in grandparents forcing their decisions over their married children regarding the care of the grandchildren. Determine who has authority for making decisions within the family and how to communicate with the proper individuals.


Culture defines the expected roles of its members. Certain behaviors are acceptable in children but not in adults. Gender also differentiates role expectations. For example, among devout Muslims females perform the task of caregiving, whereas males are the financial providers and major decision makers. Thus nurses need to anticipate that some Muslim women insist on staying at the bedside of their children, in-laws, or husbands. However, do not assume that, just because the woman is the primary caregiver, she will make decisions independently. Determine the family social hierarchy as soon as possible to prevent offending patients and their families. Working with established family hierarchy prevents delays and achieves better patient outcomes.









Religious and Spiritual Beliefs


Religious and spiritual beliefs frequently influence the patient’s worldview about health and illness, pain and suffering, and life and death. Determine the patient’s religious and spiritual beliefs and their effect on health care during admission. Also understand the emic perspective of your patients. For example, to a Hmong animist spirits are dead ancestors or forces external to the person. To some Americans spirituality means an inner, personal relationship with God. Although it is sometimes difficult to find the appropriate time to discuss religion and spirituality in a hospital setting, nurses need to assess what is important to the spiritual well-being of patients and learn as much as possible about their spiritual and religious practices (see Chapter 35).


Devout Muslims pray five times daily and undergo an obligatory ritual cleansing of some parts of their body before praying. Anticipate the ritual cleansing needs of the patient and provide privacy for praying. For example, reschedule diagnostic procedures to allow Buddhist patients to participate in the festivities of their New Year. Anticipating the needs of Orthodox Jewish patients during the Sabbath, when they refrain from using electrical appliances, requires creative accommodations by the staff such as placing articles of care near the patient so he or she does not need to use the call light or telephone to get assistance. Determine how to contact the patient’s next of kin who are unreachable by telephone during the Sabbath in case emergencies arise.


Religious beliefs are evident in patients’ dietary practices (Box 9-6). Devout Hindus avoid beef, and many are vegetarians. Many Buddhists are vegetarians as well. Halal foods, which include meat, fish, fresh fruit, vegetables, eggs, milk, and cheese, are permissible for Muslims. Halal meat comes from animals slaughtered during a prayer ritual. Prohibited, or Haram, foods include non-Halal meat, animals with fangs, pork products, gelatin products, and alcohol (Edelstein, 2011). Muslims fast during the daylight hours for the 28 days of Ramadan, which occurs during the ninth lunar month. Although children and sick and frail individuals are exempt from fasting, do not assume that these individuals eat regular meals during Ramadan. Rescheduling treatments and medications is often necessary to prevent complications such as hypoglycemia.





Box 9-6   Patient Teaching


Cultural Considerations in Healthy Food Choices





 Objective




• Patient will verbalize healthy foods that are culturally appropriate.











 Teaching Strategies




• Refer patient to speak with a dietitian who is familiar with cultural food choices.


• Develop a diet plan that includes patient’s cultural diet preferences.


• Provide culturally sensitive teaching brochures that describe healthy food choices.


• Include people in family who help shop for and prepare food in the home.











 Evaluation




• Ask patient to keep a food diary for 1 week and evaluate food choices.


• Ask patient to describe how cultural food choices will fit within his or her prescribed diet.











Jewish patients who follow a kosher diet avoid meat from carnivores, pork products, and fish without scales or fins. Kosher meat comes from permissible animals that are slaughtered with the least amount of suffering. Kosher foods must not be contaminated by nonkosher foods. Thus meat is served separately from dairy, and dishes used for serving and eating these products are also separated (Edelstein, 2011).


The nursing staff needs to have background information available about major holy days and practices for commonly encountered religions. Such information prevents scheduling nonemergency treatments and procedures on major holy days such as the Jewish holidays Yom Kippur, Rosh Hashanah, or Passover. Religious mandates followed by Jehovah’s Witnesses require followers to have bloodless surgery and avoid blood transfusions. Identify and contact patients’ religious and spiritual leaders before problems occur and work with these leaders to mediate in times of crisis.


Life transitions are often manifested in religious and spiritual beliefs. Male circumcision occurs among Jewish and Islamic groups. Female circumcision is common among some African and Muslim groups. Anointing of the sick is a Roman Catholic sacrament. Hospitalized Catholic patients often receive daily communion. The family of a critically ill Jewish patient turns his or her head eastward or to the right side. The family of a dying Hindu remains at the bedside to place a drop of the holy water from the River Ganges on the patient’s lips immediately after death to help his or her soul to the next life. A dying Hispanic patient is not left alone so a close kin is able to hear the patient’s wishes, allowing the soul to leave in peace.









Foods with Cultural Significance


Many foods have cultural significance and are adopted for traditional celebrations, medicinal purposes, and general nutritional health. For instance, in Italy it is a tradition to eat eel on Christmas Eve. It symbolizes a new beginning because eels replace their skin as they shed it. In Sweden the smorgasbord is an important part of special events such as holidays and weddings (Edelstein, 2011). Cake is a part of birthday and wedding celebrations in the United States. Russians consider honey to have healing qualities and use it to treat colds and coughs. Many Japanese follow traditional beliefs that food should be consumed as close to its natural state as possible, for instance raw fish (sashimi) used in making sushi.









Communication Patterns


Cultural groups have distinct linguistic and communication patterns. These patterns reflect core cultural values of a society. In the dominant American culture that supports individualism, people value assertive communication because it manifests the ideal of individual autonomy and self-determination. In collectivistic cultures the context of relationships among participants shapes communication. Promoting group harmony is a priority; thus participants interact based on their expected positions and relationships within the social hierarchy. Individuals are more likely to remain respectful and show deference to older adults or family leaders, even though they disagree on an issue. Differences in status and position, age, gender, and outsider versus insider determine the content and process of communication (Box 9-7). Among Asian cultures face-saving communication promotes harmony by indirect, ambiguous communication and conflict avoidance. In this culture spoken messages often have little to do with their meanings. Saying “no” to a superior or older person is not permissible. An affirmative response only means that “I heard you”; it is not full agreement. This type of response is likely to happen in a health care setting because a health care provider is perceived as a person of authority to some Asian, African, or Hispanic patients. Observing a patient’s behavior and clarifying messages heard from a trusted insider prevents misinterpretation.





Box 9-7   Focus on Older Adults


Culturally Sensitive Communication







• Ask older adults how they like to be addressed. If in doubt, address them formally (e.g., Mr. Lin) (Meiner, 2011).


• Determine patient’s preferences for touch (Meiner, 2011). For example, in the United States Americans often greet each other with a firm handshake. However, many Native Americans see this as a sign of aggression, and touch outside of marriage is sometimes forbidden in older adults from the Middle East.


• Investigate the patient’s preferences for silence (Meiner, 2011). Generally Eastern cultures value silence, whereas Western cultures are uncomfortable with it.


• Be aware of the patient’s beliefs about eye contact during conversation (Meiner, 2011). In European American cultures direct eye contact is a sign of honesty and truthfulness. However, eye contact with other groups such as older Native Americans is not allowed. Older Asian adults sometimes avoid eye contact with authority figures because it is considered disrespectful, and direct eye contact between genders in Middle Eastern cultures is sometimes forbidden except between spouses.








In cultural groups with distinct linear hierarchy, negotiation of conflict occurs among people within the same level of position or authority. Identifying and working with established family hierarchy prevents miscommunication. In cultures with highly differentiated gender roles some patients place more value on the advice of a man than a woman. By recognizing and working within this cultural context, nurses become more effective in achieving outcomes.


Culture also shapes nonverbal communication. It influences the distance between participants in an interaction, the degree of eye contact, the extent of touching, and how much private information the patient shares. Patients use less distance when speaking to trusted insiders and persons of the same age, gender, and position in the social hierarchy. Many ethnic groups tend to speak their own dialect with insiders for ease and privacy and as a marker of insider status. To minimize this distance when communicating with patients, nurses establish rapport and behave in a culturally congruent manner through impression management.












Time Orientation


All cultures have past, present, and future time dimensions. This information is useful in planning a day of care, setting up appointments for procedures, and helping a patient plan self-care activities in the home. The dominant American culture is future-time oriented, and people from this culture tend to schedule their time. When working with patients who are future-time oriented, it is important to plan and adhere to a schedule (Srivastava, 2007). Future-time orientation minimizes present time; thus communication tends to be direct and focused on task achievement. The rushed, hurried, and businesslike communication of a future-time oriented person may appear uncaring or disrespectful to those who are present or past-time oriented.


In some cultures time is oriented to the present, and events take place when the person arrives. Present-time orientation is in conflict with the dominant future-time orientation in health care that emphasizes punctuality and adherence to appointments. Within present-time oriented cultures it is acceptable to be late to appointments. When making appointments and referrals, explore and manage anticipated barriers to time adherence with the patient. Anticipate conflicts and make adjustments when caring for ethnic groups that value present-time orientation. African Americans, Puerto Ricans, Mexicans, Chinese, and Native Americans are some of the groups that value present-time orientation (Giger and Davidhizar, 2008). Past-time orientation is associated with adaptive cultures and populations who are exposed to situations that require immediate action such as immigrant populations (Crockett et al., 2009). Improving a patient’s access to health services mandates culturally congruent time schedules that accommodate cultural patterns.












Caring Beliefs and Practices


Obtain information about folk remedies and cultural healers that the patient uses. Assessment data yield information about the patient’s beliefs about the illness and the meaning of the signs and symptoms. Focus assessment on the emic perspective of the patient. Allowing the patient to describe the meanings of care and identify caring behaviors is fundamental to culturally congruent care.






Experience with Professional Health Care


Understanding the emic perspective of the patient about professional health care is valuable in correcting misconceptions and preventing culturally offensive actions. Previous encounters with professional caregivers affect patients’ adherence to therapies and continuing access of services. For example, if a patient previously had problems with male caregivers, assign female caregivers to the patient whenever possible. If a patient perceives an essential health care resource to be inaccessible, help to find a way to connect the patient with the resource. Partnership between health care professionals and the community provides proactive and open feedback from culturally diverse patient groups. Use of comparative assessment questions gives nurses insight into patients’ perceptions and reactions to different aspects of the health care system and facilitates evaluation of patient outcomes.









Culturally Congruent Care


To provide culturally congruent care it is important to identify potential conflicts between patients’ health care needs and their health care practices and cultural values. Leininger (2006) identified three nursing decision and action modes to achieve culturally congruent care. All three modes of professional decisions and actions assist, support, facilitate, or enable people of particular cultures.




1. Cultural care preservation or maintenance—Retain and/or preserve relevant care values so patients maintain their well-being, recover from illness, or face handicaps and/or death.


2. Cultural care accommodation or negotiation—Adapt or negotiate with others for a beneficial or satisfying health outcome.


3. Cultural care repatterning or restructuring—Reorder, change, or greatly modify patients’ lifestyles for a new, different, and beneficial health care pattern.





Nurses are able to use any or all of these action modes simultaneously. These actions require that nurses have knowledge of patients’ culture and the willingness, commitment, and skills to work with patients and families in decision making. The intended outcome of these actions and decisions is meaningful, supportive, and facilitative care as judged by the patient.












Key Points







• Culture is the context for interpreting human experiences such as health and illness and provides direction to decisions and actions.


• Culturally congruent care is meaningful, supportive, and facilitative because it fits valued life patterns of patients.


• Nurses achieve culturally congruent care through cultural assessment and the application of cultural preservation, accommodation, and repatterning.


• Culturally competent care requires knowledge, attitudes, and skills supportive of implementation of culturally congruent care.


• Cultural assessment requires a comprehensive and thorough investigation of a patient’s cultural values, beliefs, and practices.


• Transcultural nursing is a comparative study and understanding of cultures to identify specific and universal caring constructs across cultures.


• Impression management facilitates culturally congruent communication and intercultural relationships.













Clinical Application QUESTIONS






Preparing for Clinical Practice


A 43-year-old male patient, who is an Orthodox Jew, is hospitalized following a motor vehicle accident. The nurse caring for the patient notes that he has not touched most of the food on his plate and has only eaten his bread and fruit. In reviewing the patient’s intake over the past 2 days, the nurse notes that this patient has eaten very little. The nurse reviews the patient’s diet order and finds that his diet orders indicate that he is to receive no pork products. The patient was served meatloaf, macaroni and cheese, green beans, a dinner roll, and a fresh peach for lunch. For dinner he was served lasagna, breadsticks, a salad, and a pear for dessert.




1. Explain possible causes for the patient’s poor appetite.


2. Identify nursing interventions to help increase the patient’s food intake.


3. Of the three nursing decisions and action modes described by Leininger (2006), explain which one is the most appropriate for this patient.





[image: image] Answers to Clinical Application Questions can be found on the Evolve website.















Review Questions






Are You Ready to Test Your Nursing Knowledge?







1. A 6-month-old child from Guatemala was adopted by an American family in Indiana. The child’s socialization into the American midwestern culture is best described as:




    1. Assimilation.


    2. Acculturation.


    3. Biculturalism.


    4. Enculturation.





2. A 46-year-old woman from Bosnia came to the United States 6 years ago. Although she did not celebrate Christmas when she lived in Bosnia, she celebrates Christmas with her family now. This woman has experienced assimilation into the culture of the United States because she:




    1. Chose to be bicultural.


    2. Adapted to and adopted the American culture.


    3. Had an extremely negative experience with the American culture.


    4. Gave up part of her ethnic identity in favor of the American culture.





3. To enhance their cultural awareness, nursing students need to make an in-depth self-examination of their own:




    1. Motivation and commitment to caring.


    2. Social, cultural, and biophysical factors.


    3. Engagement in cross-cultural interactions.


    4. Background, recognizing personal biases and prejudices.





4. Which of the following is required in the delivery of culturally congruent care?




    1. Learning about vast cultures


    2. Motivation and commitment to caring


    3. Influencing treatment and care of patients


    4. Acquiring specific knowledge, skills, and attitudes





5. A registered nurse is admitting a patient of French heritage to the hospital. Which question asked by the nurse indicates that the nurse is stereotyping the patient?




    1. “What are your dietary preferences?”


    2. “What time do you typically go to bed?”


    3. “Do you bathe and use deodorant more than one time a week?”


    4. “Do you have any health issues that we should know about?”





6. When action is taken on one’s prejudices:




    1. Discrimination occurs.


    2. Delivery of culturally congruent care is ensured.


    3. Effective intercultural communication develops.


    4. Sufficient comparative knowledge of diverse groups is obtained.





7. A nursing student is doing a community health rotation in an inner-city public health department. The student investigates sociodemographic and health data of the people served by the health department, and detects disparities in health outcomes between the rich and poor. This is an example of a(n):




    1. Illness attributed to natural and biological forces.


    2. Creation of the student’s interpretation and descriptions of the data.


    3. Influence of socioeconomic factors in morbidity and mortality.


    4. Combination of naturalistic, religious, and supernatural modalities.





8. Culture strongly influences pain expression and need for pain medication. However, cultural pain is:




    1. Not expressed verbally or physically.


    2. Expressed only to others from a similar culture.


    3. Usually more intense than physical pain.


    4. Suffered by a patient whose valued way of life is disregarded by practitioners.





9. Which of the following best represents the dominant values in American society on individual autonomy and self-determination?




    1. Physician orders


    2. Advance directive


    3. Durable power of attorney


    4. Court-appointed guardian





    10. The nurse at an outpatient clinic asks a patient who is Chinese American with newly diagnosed hypertension if he is limiting his sodium intake as directed. The patient does not make eye contact with the nurse but nods his head. What should the nurse do next?




    1. Ask the patient how much salt he is consuming each day


    2. Discuss the health implications of sodium and hypertension


    3. Remind the patient that many foods such as soy sauce contain “hidden” sodium


    4. Suggest some low-sodium dietary alternatives





    11. A female Jamaican immigrant has been late to her last two clinic visits, which in turn had to be rescheduled. The best action that the nurse could take to prevent the patient from being late to her next appointment is:




    1. Give her a copy of the city bus schedule.


    2. Call her the day before her appointment as a reminder to be on time.


    3. Explore what has prevented her from being at the clinic in time for her appointment.


    4. Refer her to a clinic that is closer to her home.





    12. A nursing student is taking postoperative vital signs in the postanesthesia care unit. She knows that some ethnic groups are more prone to genetic disorders. Which of the following patients is most at risk for developing malignant hypertension?




    1. Ashkenazi Jew


    2. Chinese American


    3. African American


    4. Filipino





    13. A community health nurse is making a healthy baby visit to a new mother who recently emigrated to the United States from Ghana. When discussing contraceptives with the new mom, the mother states that she won’t have to worry about getting pregnant for the time being. The nurse understands that the mom most likely made this statement because:




    1. She won’t resume sexual relations until her baby is weaned.


    2. She is taking the medroxyprogesterone (Depo-Provera) shot.


    3. Her husband was recently deployed to Afghanistan.


    4. She has access to free condoms from the clinic.





    14. During their clinical postconference meeting, several nursing students were discussing their patients with their instructor. One student from a middle-class family shared that her patient was homeless. This is an example of caring for a patient from a different:




    1. Ethnicity.


    2. Culture.


    3. Heritage.


    4. Religion.





    15. When interviewing a Native American patient on admission to the hospital emergency department, which questions are appropriate for the nurse to ask? (Select all that apply.)




    1. Do you use any folk remedies?


    2. Do you have a family physician?


    3. Do you use a Shaman?


    4. Does your family have a history of alcohol abuse?








Answers:1. 4; 2. 2; 3. 4; 4. 4; 5. 3; 6. 1; 7. 3; 8. 4; 9. 2; 10. 1; 11. 3; 12. 3; 13. 1; 14. 2; 15. 1, 2, 3.
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EXPLORATORY STUDY OF
NURSES’ PRESENCE IN DAILY
CARE ON AN ONCOLOGY UNIT
(OSTERMAN ET AL [2010)]

IMPORTANCE OF KNOWING THE
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(CROCKER AND SCHOLES [2009])
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Usually external, such as 3 grant
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patient outzames and effcency of
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