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Preface

As the 21st century begins, nurses face a future characterized
by changes comparable to those of no preceding century:

e Science and technology have made the world smaller by
making it more accessible.

e Mass communication is more widespread, and information
is now just an instant away and very easy to obtain.

e Economies are more global than regional.

e Industrial and social changes have made world travel and
cultural exchange common.

Today’s nurses enter a realm of opportunities and challenges for
providing high-quality, evidence-based care in traditional as well as
new and innovative health care settings. The rapid changes in
health care mandate that nurses be prepared to provide or plan care
across the continuum of settings—from hospital or clinic, to home,
to community agencies or hospice settings—and during all phases
of illness. Recent research has indicated that nurses make significant
contributions to the health care outcomes of patients who are hos-
pitalized. Therefore, today’s nurses must be prepared to identify
patients’ short- and long-term needs quickly and to collaborate ef-
fectively with patients and families, other members of the health care
team, and community agencies to create a seamless system of care.
The continued emphasis on health promotion efforts to keep well
people healthy and to promote a higher level of well-being among
those with acute and chronic illnesses requires today’s nurses to as-
sist patients in adopting healthy lifestyles and strategies. Mapping
of the human genome and other advances in genetics have moved
the issue of genetics to the bedside and increased the need for nurses
to become knowledgeable about genetics-related issues.

In preparing for these vast opportunities and responsibilities,
today’s nurses must be well informed and up-to-date, not only in
nursing knowledge and skills but also in research findings, scien-
tific advances, and the ethical dilemmas inherent in many areas of
clinical practice. More than ever, today’s nurses need to think crit-
ically, creatively, and compassionately.

This tenth edition of Brunner & Suddarth’s Textbook of Medical-
Surgical Nursing is designed for the 21st century and nurses’ need to
be knowledgeable, highly skilled, perceptive, caring, and compas-
sionate. A goal of the textbook is to provide balanced attention to
the art and science of adult medical-surgical nursing. It addresses
nursing care issues from a physiological, pathophysiological, and
psychosocial context and assists the reader to identify priorities of
care from that context.

ABOUT THE TENTH EDITION
The tenth edition of Brunner and Suddarth’s Textbook of Medical

Surgical Nursing was constructed to provide today’s nursing stu-
dents with an understanding of the nurse’s role in health and illness
within evolving practice environments and across the spectrum of
health and illness. The textbook’s content has been revised and up-
dated by experts in the field to reflect current practice and advances
in health care and technology.

NEW CHAPTERS: GENETICS, END-OF-LIFE
CARE, AND BIOTERRORISM

Nursing knowledge is constantly expanding. Chapter 9, Genetics
Perspectives in Nursing Practice, was written in response to genetics
information identified during the last few years. Every nurse needs
to be aware of the influence of genetics on health and illness, and
every nurse needs to have the knowledge and skill to answer pa-
tients’ questions concerning their heredity and health. In addition
to Chapter 9, genetics content has been incorporated into each
clinical unit of the textbook.

Chapter 17, End-of-Life Care, also new to the tenth edition, ad-
dresses some of the questions posed by technologies that can pro-
long life, often in the face of insurmountable obstacles. The chapter
discusses the nurse’s role as it pertains to quality of life, prolonga-
tion of dying, pain relief, allocation of resources, ethical issues,
communication, healing, spirituality, and patient and family care.
It emphasizes the pivotal role of the nurse in providing end-of-life
care.

A third new chapter—Chapter 72, Terrorism, Mass Casualty,
and Disaster Nursing—completes the text by reviewing the nurse’s
role in relation to patients affected by terrorism and other disasters.
Among the issues addressed are emergency preparedness and plan-
ning, triage in cases of mass casualty, radiation, chemical and bio-
logic weapons, ethical conflict, stress management, and survival.

NANDA, NIC, NOC: LINKS, LANGUAGES,
AND CONCEPT MAPS

Although Brunner & Suddarth’s Textbook of Medical-Surgical
Nursing has long used nursing diagnoses developed by the North
American Nursing Diagnosis Association (NANDA), this edition
presents the links between the NANDA diagnoses and the Nurs-
ing Interventions Classification (NIC) and Nursing-sensitive Out-
comes Classification (NOC). The opening page of each unit
presents a concept map illustrating these three classification sys-
tems and their relationships. Each unit’s concept map is accom-
panied by a case study and a chart presenting examples of actual
NANDA, NIC, and NOC terminologies related to the case study.
This material is included to introduce the reader to the NIC and
NOC language and classifications and bring them to life in the
clinical realm. Faculty and students alike may use some of the
issues presented in the case studies as a springboard for develop-
ing their own concept maps.

RECENT NURSING RESEARCH
AND OTHER FEATURES

As before, Nursing Research Profiles included in the chapters
identify the implications and applications of recent nursing re-
search findings for nursing practice. The chapters also include
charts and text detailing special considerations in caring for the
elderly patient and for those with disabilities.

xi
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Each chapter opens with Learning Objectives and a Glossary.
Throughout the text the reader will find Nursing Alerts as well as
specialized charts focusing on

e Physiology/Pathophysiology
Risk Factors

Assessment

Plans of Nursing Care
Pharmacology

Home Care

Patient Education

Health Promotion

Ethics and Related Issues
Guidelines

Gerontological Considerations
Genetics in Nursing Practice

[lustrations, photographs, charts, and tables supplement the
text and round out the applied-learning experience. Each chapter
concludes with Critical Thinking Exercises, References and Selected
Readings, and a list of specialized Resources and Websites.

MANY MORE OF THE LATEST RESOURCES

Additional learning tools accompany the tenth edition and offer
visual, tactile, and auditory reinforcement of the text. These re-
sources include:

¢ CD-ROM to help students test their knowledge and enhance
their understanding of medical-surgical nursing. This CD in-
cludes 500 self-study questions organized by unit; 3000 bonus
NCLEX-style cross-disciplinary questions; 3-D animated il-
lustrations that explain common disease processes; and in-
teractive clinical simulations.

¢ Student Study Guide to further enhance the learning ex-
perience (available at student bookstores)

¢ Instructor’s Resource CD-ROM to help facilitate class-
room preparation, with an instructor’s manual, test gener-
ator, and searchable image collection, among other features

e Supplemental cartridges for Blackboard and WebCT

¢ Connection Website—Get connected at connection. L\WW.

com/go/smeltzer.
The tenth edition of Brunner and Suddarth’s Textbook of

Medical-Surgical Nursing continues the tradition of presenting
up-to-date content that addresses the art and science of nursing
practice. The updating of the material and use of a variety of
teaching methods to convey that content are intended to provide
the nursing student and other users of the textbook with infor-
mation needed to provide quality care to patients and families
across health care settings and in the home.

Suzanne C. O ’Connell Smeltzer, RN, EDD, FAAN
Brenda G. Bare, RN, MSN
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Chart 16-5
Home Care Checklist

Chemotherapy Administration

I
i

[

b

Encourage alternating activity with rest
periods. Allow patient to make some de-
cisions (bath, shaving) about care based
on tolerance level.

Encourage use of an inspiratory muscle
trainer if prescribed.

2. Pacing activities permits patient to per-

form activities without excessive distress.

3. Strengthens and conditions the respira-

tory muscles.

and paces activities
Uses inspiratory muscle trainer as pre-
scribed

Nursing Diagnosis: Self-care deficits related to fatigue secondary to increased work of breathing and insufficient

ventilation and oxygenation

Goal: Independence in self-care activities

1

[

b

. Teach patient to coordinate diaphragmatic

breathing with activity (cg, walking,
bending).

Encourage patient to begin to bathe sclf,
dress sclf, walk, and drink fluids. Discuss
energy conservation measures.

‘Teach postural drainage if appropriate.

1. This will allow the patient to be more ac-
tive and to avoid excessive fatigue or dys-
pnea during activity.

2. As condition resolves, patient will be able

to do more but needs to be encouraged to
avoid increasing dependence.

3. Encourages patient to become involved

in own care. Prepares patient to manage
at home.

Uses controlled breathing while bathing,
bending, and walking

Paces activities of daily living to alternate
with rest periods to reduce fatigue and
dyspnea

Describes energy conservation strategies
Performs same self-care activities as before
Performs postural drainage correctly

Nursing Diagnosis: Activity intolerance due to fatigue, hypoxemia, and ineffective breathing patterns

tioned consume
n additional bur-
gh regular, graded
sups become

A Home Care Checklists—include guidelines
on goals and management of home-based patients.

P

Encourage activity to level of symptom
tolerance.

splishment racher

[ATTE———

2. Activity reduces tension and decreases
degree of dyspnea as patient becomes
conditioned.

Performs activities with less shortness of
breach

Verbalizes need to exercise daily and
demonstrates an exercise plan to be carried

At the completion of the home care instruction, the patient or caregiver will be able to: Patient  Caregiver :Eﬁfi‘,ﬁ:,:fhéo o wsli;l;:‘;;admlly increases walking
¢ Demonstrate how to administer the chemotherapy agent in the home. v 4 recyce of iﬁ;i’iﬁ‘dism“ eofprarmplyel
¢ Demonstrate safe disposal of needles, syringes, IV supplies, or unused chemotherapy medications. v v * Exercises both upper and lower body
o List possible side effects of chemotherapeutic agents. v v B
e List complications of medications necessitating a call to the nurse or physician. v v
e List complications of medications necessitating a visit to the emergency department. v 4
e List names and telephone numbers of resource personnel involved in care (ie, home care nurse, infusion ialization, anxiety, depression, lower activity level,

services, IV vendor, equipment company). v v
¢ Explain treatment plan (protocol) and importance of upcoming visits to physician. v v

Iswill promotea o Expresses interest in the future

Participates in the discharge plan
Discusses activities or methods that can be
performed to ease shortness of breath
Uses relaxation techniques appropriately
Expresses interest in a pulmonary rehabili-
tation program

(continued)
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FIGURE 22-1 Pathophysiologic processes in rhinitis and sinusitis. Although
pathophysiologic processes are similar in rhinitis and sinusiris, they affect dif-
ferent structures. In thinitis (A), the mucous membranes lining the nasal pas-
sages become inflamed, congested, and edematous. The swollen nasal conchae
block the sinus openings, and mucus is discharged from the nostrils. Sinusitis
(B) is also marked by inflammation and congestion, with thickened mucous
sccretions filling the sinus cavitics and occluding the openings.

A Pathophysiology Displays—
utilize illustrations and algorithms
to demonstrate processes.

o PATIENT EDUCATION
' Breathing Exercises

General Instructions

Chart 17-6 ¢ ASSESSMENT

Nursing Assessment of Symptoms
Associated With Terminal Illness

How is this symptom affecting the patient’s life?

family?

and relationships with others?

‘What makes the symptom better?

What makes it worse?

Is it worse at any particular time of the day?

What are the patient’s expectations and goals for m
symptom? The family’s?

How is the patient coping with the symptom?
What is the economic effect of the symptom and it:
management?

Adapted from Jacox, A., Carr, D. B., & Payne, R. (1994). M
cancer pain. Rockville, MD: AHCPR.

A Assessment Displays—
provide clinical features

of diseases and disorders
and include guidelines for
assessing health history and
exam findings.

Pharmacology Charts—review »
recent or common drug therapies
with discussion of clinical trials
where appropriate.

Risk Factors for Hypoventilation

What is the meaning of the symptom to the patient? To the

How does the symptom affect physical functioning, mobility,
comfort, sleep, nutritional status, elimination, activity level,

PHARMACOLOGY

Investigational Antineoplastic Therapies
and Clinical Trials

Evaluation of the effectiveness and toxic potential of promising new
modalities for preventing, diagnosing, and treating cancer is accom-
plished through clinical trials. Before new chemotherapy agents are
approved for clinical use, they are subjected to rigorous and lengthy
evaluations to identify beneficial effects, adverse effects, and safety.

 Phase I clinical trials determine optimal dosing, scheduling,

and roxicity.

® Phase Il trials determine effectiveness with specific tumor
types and further define toxicities. Participants in these early
trials are most often those who have not responded to stan-
dard forms of treatment. Because phase I and II trials may
be viewed as last-chance efforts, patients and families are
fully informed about the experimental nature of the trial
therapies. Although it is hoped that investigational therapy
will effectively treat the disease, the purpose of early phase
trials is to gather information concerning maximal tolerated
doses, adverse effects, and effects of the antineoplastic agents
on tumor growth.
Phase I11 clinical trials establish the effectiveness of new
medications or procedures as compared with conventional
approaches. Nurses may assist in the recruitment, consent,
and education processes for patients who participate. In
many cases, nurses are instrumental in monitoring adher-
ence, assisting patients to adhere to the parameters of the
trial, and documenting data describing patients’ responses.
The physical and emotional needs of patients in clinical tri-
als are addressed in much the same way as those of patients
who receive standard forms of cancer treatment.
Phase IV testing further investigates medications in terms of
new uses, dosing schedule, and toxicities.

<« Risk Factor
Charts—outline
factors that may impair

Breathe slowly and rhythmically to exhale completely and

empty the lungs completely.

Inhale through the nose to filter, humidify, and warm the
air before it enters the lungs.

If you feel out of breath, breathe more slowly by prolonging
the exhalation time.

e Keep the air moist with a humidifier.

Diaphragmatic Breathing
Goal: To use and strengthen the diaphragm during breathing

¢ Place one hand on the abdomen (just below the ribs) and
the other hand on the middle of the chest to increase the
awareness of the position of the diaphragm and its function
in breathing.
Breathe in slowly and deeply through the nose, letting the
abdomen protrude as far as possible.
Breathe out through pursed lips while tightening (contract-
ing) the abdominal muscles.
Press firmly inward and upward on the abdomen while
breathing out.
Repeat for 1 minute; follow with a rest period of 2 minutes.
Gradually increase duration up to 5 minutes, several times a
day (before meals and at bedtime).

Pursed-Lip Breathing

Goal: To prolong exhalation and increase airway pressure during ex-
piration, thus reducing the amount of trapped air and the amount
of airway resistance.

Inhale through the nose while counting to 3—the amount
of time needed to say “Smell a rose.”

Exhale slowly and evenly against pursed lips while tighten-
ing the abdominal muscles. (Pursing the lips increases intra-
tracheal pressure; exhaling through the mouth offers less
resistance to expired air.)

Count to 7 while prolonging expiration through pursed
lips—the length of time to say “Blow out the candle.”

While sitting in a chair:

Fold arms over the abdomen.

Inhale through the nose while counting to 3.

Bend forward and exhale slowly through pursed lips while
counting to 7.

While walking:

e Limited neurologic impulses transmitted from the brain to the
respiratory muscles, as in spinal cord trauma, cerebrovascular
accidents, tumors, myasthenia gravis, Guillain-Barré
syndrome, polio, and drug overdose

Depressed respiratory centers in the medulla, as with anesthesia
and drug overdose

Limited thoracic movement (kyphoscoliosis), limited lung
movement (pleural effusion, pneumothorax), or reduced
functional lung tissue (chronic pulmonary diseases, severe

pulmonary edema)

health (eg, carcinogens,
environmental factors),
and offer preventive
measures to sidestep
them.

gg%‘% Gerontologic Considerations

Factors Contributing to Urinary Tract Infection

in Older Adults

Gerontologic >  High incidence of chronic illness

Considerations—
provide specific
information relevant to
the older population.

Frequent use of antimicrobial agents

Presence of infected pressure ulcers

Immobility and incomplete emptying of bladder
Use of a bedpan rather than a commode or toilet

Inhale while walking two steps.
Exhale through pursed lips while walking four or five steps.

« Patient Education Boxes—provide
suggestions on such topics as self-care,
or how to cope with health challenges.



NURSING ALERT It is the responsibility of all nurses, and partic-
ularly perianesthesia and perioperative nurses, to be aware of latex
allergies, necessary precautions, and products that are latex-free
(Meeker & Rothrock, 1999). Hospital staff are also at risk for de-
veloping a latex allergy secondary to repeated exposure to latex
products.

A Nursing Alerts—offer brief tips for
clinical practice and red-flag warnings
to help students avoid common mistakes.

‘\ NURSING RESEARCH PROFILE 12-2

(W= Identification of Aqitation in Patients
" with Alzheimer’s Disease

Glossary

adaptation: a change or alteration designed
to assist in adapting to a new situation or
environment

adrenocorticotropic hormone (ACTH): a
hormone produced by the anterior lobe of
the pituitary gland that stimulates the se-
cretion of cortisone and other hormones
by the adrenal cortex

antidiuretic hormone (ADH): a hormone
secreted by the posterior lobe of the pitu-
itary gland that constricts blood vessels,
clevates blood pressure, and reduces the
excretion of urine

catecholamines: any of the group of amines
(ench ac eningphrine, norepinephtine, or

1at serve as neurotransmitters

nitive and behavioral strate-

nanage the stressors that tax a

urces

wnge in the appearance of a

ssure to chronic irritation

s: the group of steroid hor-

by the adrenal cortex; they are involved in
carbohydrate, protein, and fat metabolism
and have anti-inflammatory properties

gluconeogenesis: the formation of glucose,
especially by the liver from noncarbohy-
drate sources such as amino acids and the
glycerol portion of fats

guided imagery: use of the imagination to
achieve relaxation or direct attention away
from uncomfortable sensations or situations

homeostasis: a steady state within the body;
the stability of the internal environment

hyperplasia: an increase in the number of
new cells

hypoxia: inadequate supply of oxygen to
the cell

infectious agents: biologic agents, such as
viruses, bacteria, rickettsiae, mycoplasmas,
fungi, protozoa, and nematodes, that
cause disease in people

inflammation: a localized, protective reac-

tion, manifested by pain, redness, heat,
swelling, and sometimes loss of function

metabolic rate: the speed at which some
substances are broken down to yield en-
ergy for bodily processes and other sub-
stances are synthesized

metaplasia: a cell transformation in which a
highly specialized cell changes to a less
el

negative feedback: feedback that decreases
the output of a system

positive feedback: feedback that increases
the output of a system

steady state: a stable condition that does not
change over time, or when change in one
direction is balanced by change in an op-
posite direction

stress: a disruptive condition that occurs in
response to adverse influences from the
internal or external environments

vasoconstriction: the narrowing of a blood

as cortisol, that are produced tion of tissue to injury, irritation, or infec- vessel

Whall, A. L., Black, M. E. A, Yankou, D. J., et al. (1999). Nurse aides’
identification of onset and level of agitation in late stage dementia

patients. American Journal of Alzheimer’s Disease, 14, 202-206. A Glossary—at the beginning of every chapter,

Purpose helps students learn vocabulary.

Nursing assistants provide the majority of care to patients in nursing
homes. They are vital links in the early identification, and therefore
in the treatment, of agitation in patients with Alzheimer’s disease.
Nurses’ aides (NAs) are sometimes characterized as unwilling or un-
able to manage patients’ agitation. This study examines the process
by which nurses’ aides can successfully identify this agitation.

4 Nursing Research Profiles—contain research samples
with purpose of research, study sample, and design and
findings, and implications for use in evidence-based nursing.

Design
NAs from five different nursing homes owned by the same cor-
porate entity were asked to participate in the study. Criteria to par-
ticipate included being employed for at least 1 year. (Rese
demonstrates that NAs who remain at a facility longer than 1
usually have a commitment to those they serve.) The NAs dic
receive any additional wages and were only promised a letter t
dicate that they had participated in the study. Each NA receive
proximately 1 hour of training via audio tapes and conversation
nurse experts. Each NA was then paired with a nurse expert t
sess his or her skill at appropriately identifying levels of agitatic
patients with late-stage Alzheimer’s disease.

NURSING INTERVENTIONS

1. Assess patient for weaning criteria: Vital capacity—10 to 15 mL/kg 1. Careful assessment of multiple weaning indices helps to deter-

RATIONALE

Maximum inspiratory pressure (MIP) at least ~20 cm H,0
Tidal volume—7 to 9 mL/kg
Minute ventilation—6 L/min
Rapid/shallow breathing index—below 100 breaths/minute/L
PaO, greater than 60 mm Hg with FiO, less than 40%
. Monitor activity level, assess dietary intake, and monitor results 2. Reestablishing independ: ventilation can be physi-
of laboratory tests of nutritional status. cally exhausting, It i is crucial that the patient have enough energy
reserves to succeed. Providing periods of rest and recommended
nutritional intake can increase the likelihood of successful weaning.

mine readiness for weaning. When the criteria have been met,
the patient’s likelihood of successful weaning increases.

N

Conclusions
This study demonstrated that NAs with a minimum of 1 ye

w

employment did an excellent job in acquiring new observ:
skills with only 1 hour of training and positive reinforcement

process and address any concerns about the process. Explain that
the patient may feel short of breath initially and provide encour-
agement as needed. Reassure the patient that he or she will be at-

. Assess the patient’s and family’s understanding of the weaning 3.7

The weaning process can be psychologically tiring; emotional
support can help promote a sense of security. Explaining that
weaning will be attempted again later helps reduce the sense of
failure if the first attempts are unsuccessful.

letter noting their participation in this study. The NAs’ assessi
of signs of agitation agreed with that of the nurse expert more

tended closely and that if the weaning attempt is not successful,
it can be tried again later.

> ! 2D 4. Implement the weaning method prescribed: A/C, IMV, SIMV, 4. The prescribed weaning method should reflect the patient’s indi-
90% of the time. All the NAs involved reported gaining helpft PSV, PAV, CPAP, or T-piece. vidualized criteria for weaning and weaning history. By having
3 g g g g 6.9 g iffe hods h from, the physician can select th
sights in managing agitated behavior as a result of participatic :;::E::f“e‘f: ﬁifzg:;azz’i rom, the physician can select the
the study. o * al signs, pulse oximetry, ECG, and respiratory pattern 5. Monitoring the patient closely provides ongoing indications of
~ or the first 20 to 30 minutes and every 5 minutes after success or failure.
. . eaning is complete.
Impllcatlons fc Chart 22-7 » Ethics and Related Issues patent airway; monitor arterial blood gas levels and 6. These values can be compared to baseline measurements to evalu-
The results of tk function tests. Suction the airway as needed. ate _wea‘nin}%. Suctioning helps to reduce the risk of aspiration and
maintain the airway.
observe and repc | Situation tion with the physician, terminate the weaning process 7. These signs and symproms indicate an unstable patient at rik for
session using adt A 68-year-old attorney was diagnosed with cancer of the larynx actions occur. These include a heart rate increase of hypoxia and ventricular dysrhythmias. Continuing the weaning
8 8 e i Elly with radinion th n, systolic blood pressure increase of 20 mm Hg, a process can lead to cardiopulmonary arrest.
Bz f . years ago. He was treated successfully with radiation therapy, re- 1€ b0 o mm e Y
of their input in b |t i v ha bp e | wveen saturarion to less than 9096, respiratory rare
r d sulting in an altered voice quality. Recently, he has complained of | ¢feater than 20 breaths/minute, ventricular dys-

SCI:VQ. .lon an I‘CF shortness of breath and difficulty swallowing. In the past few atigue, panic, cyanosis, erratic or labored breathing,
agitation from ir months, he also has noticed a marked change in his voice and phys- chest movement.

ical condition, which he attributed to “winter colds.” ng process continues, measure rida[ volume an_qd xPix\u[c 8. These values hglp to determine if weaning is successful and

After a complete physical exam and an extensive diagnostic wery 20 to 30 minutes; conrfparc.wnh the patient’s should be continued.
. of . =5, which have been determined in collaboration
workup and biopsy, it is determined that the cancer has recurred at sician.
a new primary site. His health care provider recommends surgery [ ;ychological dependence if the physiologic p 9. Psychological dependence is a common problem after mechanical

(a total laryngectomy) and chemotherapy as the best options. The
patient states that he is not willing to “lose my voice and my liveli-
hood” but instead will “take my chances.” He has also expressed
concern about his quality of life after surgery. His family has ap-
proached you about trying to convince him to have surgery.

wing is feasible and the patient still resists. ventilation. Possible causes include fear of dying and depression
from chronic illness. It is important to address this issue before

the next weaning attempt.

Dilemma
The patient’s right to refuse treatment conflicts with the family’s
wishes and recommendation from his health care provider.

A Procedure Guidelines Charts—offer nursing

activities and rationales for important skills.

Discussion

1. Is the patient making a decision based upon all pertinent infor-
mation concerning his health status, treatment, options,
risk/benefits, and long-term prognosis?

2. What arguments can be made to support the patient’s decision
to forego treatment?

3. What arguments can be made to question the patient’s
decision to forego treatment?

« Ethics and Related Issues—showcase
brief scenarios and present possible ethical
dilemmas for discussion.
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7;6 health care industry, like other industries in U.S. society,
has experienced profound changes during the past several decades.
Nursing, as a health care profession and a major component of the
health care delivery system, is significantly affected by shifts in the
health care industry. In addition, nursing has been and will con-
tinue to be an important force in shaping the future of the health
care system.

The Health Care Industry
and the Nursing Profession

Although the delivery of nursing care has been affected by changes
occurring in the health care system, the definition of nursing has
continued to distinguish nursing care and identify the major as-
pects of nursing care.

NURSING DEFINED

Since the time of Florence Nightingale, who wrote in 1858 that
the goal of nursing was “to put the patient in the best condition
for nature to act upon him,” nursing leaders have described nurs-
ing as both an art and a science. However, the definition of nurs-
ing has evolved over time. The American Nurses Association
(ANA), in its Social Policy Statement (ANA, 1995), defined nurs-
ing as “the diagnosis and treatment of human responses to health
and illness” and provided the following illustrative list of phe-
nomena that are the focus for nursing care and research:

e Self-care processes

e Physiologic and pathophysiologic processes in areas such as
rest, sleep, respiration, circulation, reproduction, activity,
nutrition, elimination, skin, sexuality, and communication

e Comfort, pain, and discomfort

Emotions related to experiences of health and illness

Meanings ascribed to health and illnesses

Decision making and ability to make choices

Perceptual orientations such as self-image and control over

one’s body and environments

e Transitions across the life span, such as birth, growth, de-
velopment, and death

e Affiliative relationships, including freedom from oppression
and abuse

e Environmental systems

Nurses have a responsibility to carry out their role as defined
in the Social Policy Statement, to comply with the nurse practice
act of the state where they practice, and to comply with the code
for nurses as spelled out by the International Council of Nurses
and the ANA. Understanding the needs of health care consumers
and the health care delivery system, including the forces that af-
fect nursing and health care delivery, will provide a foundation
for examining the delivery of nursing care.

THE PATIENT/CLIENT:
CONSUMER OF NURSING
AND HEALTH CARE

The central figure in health care services is, of course, the patient.
The term patient, which is derived from a Latin verb meaning “to
suffer,” has traditionally been used to describe those who are re-
cipients of care. The connotation commonly attached to the

word is one of dependence. For this reason, many nurses prefer
to use the term client, which is derived from a Latin verb mean-
ing “to lean,” connoting alliance and interdependence. For the
purposes of this book, the term patient will be used throughout,
but with the understanding that either term is acceptable.

The patient who seeks care for a health problem or problems
(increasing numbers of people have multiple health problems) is
also an individual, a member of a family, and a citizen of the com-
munity. Patients’ needs vary depending on their problem, asso-
ciated circumstances, and past experiences. One of the nurse’s
important functions in health care delivery is to identify the pa-
tient’s immediate needs and take measures to address them.

C/mpter 7 Health Care Delivery and Nursing Practice

The Patient’s Basic Needs

Certain needs are basic to all people and require satisfaction ac-
cordingly. Such needs are addressed on the basis of priority,
meaning that some needs are more pressing than others. Once an
essential need is met, the person experiences a need on a higher
level. Approaching needs according to priority reflects Maslow’s
hierarchy of needs (Fig. 1-1).

Maslow’s Hierarchy

Maslow ranked human needs as follows: physiologic needs; safety
and security; belongingness and affection; esteem and self-respect;
and self-actualization, which includes self-fulfillment, desire to
know and understand, and aesthetic needs. Lower-level needs al-
ways remain, but a person’s ability to pursue higher-level needs
indicates that he or she is moving toward psychological health
and well-being. Such a hierarchy of needs is a useful organiza-
tional framework that can be applied to the various nursing mod-
els for assessment of a patient’s strengths, limitations, and need
for nursing interventions.

Self-
actualization

Esteem and
self-respect

Belongingness and
affection

Safety and security

Physiologic needs

FIGURE 7-7 This scheme of Maslow’s hierarchy of human needs shows
how a person moves from fulfillment of basic needs to higher levels of needs,
with the ultimate goal being integrated human functioning and health.
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HEALTH CARE IN TRANSITION

Changes occurring in health care delivery and nursing are the result
of societal, economic, technological, scientific, and political forces
that have evolved throughout the 20th and into the 21st century.
Among the most significant changes are shifts in population de-
mographics, particularly the increase in the aging population and
the cultural diversity of the population; changing patterns of dis-
eases; increased technology; increased consumer expectations; the
high costs of health care and changes in health care financing; and
other health care reform efforts. These changes have led to insti-
tutional restructuring, staff downsizing, increased outpatient care
services, decreased lengths of hospital stay, and more care being
provided in the community and in the home. Such changes are
having a dramatic influence on where nurses practice, with an in-
creasing trend for nurses to provide health care in community
and home settings. Indeed, these changes have a dynamic influ-
ence on our view of health and illness and therefore affect the focus
of nursing and health care.

As an increasing proportion of the population reaches age
65 years and older, and with the shift in disease patterns from
acute illnesses to chronic illnesses, the traditional disease man-
agement and care focus of the health care professions has ex-
panded. There is growing concern about emerging infectious
diseases, trauma, and bioterrorism. The health care focus must
center more on prevention, health promotion, and management
of chronic conditions than in previous times. This shift in focus
coincides with a nationwide emphasis on cost control and re-
source management directed toward providing cost-efficient and
cost-effective health care services to the population as a whole.

The health care system of the United States, which traditionally
has been disease oriented, is currently placing greater emphasis on
health and its promotion. Similarly, a significant portion of nurs-
ing’s workforce formerly was focused on the care of patients with

acute conditions, but now a growing portion is directing its efforts
toward health promotion and disease prevention.

HEALTH

How health is perceived depends on how health is defined. In the
preamble to its constitution, the World Health Organization
(WHO) defines health as a “state of complete physical, mental,
and social well-being and not merely the absence of disease and
infirmity” (Hood & Leddy, 2002). Such a definition of health
does not allow for any variation in degrees of wellness or illness.
On the other hand, the concept of a health—illness continuum al-
lows for a greater range in describing a person’s health status. By
viewing health and illness on a continuum, it is possible to con-
sider a person as having neither complete health nor complete
illness. Instead, a person’s state of health is ever-changing and has
the potential to range from high-level wellness to extremely poor
health and imminent death. The model of the health—illness con-
tinuum makes it possible to view a person as simultaneously pos-
sessing degrees of both health and illness.

The limitations of the WHO definition of health are clear in
relation to chronic illness and disability. A chronically ill person
cannot meet the standards of health as established by the WHO
definition. However, when viewed from the perspective of the
health—illness continuum, people with chronic illness or disabil-

ity can be understood as having the potential to attain a high level
of wellness, if they are successful in meeting their health poten-
tial within the limits of their chronic illness or disability.

WELLNESS

Wellness has been defined as being equivalent to health. Cook-
fair (1996) indicated that wellness “includes a conscious and de-
liberate approach to an advanced state of physical, psychological,
and spiritual health and is a dynamic, fluctuating state of being”
(p. 149). Leddy and Pepper (1998) contended that wellness is in-
dicated by the capacity of the person to perform to the best of his
or her ability, the ability to adjust and adapt to varying situations,
a reported feeling of well-being, and a feeling that “everything is
together” and harmonious. With this in mind, it becomes evi-
dent that the goal of health care providers is to promote positive
changes that are directed toward health and well-being. The fact
that the sense of wellness has a subjective aspect emphasizes the
importance of recognizing and responding to patient individual-
ity and diversity in health care and nursing.

HEALTH PROMOTION

Today, increasing emphasis is placed on health, health promo-
tion, wellness, and self-care. Health is seen as resulting from a
lifestyle that is oriented toward wellness. The result has been the
evolution of a wide range of health promotion strategies, includ-
ing multiphasic screening, genetic testing, lifetime health moni-
toring programs, environmental and mental health programs,
risk reduction, and nutrition and health education. A growing in-
terest in self-care skills is evidenced by the large number of health-
related publications, conferences, and workshops designed for the
lay public.

Individuals are increasingly knowledgeable about their health
and are encouraged to take more interest in and responsibility
for their health and well-being. Organized self-care education
programs emphasize health promotion, disease prevention, man-
agement of illness, self-medication, and judicious use of the pro-
fessional health care system. In addition, well over 500,000
self-help groups and numerous web sites and chat groups exist
for the purpose of sharing experiences and information about
self-care with others who have similar conditions, chronic dis-
eases, or disabilities.

Special efforts are being made by health care professionals to
reach and motivate members of various cultural and socioeco-
nomic groups concerning lifestyle and health practices. Stress,
improper diet, lack of exercise, smoking, drugs, high-risk behav-
iors (including risky sexual practices), and poor hygiene are all
lifestyle behaviors known to have a negative effect on health.
Health care professionals are concerned with encouraging behav-
ior that promotes health. The goal is to motivate people to make
improvements in the way they live, to modify risky behaviors, and
to adopt healthy behaviors.

The health care delivery system is rapidly changing as the popu-
lation and its health care needs and expectations change. The
shifting demographics of the population, the increase in chronic
illnesses and disability, the greater emphasis on economics, and

technological advances have resulted in changing emphases in
health care delivery and in nursing.



POPULATION DEMOGRAPHICS

Changes in the population in general are affecting the need for
and the delivery of health care. The 2000 U.S. census data indi-
cated that there were 281,421,906 people in the country (Pluviose-
Fenton, 2001). This population expansion is attributed in part to
improved public health services and improved nutrition.

Not only is the population increasing, but the composition of
the population is also changing. The decline in birth rate and the
increase in life span attributed to improved health care have re-
sulted in fewer school-age children and more senior citizens, most
of whom are women. Much of the population resides in highly
congested urban areas, with a steady migration of minority groups
to the inner cities and a migration of middle-class people to sub-
urban areas. The number of homeless people, including entire
families, has increased significantly. The population has become
more culturally diverse as increasing numbers of people from dif-
ferent national backgrounds enter the country. Because of such
population changes, the need for health care for specific age
groups, for women, and for a diverse group of people within spe-
cific geographic locations is altering the effectiveness of tradi-
tional means of providing health care and is necessitating
far-reaching changes in the overall health care delivery system.

Aging Population

The elderly population in the United States has increased signif-
icantly and will continue to grow in future years. In 1999, the na-
tion’s 34.5 million adults older than 65 years of age constituted
12.7% of the population, with a ratio of 141 older women to
100 older men. The number of people in the United States older
than 65 years of age is expected to reach 20% of the population
by the year 2030. In addition, persons age 85 years and older con-
stitute one of the fastest-growing segments of the population. Ac-
cording to the U.S. Bureau of the Census (2000), the number of
people age 65 to 74 years was 8 times larger in 1999 than in 1900,
and the number of people age 75 to 84 years was 16 times larger—
but the number of people age 85 years and older was 34 times larger
in 1999 than in 1900.

Many elderly people suffer from multiple chronic conditions
that are exacerbated by acute episodes. Elderly women, whose
conditions are frequently underdiagnosed and undertreated, are
of particular concern. There are approximately three women for
every two men in the older population, and elderly women are
expected to continue to outnumber elderly men. The health care
needs of older adults are complex and demand significant invest-
ments, both professional and financial, by the health care industry.

Cultural Diversity

An appreciation for the diverse characteristics and needs of indi-
viduals from varied ethnic and cultural backgrounds is important
in health care and nursing. Some projections indicate that by
2030 racial and ethnic minority groups will comprise 40% of the
population of the United States (Gooden, Porter, Gonzalez, &
Mims, 2000). With increased immigration, both legal and illegal,
this figure could easily increase to more than 50% by the year
2030 or even earlier. As the cultural composition of the popula-
tion changes, it becomes increasingly important to address cultural
considerations in the delivery of health care. Patients from diverse
sociocultural groups bring to the health care setting different
health care beliefs, values, and practices, as well as different risk
factors for some disease conditions and unique reactions to treat-
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ment. These factors significantly affect the way an individual re-

sponds to health care problems or illness, to those who provide the

care, and to the care itself. Unless these factors are understood and
respected by health care providers, the care delivered may be inef-
fective and health care outcomes may be negatively affected.

Culture is defined as learned patterns of behavior, beliefs, and
values that can be attributed to a particular group of people. In-
cluded among the many characteristics that distinguish cultural
groups are the manner of dress, language spoken, values, rules or
norms of behavior, gender-specific practices, economics, politics,
law and social control, artifacts, technology, dietary practices, and
health beliefs and practices.

Health promotion, illness prevention, causes of sickness, treat-
ment, coping, caring, dying, and death are part of the health-
related component of every culture. Every person has a unique
belief and value system that has been shaped at least in part by his
or her cultural environment. This belief and value system is very
important and guides the individual’s thinking, decisions, and ac-
tions. It provides direction for interpreting and responding to ill-
ness and to health care.

To promote an effective nurse—patient relationship and positive
outcomes of care, nursing care must be culturally competent, ap-
propriate, and sensitive to cultural differences. All attempts should
be made to help the individual retain his or her unique cultural
characteristics. Providing special foods that have significance and
arranging for special religious observances may enable the patient
to maintain a feeling of wholeness at a time when he or she may
feel isolated from family and community.

Knowing the cultural and social significance that particular
situations have for each patient helps the nurse avoid imposing a
personal value system when the patient has a different point of
view. In most cases, cooperation with the plan of care is greatest
when communication among the nurse, the patient, and the pa-
tient’s family is directed toward understanding the situation or
the problem and respecting each other’s goals.

CHANGING PATTERNS OF DISEASE

During the past 50 years, the health problems of the American
people have changed significantly. Many infectious diseases have
been controlled or eradicated; others, such as tuberculosis, ac-
quired immunodeficiency syndrome (AIDS), and sexually trans-
mitted diseases, are on the rise. An increasing number of infectious
agents are becoming resistant to antibiotic therapy as a result of
widespread inappropriate use of antibiotics. Therefore, condi-
tions that were once easily treated have become complex and
more life-threatening than ever before.

The chronicity of illnesses and disability is increasing because
of the lengthening life span of Americans and the expansion of
successful treatment options for conditions such as cancer, human
immunodeficiency virus (HIV) infection, and spina bifida; many
people with these conditions live decades longer than in earlier
years. Chronically ill people are the largest group of health care
consumers in the United States (Davis & Magilvy, 2000). Because
the majority of health problems seen today are chronic in nature,
many people are learning to protect and maximize their health
within the constraints of chronic illness and disability.

As chronic conditions increase, health care broadens from a
focus on cure and eradication of disease to include the prevention
or rapid treatment of exacerbations of chronic conditions. Nurs-
ing, which has always encouraged patients to take control of their
conditions, plays a prominent role in the current focus on man-
agement of chronic illness and disability.



Unit 7 BASIC CONCEPTS IN NURSING PRACTICE

ADVANCES IN TECHNOLOGY
AND GENETICS

Advances in technology and genetics have occurred with greater
frequency during the past several decades than in all other peri-
ods of civilization. Sophisticated techniques and devices have rev-
olutionized surgery and diagnostic testing, making it possible to
perform many procedures and tests on an outpatient basis. In-
creased knowledge and understanding of genetics has resulted in
expanded screening, diagnostic testing, and treatments for a va-
riety of conditions. This is also an era of sophisticated communi-
cation systems that connect most parts of the world, with the
capability of rapid storage, retrieval, and dissemination of infor-
mation. Such scientific and technological advances are themselves
stimulating brisk change as well as swift obsolescence in health
care delivery strategies. The advances in technology and genetics
have raised many ethical issues for the health care system, health
care providers, and society.

ECONOMIC CHANGES
The philosophy that comprehensive, quality health care should be

provided for all citizens prompted governmental concern about
spiraling health care costs and wide variations in charges among
providers. These concerns led to the Medicare prospective payment
system (PPS) and the use of diagnosis-related groups (DRGs).

In 1983, the U.S. Congress passed the most significant health
legislation since the Medicare program was enacted in 1965. The
government was no longer able to afford to reimburse hospitals
for patient care that was delivered without any defined limits or
costs. Therefore, it approved a PPS for hospital inpatient services.
This system of reimbursement, based on DRGs, set the rates for
Medicare payments for hospital services. Hospitals receive pay-
ment at a fixed rate for patients with diagnoses that fall into a spe-
cific DRG. A fixed payment has been predetermined for more
than 470 possible diagnostic categories, covering the majority of
medical diagnoses of all patients admitted to the hospital. Hos-
pitals receive the same payment for every patient with a given di-
agnosis or DRG. If the cost of the patient’s care is lower than the
payment, the hospital gains a profit; if the cost is higher, the hos-
pital incurs a loss. As a result, hospitals now place greater em-
phasis on reducing costs, utilization of services, and length of
patient stay.

In addition, the Balanced Budget Act of 1997 added new rate
requirements for ambulatory payment classifications (APCs) to
hospitals and other providers of ambulatory care services. These
providers must evaluate all services provided with greater efforts
toward cost-effectiveness and reduction of costs.

To qualify for Medicare reimbursement, care providers and
hospitals must contract with peer review organizations (PROs) to
perform quality and utilization review. The PROs monitor admis-
sion patterns, lengths of stay, transfers, and the quality of services
and validate the DRG coding. The DRG system has provided
hospitals with an incentive to cut costs and discharge patients as
quickly as possible.

Nurses in hospitals now care for patients who are older and
sicker and require more nursing services; nurses in the commu-
nity are caring for patients who have been discharged earlier and
need acute care services with high-technology and long-term care.
The importance of an effective discharge planning program,
along with utilization review and a quality improvement pro-
gram, is unquestionable. Nurses in acute care settings must as-
sume responsibility with other health care team members for

maintaining quality care while facing pressures to discharge pa-
tients and decrease staffing costs. These nurses must also work
with nurses in community settings to ensure continuity of care.

DEMAND FOR QUALITY CARE

The general public has become increasingly interested in and
knowledgeable about health care and health promotion. This
awareness has been stimulated by television, newspapers, maga-
zines, and other communications media and by political debate.
The public has become more health conscious and has in general
begun to subscribe strongly to the belief that health and quality
health care constitute a basic right, rather than a privilege for a
chosen few.

In 1977, the National League for Nursing (NLN) issued a
statement on nurses responsibility to uphold patients’ rights. The
statement addressed patients’ rights to privacy, confidentiality,
informed participation, self-determination, and access to health
records. This statement also indicated ways in which respect for
patients’ rights and a commitment to safeguarding them could be
incorporated into nursing education programs and upheld and
reinforced by those in nursing service. Nurses can directly involve
themselves in ensuring specific rights, or they can make their in-
fluence felt indirectly (NLN, 1977).

The ANA has worked diligently to promote the delivery of
quality health and nursing care. Efforts by the ANA range from
assessing the quality of health care provided to the public in these
changing times to lobbying legislators to pass bills related to is-
sues such as health insurance or length of hospital stay for new
mothers.

Legislative changes have promoted both delivery of quality
health care and increased access by the public to this care. The
National Health Planning and Resources Act of 1974 empha-
sized the need for planning and providing quality health care for
all Americans through coordinated health services, staffing, and
facilities at the national, state, and local levels. Medically under-
served populations were the target for the primary care services
provided for by this act. By the passage of bills supporting health
insurance reform, barring discrimination against individuals with
preexisting conditions, and expanding the portability of health
care coverage, Congress has acknowledged the needs of con-
sumers for adequate health insurance in this time of longer life
spans and chronic illnesses. Efforts in some states to provide full
health care coverage for citizens, particularly children, represent
measures by state governments to promote access to health care.
Legislative support of advanced practice nurses in individual
practice is a recognition of the contribution of nursing to the
health of consumers, particularly underserved populations.

Quality Improvement
and Evidence-Based Practice

In the 1980s, hospitals and other health care agencies implemented
ongoing quality assurance (QA) programs. These programs were
required for reimbursement for services and for accreditation by the
Joint Commission on Accreditation of Healthcare Organizations
(JCAHO). QA programs sought to establish accountability on the
part of the health professions to society for the quality, appropri-
ateness, and cost of health services provided.

The JCAHO developed a generic model that required moni-
toring and evaluation of quality and appropriateness of care. The
model was implemented in health care institutions and agencies
through organization-wide QA programs and reporting systems.



Many aspects of the programs were centralized in a QA depart-
ment. In addition, each patient care and patient services depart-
ment was responsible for developing its own plan for monitoring
and evaluation. Objective and measurable indicators were used
to monitor, evaluate, and communicate the quality and appro-
priateness of care delivered.

In the early 1990s, it was recognized that quality of care as de-
fined by regulatory agencies continued to be difficult to measure.
QA criteria were identified as measures to ensure minimal expec-
tations only; they did not provide mechanisms for identifying
causes of problems or for determining systems or processes that
need improvement. Continuous quality improvement (CQI) was
identified as a more effective mechanism for improving the qual-
ity of health care. In 1992, the revised standards of the JCAHO
mandated that health care organizations implement a CQI pro-
gram. Recent amendments to JCAHO standards have specified
that patients have the right to care that is considerate and pre-
serves dignity; that respects cultural, psychosocial, and spiritual
values; and that is age specific (Krozok & Scoggins, 2001). Qual-
ity improvement efforts have focused on ensuring that the care
provided meets or exceeds JCAHO standards.

Unlike QA, which focuses on individual incidents or errors
and minimal expectations, CQI focuses on the processes used to
provide care, with the aim of improving quality by assessing and
improving those interrelated processes that most affect patient
care outcomes and patient satisfaction. CQI involves analyzing,
understanding, and improving clinical, financial, or operational
processes. Problems identified as more than isolated events are an-
alyzed, and all issues that may affect the outcome are studied. The
main focus is on the processes that affect quality.

As health care agencies continue to implement CQI, nurses
have many opportunities to be involved in quality improvement.
One such opportunity is through facilitation of evidence-based
practice. Evidence-based practice—identifying and evaluating
current literature and research and incorporating the findings
into care guidelines—has been designated as a means of ensuring
quality care. Evidence-based practice includes the use of outcome
assessment and standardized plans of care such as clinical guide-
lines, clinical pathways, or algorithms. Many of these measures
are being implemented by nurses, particularly by nurse managers
and advanced practice nurses. Nurses directly involved in the de-
livery of care are engaged in analyzing current data and refining
the processes used in CQI. Their knowledge of the processes and
conditions that affect patient care is critical in designing changes
to improve the quality of the care provided.

Clinical Pathways and Care Mapping

Many hospitals, managed care facilities, and home health services
nationwide use clinical pathways or care mapping to coordinate
care for a caseload of patients (Klenner, 2000). Clinical pathways
serve as an interdisciplinary care plan and as the tool for tracking
a patient’s progress toward achieving positive outcomes within
specified time frames. Clinical pathways have been developed for
certain DRGs (eg, open heart surgery, pneumonia with comor-
bidity, fractured hip), for high-risk patients (eg, those receiving
chemotherapy), and for patients with certain common health
problems (eg, diabetes, chronic pain). Using current literature
and expertise, pathways identify best care. The pathway indicates
key events, such as diagnostic tests, treatments, activities, med-
ications, consultation, and education, that must occur within
specified times for the patient to achieve the desired and timely
outcomes.
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A case manager often facilitates and coordinates interventions
to ensure that the patient progresses through the key events and
achieves the desired outcomes. Nurses providing direct care have
an important role in the development and use of clinical path-
ways through their participation in researching the literature and
then developing, piloting, implementing, and revising clinical
pathways. In addition, nurses monitor outcome achievement and
document and analyze variances. Figure 1-2 presents an example
of a clinical pathway. Other examples of clinical pathways can be
found in Appendix A.

Care mapping, multidisciplinary action plans (MAPs), clini-
cal guidelines, and algorithms are other evidence-based practice
tools that are used for interdisciplinary care planning. These tools
are used to move patients toward predetermined outcome mark-
ers using phases and stages of the disease or condition. Algorithms
are used more often in an acute situation to determine a particu-
lar treatment based on patient information or response. Care
maps, clinical guidelines, and MAPs (the most detailed of all
tools) provide coordination of care and education through hos-
pitalization and after discharge (Cesta & Falter, 1999).

Because care mapping and guidelines are used for conditions
in which the patient’s progression often defies prediction, specific
time frames for achieving outcomes are excluded. Patients with
highly complex conditions or multiple underlying illnesses may
benefit more from care mapping or guidelines than from clinical
pathways, because the use of outcome markers (rather than spe-
cific time frames) is more realistic in such cases.

Through case management and the use of clinical pathways or
care mapping, patients and the care they receive are continually
assessed from preadmission to discharge—and in many cases after
discharge in the home care and community settings. These tools
are used in hospitals and alternative health care delivery systems
to facilitate the effective and efficient care of large groups of
patients. The resultant continuity of care, effective utilization of
services, and cost containment are expected to be major benefits
for society and for the health care system.

ALTERNATIVE HEALTH CARE
DELIVERY SYSTEMS

The rising cost of health care over the last few decades has led to
the use of managed health care and alternative health care deliv-
ery systems, including health maintenance organizations (HMOs)
and preferred provider organizations (PPOs).

Managed Care

The PPS has given rise to a much broader pattern of reimbursement
and cost control: managed health care. Managed care is an impor-
tant trend in health care. The failure of the regulatory efforts of past
decades to cut costs and the escalation of health care costs to 15%
to 22% of the gross domestic product have prompted business,
labor, and government to assume greater control over the financing
and delivery of health care. The common features that characterize
managed care include prenegotiated payment rates, mandatory pre-
certification, utilization review, limited choice of provider, and
fixed-price reimbursement. The scope of managed care has ex-
panded from inhospital services; to HMOs or variations such as
PPOs; to various ambulatory, long-term, and home care services, as
well as related diagnostic and therapeutic services. Over time there
has been a significant expansion of managed health care to the point
that distinctions among different providers—including HMOs,

(text continues on page 14)
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PPOs, exclusive provider arrangements, managed indemnity plans,
and self-insured managed care—are blurring.

Managed care has contributed to a dramatic reduction in in-
patient hospital days, continuing expansion of ambulatory care,
fierce competition, and marketing strategies that appeal to con-
sumers as well as to insurers and regulators. Hospitals are faced
with declining revenues, a declining number of patients, more se-
verely ill patients with shorter lengths of stay, and a need to in-
corporate cost-effective outpatient or ambulatory care services. As
patients return to the community, they have more health care
needs, many of which are complex. The demand for home care
and community-based services is escalating. Despite their suc-
cesses, managed care organizations are faced with the challenge of
providing quality services under even greater resource constraints.
Case management is the methodology used by many organiza-
tions to meet this challenge.

Case Management

Case management has become a prominent method for coordi-
nating health care services to ensure cost-effectiveness, account-
ability, and quality care. The case management process dates back
to the public health programs of the early 1900s, in which public
health nursing played a dominant role. Over the years, the process
has varied in form and function, but the basic theme has re-
mained. The premise of case management is that the responsibil-
ity for meeting patient needs rests with one individual or team
whose goals are to provide the patient and family with access to re-
quired services, to ensure coordination of these services, and to
evaluate how effectively these services are delivered.

The reasons case management has gained such prominence
can be traced to the decreased cost of care associated with de-
creased length of hospital stay, coupled with rapid and frequent
interunit transfers from specialty to standard care units. The case
manager role, instead of focusing on direct patient care, focuses
on managing the care of an entire caseload of patients and col-
laborating with the nurses and other health care personnel who
care for the patients. In most instances, the caseload is limited in
scope to patients with similar diagnoses, needs, and therapies, and
the case managers function across units. They are experts in their
specialty areas and coordinate the inpatient and outpatient ser-
vices needed by patients. The goals of this coordination include
quality, appropriateness, and timeliness of services as well as cost
reduction. The case manager follows the patient throughout hos-
pitalization and at home after discharge in an effort to promote
coordination of health care services that will avert or delay rehos-
pitalization. Evidence-based pathways or similar plans are often
used in care management of similar patient populations.

Health Maintenance Organizations

HMOs are prepaid, group health practice systems designed to de-
liver comprehensive health care services to a defined group of vol-
untarily enrolled individuals. Members pay premiums as well as
designated copayments for services and medications. Individuals
receive care from a preselected group of physicians, nurse practi-
tioners (NPs), or other care provider members of the HMO, al-
though some programs allow selection of outside providers for a
higher fee. HMOs are based on the holistic concept of care. They
provide outpatient (ambulatory) and preventive teaching and
health care, as well as inpatient care that meets the health care
needs of the whole person. The goal of HMO:s is to give com-
prehensive health care that is of the best quality and quantity

for the money available, while eliminating fragmentation and
duplication of services. As HMOs have grown, they have ex-
panded to include specialist services and programs for Medicare
and Medicaid populations. Some studies show that HMOs are
cost-effective and that the quality of care provided by these health
care delivery systems is comparable to that provided elsewhere
in the same communities. However, concerns have surfaced re-
garding the limitations on choice of health care provider, diag-
nostic testing, and length of hospitalization; high case loads; and
problematic paperwork that might be imposed by some HMOs
(Cesta & Falter, 1999). To address these concerns, some employer
and federal health insurance providers offer alternative plans to

HMOs.

Preferred Provider Organizations

HMOs have paved the way and served as the model for private fee-
for-service (FES) organizations that offer some choice to con-
sumers. PPOs, point of service (POS) plans, provider service
organizations (PSOs), Medicare+Choice plans, and coordinated
care plans are some examples of variations on the HMO. These
plans allow consumers, including Medicare beneficiaries, to choose
their hospitals and physicians and allow providers to be reimbursed
on an FFS basis.

In contrast to the HMO, the PPO, POS, or similar organiza-
tion is not a distinct entity; rather, it is a business arrangement
between a group of providers, usually hospitals and physicians,
who contract to provide health care to subscribers, usually busi-
nesses, for a negotiated fee that often is discounted. Organizations
like PPOs allow businesses to decrease their expenses for em-
ployee health care benefits, and hospitals and physicians to mar-
ket their services to employers.

Some advanced practice nurses serve as preferred providers
through nursing centers or in individual or joint practice. Ad-
vanced practice nurses provide health care delivery that is unique,
client-based, and holistic. These nurses often provide care to vul-
nerable populations, allowing direct access to nursing services. In
nursing centers, nurses provide the majority of services, control
the budget, and function as chief executive officers. The role of
many advanced practice nurses emphasizes primary care with col-
laborative, interdisciplinary models of practice.

Roles of the Nurse

As stated earlier, nursing is the diagnosis and treatment of human
responses to health and illness and therefore focuses on a broad
array of phenomena. There are three major roles assumed by the
nurse when caring for patients. These roles are often used in con-
cert with one another to provide comprehensive care.

The professional nurse in institutional, community-based or
public health, and home care settings has three major roles: the
practitioner role, which includes teaching and collaborating; the
leadership role; and the research role. Although each role carries
specific responsibilities, these roles relate to one another and are
found in all nursing positions. These roles are designed to meet
the immediate and future health care and nursing needs of con-
sumers who are the recipients of nursing care.

PRACTITIONER ROLE

The practitioner role of the nurse involves those actions that the
nurse takes when assuming responsibility for meeting the health
care and nursing needs of individual patients, their families, and



significant others. This role is the dominant role of nurses in pri-
mary, secondary, and tertiary health care settings and in home
care and community nursing. It is a role that can be achieved only
through use of the nursing process, the basis for all nursing prac-
tice. The nurse helps patients meet their needs through direct in-
tervention, by teaching patients and family members to perform
care, and by coordinating and collaborating with other disciplines
to provide needed services.

LEADERSHIP ROLE

The leadership role of the nurse has traditionally been perceived
as a specialized role assumed only by those nurses who have titles
that suggest leadership and who are the leaders of large groups of
nurses or related health care professionals. However, the constant
fluctuation of health care delivery demands and consumers re-
quires a broader definition of nursing leadership, one that iden-
tifies the leadership role as inherent within all nursing positions.
The leadership role of the nurse involves those actions the nurse
executes when assuming responsibility for the actions of others
that are directed toward determining and achieving patient care
goals.

Nursing leadership is a process involving four components:
decision making, relating, influencing, and facilitating. Each of
these components promotes change and the ultimate outcome of
goal achievement. Basic to the entire process is effective commu-
nication, which determines the accomplishment of the process.
Leadership in nursing is a process in which the nurse uses inter-
personal skills to effect change in the behavior of others. The
components of the leadership process are appropriate during all
phases of the nursing process and in all settings.

RESEARCH ROLE

The research role of the nurse was traditionally viewed as one car-
ried out only by academicians, nurse scientists, and graduate
nursing students. Today, participation in the research process is
also considered to be a responsibility of nurses in clinical practice.

The primary task of nursing research is to contribute to the
scientific base of nursing practice. Studies are needed to deter-
mine the effectiveness of nursing interventions and nursing care.
Through such research efforts, the science of nursing will grow
and a scientifically based rationale for making changes in nursing
practice and patient care will be generated. Evidence-based prac-
tice will be facilitated, with a resultant increase in the quality of
patient care.

Nurses who have preparation in research methods can use
their research knowledge and skills to initiate and implement
timely, relevant studies. This is not to say that nurses who do not
initiate and implement nursing research studies do not play a sig-
nificant role in nursing research. Every nurse has valuable con-
tributions to make to nursing research and a responsibility to
make these contributions. All nurses must constantly be alert for
nursing problems and important issues related to patient care
that can serve as a basis for the identification of researchable
questions.

Those nurses directly involved in patient care are often in the
best position to identify potential research problems and ques-
tions. Their clinical insights are invaluable. Nurses also have a re-
sponsibility to become actively involved in ongoing research
studies. This participation may involve facilitating the data col-
lection process, or it may include actual collection of data. Ex-
plaining the study to other health care professionals or to patients

1

and their families is often of invaluable assistance to the nurse
who is conducting the study.

Above all, nurses must use research findings in their nursing
practice. Research for the sake of research alone is meaningless.
As stated previously, evidence-based practice requires the inclu-
sion of valid research. Only with the use and evaluation of re-
search findings in nursing practice will the science of nursing be
furthered. Research findings can be substantiated only through
use, validation, replication, and dissemination. Nurses must con-
tinually be aware of studies that are directly related to their own
area of clinical practice and critically analyze those studies to de-
termine the applicability of their conclusions and the implica-
tions for specific patient populations. Relevant conclusions and
implications can be used to improve patient care.

Nursing care can be carried out through a variety of organiza-
tional methods. The model of nursing care used varies greatly
from one facility to another and from one set of patient circum-
stances to another. A review of past and current models provides

a background for understanding the nursing models and meth-
ods needed for today’s changing health care delivery system.
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TEAM NURSING

Team nursing, which had its origins in the 1950s and 1960s, in-
volved use of a team leader and team members to provide various
aspects of nursing care to a group of patients. In team nursing,
medications might be given by one nurse while baths and physi-
cal care are given by a nursing assistant under the supervision of
a nurse team leader. Skill mixes include registered nurses (RNs),
often as team leaders; licensed practical nurses; and nursing assis-
tants or unlicensed assistive personnel (UAP). With the current
empbhasis on cost containment in health care agencies, variations
of team nursing are being used, and UAPs are increasingly being
included as team members. There has been little substantiation,
however, that team nursing is cost-effective. The quality of pa-
tient care with this system is questionable, and fragmentation of
care is of concern.

PRIMARY NURSING

Primary nursing (not to be confused with primary health care,
which pertains to first-contact general health care) refers to com-
prehensive, individualized care provided by the same nurse
throughout the period of care. This type of nursing care allows
the nurse to give direct patient care rather than manage and su-
pervise the functions of others who provide direct care for the pa-
tient. This care method is rejected by many institutions as too
costly; the patient—nurse ratio is small, and a larger professional
staff is needed, because the primary nurse is usually an RN. How-
ever, primary nursing may provide a foundation for transition to
case management in some institutions.

The primary nurse accepts total 24-hour responsibility for a
patient’s nursing care. Nursing care is directed toward meeting
all of the individualized patient needs. The primary nurse is re-
sponsible and accountable for involving the patient and family
directly in all facets of care and has autonomy in making decisions
in this regard. The primary nurse communicates with other mem-
bers of the health care team regarding the patient’s health care.
This process promotes continuity of care and collaborative efforts
directed toward quality patient care.
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During times when the primary nurse is not scheduled to
work, an associate nurse or co-nurse assists in overseeing the de-
livery of care. The associate nurse implements the nursing plan of
care and provides feedback to the primary nurse for evaluating
the plan of care. The primary nurse assumes responsibility for
making appropriate referrals and for ensuring that all relevant in-
formation is provided to those who will be involved in the pa-
tient’s continuing care, including the family.

The long-term survival of primary nursing as it is currently de-
signed is uncertain. As cost-containment measures continue and
patient acuity increases, staffing ratios of patients to nurses are in-
creasing. Many nursing service departments and agencies are
meeting the increased workload demands by making modifica-
tions in their approach to primary nursing or by reverting to team
or functional systems for delivering care. Others are changing
their staffing mix and redesigning their models of practice to ac-
commodate nurse-extender roles. Still others are changing to
more innovative systems such as case management.

COMMUNITY-BASED NURSING
AND COMMUNITY HEALTH-
PUBLIC HEALTH NURSING

Community-based care and community health—public health
(CH-PH) nursing are not new concepts for nursing. Nursing has
played a vital role in the community since the middle to late
1800s, as visiting nurses provided care to the sick and poor in their
homes and communities and educated patients and family mem-
bers. Although community health (CH) nursing, public health
(PH) nursing, community-based nursing, and home health nurs-
ing may be discussed together and aspects of care in each type do
overlap, there are distinctions among these terms. Confusion ex-
ists regarding the differences, and the similar settings may blur
these distinctions (Hunt, 2000; Kovner, 2001). The central idea
of CH-PH nursing is that nursing intervention can promote well-
ness, reduce the spread of illness, and improve the health status of
groups of citizens. CH-PH nursing practice is concerned with the
general and comprehensive care of the community at large, with
emphasis on primary, secondary, and tertiary prevention. Nurses
in these settings have traditionally focused on health promotion,
maternal and child health, and chronic care.

Community-based nursing occurs in a variety of settings within
the community and is directed toward individuals and families
(Hunt, 2000). It includes home health care nursing. Most
community-based and home health care is directed toward specific
patient groups with identified needs; these needs usually relate to
illness, injury, or disability resulting most often from advanced age
or chronic illness. However, both community-based and CH-PH
nurses are now expanding to meet the needs of many groups of pa-
tients with a variety of problems and needs. Home health care will
be a major aspect of community-based care discussed throughout
this text. Home health care services are provided by community-
based programs and agencies for specific populations (eg, the
elderly, ventilator-dependent patients), as well as by hospital-based
home health care agencies, hospices, independent professional nurs-
ing practices, and freestanding health care agencies.

As trends continue toward shortened hospital stays and in-
creased use of outpatient health care services, the need for nurs-
ing care in the home and community setting has increased
dramatically. Because nursing services are being provided outside
as well as within the hospital, nurses have a choice of practicing
in a variety of health care delivery settings. These settings include
acute care medical centers, ambulatory care settings, clinics, ur-
gent care centers, outpatient departments, neighborhood health

centers, home health care agencies, independent or group nurs-
ing centers, and managed care agencies.

Community nursing centers, which have emerged over the
past two decades with the advent of NPs, are nurse managed and
provide primary care services that include ambulatory and out-
patient care, immunizations, health assessment and screening ser-
vices, and patient and family education and counseling. The
populations that these centers serve are varied, but most typically
they include a high proportion of patients who are rural, very
young, very old, poor, or members of racial minorities—groups
that are generally underserved.

The numbers and kinds of agencies that provide care in the
home and community have expanded because of the expanding
needs of patients requiring care. Home health care nurses are
challenged because patients are discharged from acute care insti-
tutions to their homes and communities early in the recovery
process and with more complex needs. Many are elderly, and
many have multiple medical and nursing diagnoses and multi-
system health problems that require acute and intensive nursing
care. Medical technologies such as ventilatory support and intra-
venous or parenteral nutrition therapy, once limited to acute care
settings, have been adapted to the home care setting.

As a result, the community-based care setting is becoming one
of the largest practice areas for nursing. Home care nursing is now
a specialty area that requires advanced knowledge and skills in
general nursing practice, with emphasis on community health
and acute medical-surgical nursing. Also required are high-level
assessment sKkills, critical thinking, and decision-making skills in
a setting where other health care professionals are not available to
validate observations, conclusions, and decisions.

Home care nurses often function as acute care nurses in the
home, providing “high-tech, high-touch” services to patients
with acute health care needs. In addition, they are responsible for
patient and family teaching and for contacting community re-
sources and coordinating the continuing care of the patient. For
these reasons, the scope of medical-surgical nursing encompasses
not only the acute care setting within the hospital but also the acute
care setting as it expands into the community and the home.
Throughout this textbook, emphasis is placed on the home health
care needs of patients, with particular attention given to the
teaching, self-care management, and health maintenance needs
of patients and their families.

Expanded Nursing Roles

Professional nursing is adapting to meet changing health needs
and expectations. One such adaptation is through the expanded
role of the nurse, which has developed in response to the need to
improve the distribution of health care services and to decrease
the cost of health care. NPs, clinical nurse specialists (CNSs), cer-
tified nurse-midwives, and certified registered nurse anesthetists
are identified as advanced practice nurses. The nurse who func-
tions in an advanced practice role provides direct care to patients
through independent practice, practice within a health care agency,
or collaboration with a physician. Specialization has evolved within
the expanded roles of nursing as a result of the recent explosion
of technology and knowledge.

Nurses may receive advanced education in such specialties as
family, critical care, coronary care, respiratory care, oncologic care,
maternal and child health care, neonatal intensive care, rehabili-
tation, trauma, rural health, and gerontologic nursing, to name
just a few. With the expanded role of the nurse, various titles have
emerged that attempt to specify the functions as well as the edu-
cational preparation of nurses, although functions are less distinct




than in previous years. In medical-surgical nursing, the most sig-
nificant of these titles are nurse practitioner and clinical nurse spe-
cialist, and the more recent title of advanced practice nurse, which
encompasses both NPs and CNSs.

Initially the educational preparation for NPs was in certificate
programs. Most states now require both NPs and CNSs to have
a graduate-level education. The two programs, which originally
differed significantly in scope and in their definition of role com-
ponents, now have many similarities and areas of overlap.

NPs are, for the most part, prepared as generalists (eg, pediatric
NP, geriatric NP). They define their role in terms of direct provi-
sion of a broad range of primary health care services to patients and
families. The focus is on providing primary health care to patients
and collaborating with other health professionals. NPs practice in
both acute and nonacute care settings. The 1997 Balanced Budget
Act provided for NPs to receive direct Medicare reimbursement.
In addition, in some states—and with new legislation possibly
nationwide—NDPs have prescriptive authority (Boyd, 2000).

CNSs, on the other hand, are prepared as specialists who prac-
tice within a circumscribed area of care (eg, cardiovascular CNS,
oncology CNS). They define their role as having five major com-
ponents: clinical practice, education, management, consultation,
and research. Studies have shown that in reality the CNS focus is
often on the education and consultation roles: education and
counseling of patients and families and education, counseling,
and consultation with nursing staff. Some states have granted
CNSs prescriptive authority if they have the required educational
preparation. CNSs practice in a variety of settings, including the
community and the home, although most practice in acute care
settings. Recently, CNSs have been identified by many nursing
leaders as ideal case managers. They have the educational back-
ground and the clinical expertise to organize and coordinate ser-
vices and resources to meet the patient’s health care needs in a
cost-effective and efficient manner.

With advanced practice roles has come a continuing effort
by professional nursing organizations to define more clearly the
practice of nursing. Nurse practice acts have been amended to
give nurses the authority to perform functions that were previ-
ously restricted to the practice of medicine. These functions in-
clude diagnosis (nursing), treatment, performance of selected
invasive procedures, and prescription of medications and treat-
ments. The board of nursing in each state stipulates regulations
regarding these functions. The board defines the education and
experience required and determines the clinical situations in which
a nurse may perform these functions.

In general, initial care, ambulatory health care, and anticipa-
tory guidance are all becoming increasingly important in nursing
practice. Advanced practice roles enable nurses to function inter-
dependently with other health care professionals and to establish
a more collegial relationship with physicians. As changes in health
care continue, the role of advanced practice nurses, especially in
primary care settings, is expected to increase in terms of scope, re-
sponsibility, and recognition.

COLLABORATIVE PRACTICE

Throughout this chapter we have explored the changing role of
nursing. Many references have been made to the significance of
the nurse as a member of the health care team. As the unique
competencies of nurses are becoming more clearly articulated,
there is increasing evidence that nurses provide certain health care
services distinct to the profession. However, nursing continues to
recognize the importance of collaboration with other health care
disciplines in meeting the needs of patients.

1
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Ancillary
health
personnel

FIGURE 1-3 Collaborative practice model.

Some institutions use the collaborative practice model (Fig.
1-3). Nurses, physicians, and ancillary health personnel function
within a decentralized organizational structure, collaboratively
making clinical decisions. A joint practice committee, with rep-
resentation from all care providers, may function at the unit level
to monitor, support, and foster collaboration. Collaborative prac-
tice is further enhanced with integration of the clinical record and
with joint patient care record reviews.

The collaborative model, or a variation of it, should be a primary
goal for nursing—a venture that promotes shared participation, re-
sponsibility, and accountability in a health care environment that
is striving to meet the complex health care needs of the public.

7. Your clinical assignment is on a cardiac care step-down
nursing unit in an acute care hospital. Identify a patient care
issue (eg, family support) that could be improved. Describe
the mechanism that is available within the hospital to address
such quality improvement issues.

2. You are planning the discharge of an elderly patient who
has several chronic medical conditions. A case manager has
been assigned to this patient. How would you explain the
role of the case manager to the patient and her husband?

3. You are assigned to care for a patient who is newly diag-
nosed with diabetes. The patient’s health care is covered by a
managed health care plan. How have managed health care
plans affected nursing care delivery in acute care hospitals
and outpatient settings? How might this specific patient’s
care be affected?
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LEARNING 06

Chapter
2

Describe the discharge planning process in relation to home care
preparation.

Explain methods for identifying community resources and making
referrals.

Discuss how to prepare for a home health care visit and how to
conduct the visit.

Identify personal safety precautions a home care nurse should take
when making home visits.

Describe the various types of nursing functions provided in ambu-
latory care facilities, in occupational health and school nursing
programs, and to the homeless.
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7-;16 changes that have occurred in the health care system in
the past two decades have increased the need for care in ambula-
tory settings and in the home. These changes have created a de-
mand for highly skilled and well-prepared nurses to provide
community-based care.

The Growing Need for

As described in Chapter 1, the shift in the settings for health care
delivery is a result of changes in federal legislation, tighter insur-
ance regulations, decreasing hospital revenues, and the develop-
ment of alternative health care delivery systems. As a result of
federal legislation passed in 1983 and 1997, hospitals and other
health care providers are now reimbursed at a fixed rate for pa-
tients with the same diagnosis as defined by diagnosis-related
groups. Under this system, hospitals and other health care
providers can cut costs and earn income by carefully monitoring
the types of services they provide and discharging patients as soon
as possible. Consequently, patients are being discharged from
acute care facilities to their homes or to residential or long-term
facilities at much earlier stages of recovery than in the past. Com-
plex technical equipment, such as dialysis machinery, intravenous
lines, and ventilators, is often part of home health care (Brown,
2000).

Alternative health care delivery systems, such as health main-
tenance organizations, preferred provider organizations, and
managed health care systems, have also contributed to the drive
to control costs and the availability of health care services. These
regulations have dramatically reduced the length of hospital stay
and have led to patients being treated more frequently in ambu-
latory care settings and at home. Chapter 1 provides a more thor-
ough discussion of alternative health care delivery systems.

As more health care delivery shifts into the community, more
nurses are working in a variety of public health and community-
based settings. These settings include public health departments,
ambulatory health clinics, long-term care facilities, prenatal and
well-baby clinics, hospice agencies, industrial settings (as occu-
pational nurses), homeless shelters and clinics, nursing centers,
home health agencies, urgent care centers, same day surgical cen-
ters, short-stay facilities, and patients” homes.

Nurses in these settings often deliver care without direct on-
site supervision or the support of other health care personnel.
They must be self-directed, flexible, adaptable, and tolerant of
various lifestyles and living conditions. Expertise in independent
decision making, critical thinking, assessment, and health educa-
tion, and competence in basic nursing care are essential to func-
tion effectively in the community-based setting (Brown, 2000;
Pierson, 1999).

Community-based nursing is a philosophy of care of individ-
uals and families. The care is provided in a community as the
individual or family move among various kinds of service pro-
viders outside of hospitals (Hunt, 2000). Although the phrase
“community-based nursing” is often interchanged with “commu-
nity health nursing,” a distinction should be made. The phrase
“community health nursing” has generally been equated to “pub-
lic health nursing.” Public health nursing is a specialty focused
on total populations, although care may be given to individuals.
Community-based nursing is broader and may incorporate com-
munity health—public health nursing; it is focused on individuals
and families rather than total populations. Community-based
nursing also includes home health nursing, school health nurs-

FIGURE 2-7 Community-based nursing takes many forms and focuses.
Here the nursing focus is on wellness and the nursing setting is industry.
When enlightened employers offer flu vaccines or other health services, the
whole community benefits.

ing, and a host of other nursing services provided to individuals
and groups in the community (Fig. 2-1).

COMMUNITY-BASED CARE

Community-based nursing practice focuses on promoting and
maintaining the health of individuals and groups, preventing and
minimizing the progression of disease, and improving quality of life
(Hunt, 2000). Although nursing interventions used by public
health nurses may involve individuals, families, or small groups, the
central focus remains promotion of health and prevention of dis-
ease in the entire community. The actions of community health
nurses may include provision of direct care to patients and families
as well as political advocacy to secure resources for aggregate pop-
ulations (eg, the aged population). The community health nurse
may function as an epidemiologist, a case manager for a group of
patients, a coordinator of services provided to an aggregate of pa-
tients, an occupational health nurse, a school nurse, a visiting nurse,
or a parish nurse. (In parish nursing, the members of the religious
community—the parish—are the recipients of care.) The com-
monality of these various roles is that the nurse maintains a focus
on community needs as well as on the needs of the individual pa-
tient. Community-based care is generally focused on the individ-
ual or family; although efforts may be undertaken to improve the
health of the whole community, the individual or family unit is the
main focus. The primary concepts of community-based nursing
care are self-care and preventive care within the context of culture
and community. Two other important concepts are continuity of
care and collaboration (Hunt, 2000). Some community-based
nursing fields have become specialties in their own right, such as
school health nursing and home health nursing.

Primary, secondary, and tertiary levels of preventive care are
used by nurses in community-based practice. The focus of pri-
mary prevention is on health promotion and prevention of illness
or disease, including interventions such as teaching regarding
healthy lifestyles (Hunt, 2000). Secondary prevention centers on
health maintenance and is aimed at early detection and prompt
intervention to prevent or minimize loss of function and inde-
pendence; it includes interventions such as health screening and
health risk appraisal. Tertiary prevention focuses on minimizing
deterioration and improving quality of life. Tertiary care may in-
clude rehabilitation to assist patients in achieving their maximum
potential by working through their physical or psychological
challenges (Hunt, 2000).



HOME HEALTH CARE

Home health care is becoming one of the largest practice areas for
nurses. Because of the high acuity level of patients, nurses with
acute care and high-technology experience are in demand in this
field. Tertiary preventive nursing care, which focuses on rehabil-
itation and restoring maximum health function, is a major goal
for home care nurses, although primary and secondary preven-
tion are also included in care. Health care visits may be intermit-
tent or periodic, and telephonic case management may be used
to promote communication with home care consumers.

Home care nursing is a unique aspect of community-based
nursing. Home care visits are made by nurses who work for home
care agencies, public health agencies, and visiting nurse associa-
tions; by nurses who are employed by hospitals; and by parish
nurses who voluntarily work with the members of their religious
communities to promote health. Such visits may also be part of
the responsibilities of school nurses, clinic nurses, or occupational
health nurses. The type of nursing services provided to patients
in their homes varies from agency to agency. Nurses working for
home care or hospice agencies make home visits to provide skilled
nursing care, follow-up care, and teaching to promote health and
prevent complications. Clinic nurses may conduct home visits as
part of patient follow-up. Public health, parish, and school nurses
may make visits to provide anticipatory guidance to high-risk
families and follow-up care to patients with communicable dis-
eases. Many home care patients are acutely ill, and many have
chronic health problems and disabilities, requiring nurses to pro-
vide more education and monitoring to the patient and family to
facilitate compliance.

Holistic care is provided in the home through the collabora-
tion of a multidisciplinary team that includes professional nurses;
home health aides; social workers; physical, speech, and occupa-
tional therapists; and the physician (Touchard & Berthelot,
1999). The team provides health and social services with over-
sight of the total health care plan by a case manager, clinical nurse
specialist, or nurse practitioner. Parish nurses may work to pro-
vide home care training to members of their congregations.

Health care services are provided by official, publicly funded
agencies; nonprofit agencies; private businesses; proprietary
chains; and hospital-based agencies. Some agencies specialize in
high-technology services. Most agencies are reimbursed from a
variety of sources, including Medicare and Medicaid programs,
private insurance, and direct payments by patients. Each funding
source has its own requirements for services rendered, number of
visits allowed, and amount of reimbursement the agency will re-
ceive. Many home health care expenditures are financed by
Medicare and are affected by provisions of the Balanced Budget
Act 0f 1997.

The elderly are the most frequent users of home care services.
To be eligible for service, the patient must be acutely ill, home-
bound, and in need of skilled nursing services. Nursing care in-
cludes skilled assessment of the patient’s physical, psychological,
social, and environmental status. Nursing interventions may in-
clude intravenous therapy and injections (Fig. 2-2), parenteral
nutrition, venipuncture, catheter insertion, pressure ulcer treat-
ment, wound care, ostomy care, and patient and family teaching.
The nurse instructs the patient and family in skills and self-care
strategies and in health maintenance and promotion activities
(eg, nutritional counseling, exercise programs, stress management).

Medicare allows nurses to manage and evaluate patient care
for seriously ill patients who have complex, labile conditions and
are at high risk for rehospitalization. The nurse serves as a case

C/wtpter 2 Community-Based Nursing Practice

FIGURE 2-2 Intravenous therapy is one of the types of skilled nursing
care that may be provided in the home. Courtesy Good Samaritan Certified
Home Health Agency, Babylon, New York.

manager and monitors the delivery of care provided to patients
in their homes.

Providing nursing care in a patient’s home is different from pro-
viding care in a hospital. Patients must sign a release form to stay
and receive treatment in a hospital. They have little control over
what happens to them, and they are expected to comply with the
hospital’s rules, regulations, and schedule of activities. They sleep
in the hospital’s beds and often wear hospital gowns or clothes.
They are given care, treatments, baths, and medications at times
that are usually determined by institutional schedules rather than
convenience for the patient. Although hospitalized patients may
select meals from a daily menu, there is a limited choice in the
type of food they are offered. Family members and friends visit
during the hospital’s visiting hours.

By contrast, the home care nurse is considered a guest in the
patient’s home and needs permission to visit and give care. The
nurse has minimal control over the lifestyle, living situation, and
health practices of the patients he or she visits. This lack of full
decision-making authority can create a conflict for the nurse and
lead to problems in the nurse—patient relationship. To work suc-
cessfully with patients, no matter what the setting, it is important
for the nurse to be nonjudgmental and to convey respect for the
patient’s beliefs, even if they differ sharply from the nurse’s. This
can be difficult when a patient’s lifestyle involves activities that
the nurse considers harmful or unacceptable, such as smoking,
use of alcohol, drug abuse, or overeating.

The cleanliness of a patient’s home may not meet the standards
of a hospital. Although the nurse can provide teaching points
about maintaining clean surroundings, the patient and family de-
termine whether they will implement the nurse’s suggestions. The
nurse must accept the reality of the situation and deliver the care
required regardless of the sanitary conditions of the surroundings.

The kind of equipment and the supplies or resources that usu-
ally are available in acute care settings are often unavailable in the
patient’s home. The nurse has to learn to improvise when pro-
viding care, such as when changing a dressing or catheterizing a
patient in a regular bed that is not adjustable and lacks a bedside
table (Johnson, Smith-Temple, & Carr, 1998).
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Infection control is as important in the home as it is in the hos-
pital, but it can be more challenging and requires creative ap-
proaches. As in any situation, it is important to cleanse one’s
hands before and after giving direct patient care, even in a home
that does not have running water. If aseptic technique is required,
the nurse must have a plan for implementing this technique be-
fore going to the home. This applies also to standard precautions,
transmission-based precautions, and disposal of bodily secretions
and excretions.

If injections are given, the nurse should use a closed container
to dispose of syringes. Injectable and other medications must be
kept out of the reach of children during visits and must be stored
in a safe place if they are to remain in the house. Nurses who per-
form invasive procedures need to be up-to-date with their im-
munizations, including hepatitis B and tetanus.

The home environment often has more distractions than a
hospital. The home can be filled with background noise and
crowded with people and objects. A nurse may have to request
that the television be turned down during the visit or that the pa-
tient move to a more private place to be interviewed.

Friends, neighbors, or family members may ask the nurse
about the patient’s condition. A patient has a right to confiden-
tiality, and information should be shared only with the patient’s
permission. If the nurse carries the patient’s medical record into
the house, it must be put in a secure place to prevent it from being

picked up by others or misplaced.

To prepare for early hospital discharge and the possible need for
follow-up care in the home, discharge planning begins with the
patient’s admission. Several different personnel or agencies may
be involved in the planning process. In hospitals, social workers
or nurses may serve as the discharge planners. Some home care
agencies have liaison nurses who work with discharge planners to
ensure that the patient’s needs are met when he or she is released
from the hospital. Professionals in ambulatory health care settings
may refer patients for home care services to prevent hospitaliza-
tion. Public health nurses care for patients referred for anticipa-
tory guidance with high-risk families, for case finding, and for
follow-up treatment (eg, patients with communicable diseases).
Parish nurses may have patients referred, or they may be con-
tacted directly by members of the parish community who need
guidance or referrals related to physical or psychosocial health
care concerns (Palmer, 2001).

The development of a comprehensive discharge plan requires
collaboration with professionals at both the referring agency and
the home care agency, public health agency, or other community
resource. The process involves identifying the patient’s needs and
developing a thorough plan to meet them. Communication with
and cooperation of the patient and family are essential.

Home health nurses and public health nurses act as case man-
agers. After assessing the patient’s needs, they may make referrals
to other team members, such as home health aides and social
workers. They work collaboratively with the health team and the
agency or person who referred the patient for service. Continu-
ous coordinated care among all health care providers involved in

the patient’s care is essential to avoid duplication of effort by the
various personnel caring for the patient.

Home care and public health nurses are responsible for pro-
viding the patient and family with information about other com-
munity resources that are available to meet their needs. During
the initial and subsequent visits, they help patients identify these
community services and encourage the patient and family to con-
tact the appropriate agencies. When appropriate, the nurse makes
the initial contact (Pierson, 1999).

A community-based nurse needs to be knowledgeable about
community resources available to patients as well as services pro-
vided by local agencies, eligibility requirements, and any possible
charges for the services. Most communities have directories of
health and social service agencies that the nurse can consult.
These directories need to be continually updated as resources
change. If a community does not have a resource booklet, the
agency may develop one for its staff. It should include the com-
monly used community resources that patients need, the costs of
the services, and eligibility requirements. The patient’s place of
worship or parish may serve as an important resource for services.
The telephone book is often a useful resource for helping patients
identify the locations of grocery and drug stores, banks, health
care facilities, ambulances, physicians, dentists, pharmacists,
social service agencies, and senior citizens programs.

Preparing for a Home Visit

Most agencies have a policy manual that states their philosophy
and procedures and defines the services they provide. Becoming
familiar with these policies is an essential step before initiating a
home visit. It is also important to know the agency’s policies and
the state law regarding what actions to take if the nurse finds a
patient dead, encounters an abusive situation in the family, or de-
termines that a patient cannot safely remain at home.

Before making a home visit, the nurse should review the pa-
tient’s referral form and other pertinent data concerning the patient.
It may be necessary to contact the referring agency if the purpose
for the referral is unclear or if important information is missing,.

The first step is to call the patient to obtain permission to visit,
schedule a time for the visit, and verify the address. This initial
phone conversation provides an opportunity to introduce one-
self, identify the agency, and explain the reason for the visit.

If a patient does not have a telephone, the nurse should see
whether those who made the referral have a number where a
phone message can be left for the patient. If an unannounced visit
must be made to a patient’s home, the nurse should ask permis-
sion to come in before entering the house. Explaining the pur-
pose of the referral at the outset and setting up the times for
future visits before leaving are also recommended approaches.

Most agencies provide nurses with bags that contain standard
supplies and equipment needed during home visits. It is impor-
tant to keep the bag properly supplied and to bring any additional
items that might be needed for the visit. Patients usually do not
have the medical supplies they need for treatment.

Conducting a Home Visit
PERSONAL SAFETY PRECAUTIONS

Whenever a nurse makes a home visit, the agency should know
the nurse’s schedule and the locations of the visits. The nurse
should learn about the neighborhood and obtain directions for
reaching the expected destination. A plan of action should always
be established in case of emergencies.




Nurses are not expected to disregard their personal safety in
an effort to make or complete home visits. If nurses encounter
dangerous situations during visits, they should return to their
agencies and contact their supervisors or law enforcement offi-
cials, or both. Suggested precautions to take when making a
home visit are presented in Chart 2-1.

INITIAL HOME VISIT

The first visit sets the tone for subsequent visits and is a crucial
step in establishing the nurse—patient relationship. The situations
encountered can vary depending on numerous factors. Patients
may be in pain and unable to care for themselves. Families may
be overwhelmed and doubt their ability to care for their loved
one. They may not understand why the patient was sent home
from the hospital before being totally rehabilitated. They may not
comprehend what home care is or why they cannot have 24-hour
nursing services. It is critical that the nurse try to convey an un-
derstanding of what the patient and family are experiencing and
how the illness is affecting their lives.

During the initial home visit, which usually lasts less than an
hour, the patient is evaluated and a plan of care is established to
be followed or modified on subsequent visits. The nurse informs
the patient of the agency’s practices, policies, and hours of oper-
ation. If the agency is to be reimbursed for the visit, the nurse asks
for insurance information, such as a Medicare or Medicaid card.
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e Learn, or preprogram a cellular phone with the telephone
numbers of the agency, police, and emergency services.

e Let the agency know your daily schedule and the telephone
numbers of your patients so that you can be located if you do
not return when expected.

e Know where the patient lives before leaving to make the visit
and carry a map for quick referral.

¢ Keep your car in good working order and have sufficient gas in
the tank.

e Park the car near the patient’s home and lock it during the
visit.

* Do not drive an expensive car or wear expensive jewelry when
making visits.

e Know the regular bus schedule and know the routes when
using public transportation or walking to the patient’s house.

e Carry agency identification and have enough change to make
telephone calls in case you get lost or have problems. Most
agencies provide cellular phones for their nurses so that the
agency can contact the nurse, and so that the nurse can contact
the agency in case of an emergency or unexpected situation.

e When making visits in high-crime areas, visit with another per-
son rather than alone.

e Schedule visits only during daylight hours.

e Never walk into a patient’s home uninvited.

¢ Ifyou do not feel safe entering a patient’s home, leave the area.

¢ Become familiar with the layout of the house, including exits
from the house.

e Ifa patient or family member is intoxicated, hostile, or obnox-
ious, reschedule the visit and leave.

e Ifa family is having a serious argument or abusing the patient
or anyone else in the household, reschedule the visit, contact
your supervisor, and report the abuse to the appropriate
authorities.

C/wtpter 2 Community-Based Nursing Practice

The initial assessment includes evaluating the patient, the
home environment, the patient’s self-care abilities or the family’s
ability to provide care, and the patient’s need for additional re-
sources. Identifying possible hazards, such as cluttered walk areas,
potential fire risks, air or water pollution, or inadequate sanita-
tion facilities, is also part of the initial assessment.

Documentation considerations for home visits follow fairly
specific regulations. The patient’s needs and the nursing care
given are documented accurately to ensure that the agency will
qualify for payment for the visit. Medicare, Medicaid, and third-
party payers require documentation of the patient’s homebound
status and the need for skilled professional nursing care. The
medical diagnosis and specific detailed information on the func-
tional limitations of the patient are usually part of the documen-
tation. The goals and the actions appropriate for attaining them
need to be identified. Expected outcomes of the nursing inter-
ventions must be stated in terms of patient behaviors and must
be realistic and measurable. They must reflect the nursing diag-
nosis or the patient’s problems and must specify those actions
that are expected to solve the patient’s problems. If the docu-
mentation is not done correctly, the agency may not be paid for
the visit.

DETERMINING THE NEED
FOR FUTURE VISITS

While conducting an assessment of the patient’s situation, the
nurse evaluates the need for future visits and the frequency with
which those visits may need to be made. To make these judg-
ments, the nurse may find it helpful to consider the following
factors:

o Current health status: How well is the patient progressing?
How serious are the present signs and symptoms? Has the
patient shown signs of progressing as expected, or does it
seem that recovery will be delayed?

® Home environment: Are worrisome safety factors apparent?
Are family or friends available to provide care, or is the pa-
tient alone?

o Level of self-care abilities: Is the patient capable of self-care?
What is the patient’s level of independence? Is the patient
ambulatory or bedridden? Does the patient have sufficient
energy or is he or she frail and easily fatigued?

o Level of nursing care needed: What level of nursing care does
the patient require? Does the care require basic skills or
more complex interventions?

® Prognosis: What is the expectation for recovery in this par-
ticular instance? What are the chances that complications
may develop if nursing care is not provided?

e DPatient education needs: How well has the patient or family
grasped the teaching points made? Is there a need for fur-
ther follow-up and retraining? What level of proficiency
does the patient or family show in carrying out the neces-
sary care?

o Mental status: How alert is the patient? Are there signs of
confusion or thinking difficulties? Does the patient tend to
be forgetful or have a limited attention span?

o Level of adherence: Is the patient following the instruc-
tions provided? Does the patient seem capable of doing
so? Are the family members helpful in this regard, or are
they unwilling or unable to assist in caring for the patient
as expected?
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With each subsequent visit, these same factors are evaluated to
determine the continuing health needs of the patient. As progress
is made and the patient, with or without the help of significant
others, becomes more capable of self-care and more independent,
the need for home visits may decline.

CLOSING THE VISIT

As the visit comes to a close, it is important to summarize the
main points of the visit for the patient and family and to identify
expectations for future visits or patient achievements. The fol-
lowing points should be considered at the end of each visit:

e What are the main points the patient or family should re-
member from the visit?

e What positive attributes have been noted about the patient
and the family that will give them a sense of accomplishment?

e What were the main points of the teaching plan or the treat-
ments needed to ensure that the patient and family under-
stand what they must do? A written set of instructions
should be left with the patient or family, provided they can
read and see (alternative formats include video or audio
recordings). Printed material should be in the patient’s pri-
mary language and in large print when indicated.

e Whom should the patient or family call in case they need to
contact someone immediately? Are current emergency tele-
phone numbers readily available? Is telephone service avail-
able or can an emergency cell phone service be provided?

e What signs of complications should be reported immediately?

e What is the day and time of the next visit? Will a different
nurse make the visit? How frequently will visits be made,
and for how long (if determinable at this time)?

AMBULATORY SETTINGS

Ambulatory health care is provided for patients in community or
hospital-based settings. The types of agencies that provide am-
bulatory health care are medical clinics, ambulatory care units,
urgent care centers, cardiac rehabilitation programs, mental health
centers, student health centers, community outreach programs,
and nursing centers. Some ambulatory centers provide care to a
specific population, such as migrant workers or Native Americans.
Neighborhood health centers provide services to patients who live
in a geographically defined area. The centers may operate in free-
standing buildings, storefronts, or mobile units. Agencies may
provide ambulatory health care in addition to other services, such
as offering an adult day care or health program. The kinds of
services offered and the patients served depend on the agency’s
mission.

Nursing responsibilities in ambulatory health care settings
include providing direct patient care, conducting patient in-
take screenings, treating patients with acute or chronic illnesses
or emergency conditions, referring patients to other agencies
for additional services, teaching patients self-care activities, and
offering health education programs that promote health main-
tenance. A useful tool for the community-based nurse might
be the classification scheme developed by the Visiting Nurses
Association of Omaha, which contains patient-focused prob-
lems that are in one of four domains: environmental, psy-
chosocial, physiologic, and health-related behaviors (Cookfair,
1996).

Nurses also work as clinic managers, direct the operation of
clinics, and supervise other health team members. Nurse practi-
tioners, educated in primary care, often practice in ambulatory
care settings with a focus on gerontology, pediatrics, family or
adult health, or women’s health. Constraints imposed by federal
legislation and ambulatory payment classifications (APCs) re-
quire efficient and effective management of patients in ambula-
tory settings. Nurses can play an important part in facilitating the
function of the ambulatory care facility.

OCCUPATIONAL HEALTH PROGRAMS

Federal legislation, especially the Occupational Safety and Health
Act (OSHA), has had a major impact on health conditions in the
workplace. The law is directed at creating safer and healthier
work conditions. It is in an employer’s interest to try to provide
a safe working environment, because the result is reduced costs
associated with employee absenteeism, hospitalization, and
disability.

Occupational nurses may work in solo units in an industrial
setting, or they may serve as consultants on a limited or part-time
basis. They may also be members of an interdisciplinary team
composed of a variety of health care workers such as nurses,
physicians, exercise physiologists, health educators, counselors,
nutritionists, safety engineers, and industrial hygienists. The oc-
cupational health nurse functions in several ways and may pro-
vide direct care to employees who become ill or injured, conduct
health education programs for company staff members, or set up
health programs aimed at establishing specific health behaviors,
such as eating properly and getting enough exercise. The nurse
must also be knowledgeable about federal regulations pertaining
to occupational health and familiar with other pertinent legisla-
tion, such as the Americans with Disabilities Act. The occupa-
tional health nurse may monitor employees’ hearing, vision,
blood pressure, or blood glucose levels (Capriotti, Kirby, &
Smeltzer, 2000). Exposures to radiation, infectious diseases, and
toxic substances are also tracked and reported to government
agencies as required.

SCHOOL HEALTH PROGRAMS

School health programs provide valuable services for students and
may also serve the school’s community. School-age children and
adolescents with health problems are at major risk for under-
achieving or failing in school. The leading health problems of
elementary-school children are injuries, infections (including in-
fluenza and pneumonia), malnutrition, dental disease, and can-
cer. The leading problems for high-school students are alcohol
and drug abuse, injuries, homicide, pregnancy, sexually trans-
mitted disease, sports injuries, dental disease, and mental and
emotional problems. Ideally, school health programs have an
interdisciplinary health team consisting of physicians, nurses,
dentists, social workers, counselors, school administrators, par-
ents, and students. The school may serve as the site for a family
health clinic that offers primary health and mental health services
to children and adolescents as well as to all family members in the
community. Many school nurses have baccalaureate degrees, and
advanced practice nurses are ideally suited to provide the primary
care in these settings. Some school nurse programs provide com-
munity care. Physical examinations are performed by advanced
practice nurses who then diagnose and treat students and fami-
lies for acute and chronic illnesses. These clinics are cost-effective
and are especially beneficial for students from low-income fami-



lies who lack access to traditional health care or have no health
insurance.

The roles of the school nurse are care provider, health educa-
tor, consultant, and counselor. The school nurse collaborates
with students, parents, administrators, and other health and so-
cial service professionals regarding a student’s health problems.
Nurses perform health screenings, give basic care for minor in-
juries and complaints, administer medications, monitor the im-
munization status of students and families, and identify children
with health problems. They need to be knowledgeable about state
and local regulations affecting school-age children, such as ordi-
nances for excluding students from school because of communi-
cable diseases or parasites such as lice or scabies.

The school nurse is also a health education consultant for
teachers. In addition to providing information on health prac-
tices, teaching health classes, or participating in the development
of the health education curriculum, the school nurse educates the
teacher and class when one of the students has a special problem,
a disability, or a disease such as hemophilia or acquired immuno-
deficiency syndrome (AIDS).

CARE FOR THE HOMELESS

No exact figures exist on the number of homeless people in the
United States. Homelessness is a growing problem, and the
homeless population includes increasing numbers of women with
children (often victims of abuse) and elderly people. The home-
less are a heterogeneous group, including members of dysfunc-
tional families, the unemployed, and those who cannot find
affordable housing. A large number of homeless persons, about
85%, are chronically mentally ill or abuse alcohol or other drugs
(Walker, 1998). Some are temporarily homeless as a result of
catastrophic natural disasters.

The homeless often have difficulty affording or gaining access
to health care. Because of numerous obstacles, they seek health
care late in the course of a disease and deteriorate more quickly
than other patients. Many of the health problems they experience
are related in large part to their living situations. Street life ex-
poses homeless persons to the extremes of hot and cold environ-
ments and compounds their health risks.

Homeless persons have high rates of trauma, tuberculosis,
upper respiratory tract infections, poor nutrition and anemia,
lice, scabies, peripheral vascular problems, sexually transmitted
diseases, dental problems, arthritis, hypothermia, skin disorders,
and foot problems. Common chronic health problems of the
homeless include diabetes, hypertension, heart disease, AIDS,
and mental illness. These problems are made more difficult by
living on the street and by being discharged to a transitory, home-
less situation in which follow-up is unlikely (Hunter, Crosby,
Ventura, & Warkentin, 1997; Walker, 1998). Homeless persons
who live in shelters frequently encounter overcrowded, unventi-
lated quarters that provide an ideal environment for the spread of
communicable diseases such as tuberculosis.

Community-based nurses who work with the homeless must
be nonjudgmental, patient, and understanding. They must be
proficient in dealing with many different kinds of people who
have a wide variety of health problems and needs. Nursing inter-
ventions are aimed at attempting to obtain health care services for
the homeless and evaluating the health care needs of those who
reside in the shelters.

C/mpter 2 Community-Based Nursing Practice

2
7. Recall a difficult discharge planning situation in which

you have been involved. Evaluate the effectiveness of the

processes used to accomplish the goals. What changes could
have been made that would have improved the processes and
the outcomes?

2. A homeless young mother was referred for follow-up
home care after discharge from the hospital. During the
nurse’s initial visit, to the homeless shelter, the patient’s
daughter asks how often visits will be made and for how long.
What assessment criteria would you use to develop answers
to these questions? What factors affect the patient’s eligibility
for home care services versus ambulatory health services?
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area of nursing practice.
5. Specify strategies that can be helpful to nurses in ethical decision

making.
6. Describe the components of the nursing process.

/. Describe the nursing process.

&. Develop a plan of nursing care for a patient using strategies of
critical thinking.
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Z;l today’s health care arena, the nurse is faced with increasingly
complex issues and situations resulting from advanced technol-
ogy, greater acuity of patients in hospital and community set-
tings, an aging population, and complex disease processes, as well
as ethical and cultural factors. Traditionally, nurses have used a
problem-solving approach in planning and providing nursing
care. Today the decision-making part of problem solving has be-
come increasingly complex and requires critical thinking.

Critical thinking is a multidimensional skill, a cognitive or men-
tal process or set of procedures. It involves reasoning and pur-
poseful, systematic, reflective, rational, outcome-directed thinking
based on a body of knowledge, as well as examination and analy-
sis of all available information and ideas. Critical thinking leads to
the formulation of conclusions and the most appropriate, often
creative, decisions, options, or alternatives (Ignatavicius, 2001;
Prideaux, 2000).

Critical thinking includes metacognition, the examination of
one’s own reasoning or thought processes while thinking, to help
strengthen and refine thinking skills (Wilkinson, 2001). Inde-
pendent judgments and decisions evolve from a sound knowledge
base and the ability to synthesize information within the context
in which it is presented. Nursing practice in today’s society man-
dates the use of high-level critical thinking skills within the nurs-
ing process. Critical thinking enhances clinical decision making,
helping to identify patient needs and to determine the best nurs-
ing actions that will assist the patient in meeting those needs.

Critical thinking and critical thinkers have distinctive charac-
teristics. As indicated in the above definition, critical thinking is
a conscious, outcome-oriented activity; it is purposeful and in-
tentional. The critical thinker is an inquisitive, fair-minded truth-
secker with an open-mindedness to the alternative solutions that
might surface.

Critical Thinking Process
RATIONALITY AND INSIGHT

Critical thinking is systematic and organized. The skills involved
in critical thinking are developed over time through effort, prac-
tice, and experience. Skills needed in critical thinking include in-
terpretation, analysis, evaluation, inference, explanation, and
self-regulation (Ignatavicius, 2001). Critical thinking requires
background knowledge and knowledge of key concepts as well as
standards of good thinking (Prideaux, 2000). The critical thinker
uses reality-based deliberation to validate the accuracy of data and
the reliability of sources, being mindful of and questioning in-
consistencies. Interpretation is used to determine the significance
of data that are gathered, and analysis is used to identify patient
problems indicated by the data. The nurse uses inference to draw
conclusions. Explanation is the justification of actions or inter-
ventions used to address patient problems and to help a patient
move toward desired outcomes. Evaluation is the process of de-
termining whether outcomes have been or are being met, and
self-regulation is the process of examining the care provided and
adjusting the interventions as needed (Ignatavicius, 2001).
Critical thinking is also reflective, involving metacognition,
active evaluation, and refinement of the thinking process. The
critical thinker considers the possibility of personal bias when in-
terpreting data and determining appropriate actions. The criti-
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cal thinker must be insightful and have a sense of fairness and
integrity, the courage to question personal ethics, and the per-
severance to strive continuously to minimize the effects of ego-
centricity, ethnocentricity, and other biases on the decision-
making process (Alfaro-LeFevre, 1999).

COMPONENTS OF CRITICAL THINKING

Certain cognitive or mental activities can be identified as key com-
ponents of critical thinking. When thinking critically, a person
will do the following:

e Ask questions to determine the reason why certain devel-
opments have occurred and to see whether more informa-
tion is needed to understand the situation accurately.

¢ Gather as much relevant information as possible to consider
as many factors as possible.

e Validate the information presented to make sure that it is
accurate (not just supposition or opinion), that it makes
sense, and that it is based on fact and evidence.

e Analyze the information to determine what it means and to
see whether it forms clusters or patterns that point to cer-
tain conclusions.

e Draw on past clinical experience and knowledge to explain
what is happening and to anticipate what might happen
next, acknowledging personal bias and cultural influences.

* Maintain a flexible attitude that allows the facts to guide
thinking and takes into account all possibilities.

e Consider available options and examine each in terms of its
advantages and disadvantages.

e Formulate decisions that reflect creativity and independent
decision making.

Critical thinking requires going beyond basic problem solving
into a realm of inquisitive exploration, looking for all relevant fac-
tors that affect the issue, and being an “out-of-the-box” thinker.
It includes questioning all findings until a comprehensive picture
emerges that explains the phenomenon, possible solutions, and
creative methods for proceeding (Wilkinson, 2001). Critical
thinking in nursing practice results in a comprehensive patient
plan of care with maximized potential for success.

CRITICAL THINKING
IN NURSING PRACTICE

Using critical thinking to develop a plan of nursing care requires
considering the human factors that might influence the plan. The
nurse interacts with the patient, family, and other health care
providers in the process of providing appropriate, individualized
nursing care. The culture, attitude, and thought processes of the
nurse, the patient, and others will affect the critical thinking process
from the data-gathering stage through the decision-making stage;
therefore, aspects of the nurse-patient interaction must be con-
sidered (Wilkinson, 2001). Nurses must use critical thinking
skills in all practice settings—acute care, ambulatory care, ex-
tended care, and in the home and community. Regardless of
the setting, each patient situation is viewed as unique and dy-
namic. The unique factors that the patient and nurse bring to
the health care situation are considered, studied, analyzed, and
interpreted. Interpretation of the information presented then al-
lows the nurse to focus on those factors that are most relevant
and most significant to the clinical situation. Decisions about
what to do and how to do it are then developed into a plan of
action.
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Fonteyn (1998) identified 12 predominant thinking strategies
used by nurses, regardless of their area of clinical practice:

Recognizing a pattern

Setting priorities

Searching for information
Generating hypotheses

Making predictions

Forming relationships

Stating a proposition (“if-then”)
Asserting a practice rule

Making choices (alternative actions)
Judging the value

Drawing conclusions

Providing explanations

Fonteyn further identified other, less prominent thinking
strategies the nurse might use:

e Pondering

Posing a question

Making assumptions (supposing)
Qualifying

Making generalizations

These thought processes are consistent with the characteristics
of critical thinking and cognitive activities discussed earlier.
Fonteyn asserted that exploring how these thinking strategies are
used in various clinical situations, and practicing using the strate-
gies, might assist the nurse—learner in examining and refining his
or her own thinking skills.

Because developing the skill of critical thinking takes time and
practice, critical thinking exercises are offered throughout this
book as a means of practicing one’s ability to think critically. Ad-
ditional exercises can be found in the study guide that accompa-
nies the text. The questions listed in Chart 3-1 can serve as a
guide in working through the exercises, although it is important
to remember that each situation is unique and calls for an ap-
proach that fits the particular circumstances being described.

Ethical Nursing Care

In the complex modern world, we are surrounded by ethical is-
sues in all facets of our lives. Consequently, there has been a height-
ened interest in the field of ethics, in an attempt to gain a better
understanding of how these issues influence us. Specifically, in
health care the focus on ethics has intensified in response to con-
troversial developments, including advances in technology and ge-
netics, as well as diminished health care and financial resources.
Today, sophisticated technology can prolong life well beyond
the time when death would have occurred in the past. Expensive
experimental procedures and medications are available for at-
tempting to preserve life, even when such attempts are likely to
fail. The development of technological support has had an influ-
ence on all stages of life. For example, the prenatal period has
been influenced by genetic screening, in vitro fertilization, the
harvesting and freezing of embryos, and prenatal surgery. In the
early stages of life, premature infants are given a chance for sur-
vival by the use of technical support. Children and adults who
would have died as a result of organ failure are living longer be-
cause of organ transplantation. Technological advances have also
contributed to an increase in the average life expectancy. These
advances in technology, however, have been a mixed blessing.
Questions have been raised about whether, and under what cir-
cumstances, it is appropriate to use such technology. Although
many individuals are afforded a better quality of life, others face

The Inquiring Mind: Critical Thinking in Action

Throughout the critical thinking process, a continuous flow of
questions evolves in the thinker’s mind. Although the questions
will vary according to the particular clinical situation, certain gen-
eral inquiries can serve as a basis for reaching conclusions and de-
termining a course of action.

When faced with a patient situation, it is often helpful to seek
answers to some or all of the following questions in an attempt to
determine those actions that are most appropriate:

e What relevant assessment information do I need, and how
do I'interpret this information? What does this information
tell me?

¢ To what problems does this information point? Have I iden-
tified the most important ones? Does the information point
to any other problems that I should consider?

e Have I gathered all the information I need (signs/symptoms,
laboratory values, medication history, emotional factors,
mental status)? Is anything missing?

e Is there anything that needs to be reported immediately? Do
I need to seck additional assistance?

¢ Does this patient have any special risk factors? Which ones
are most significant? What must I do to minimize these
risks?

e What possible complications must I anticipate?

e What are the most important problems in this situation?

Do the patient and the patient’s family recognize the same
problems?

e What are the desired outcomes for this patient? Which have
the highest priority? Does the patient see eye to eye with me
on these points?

e What is going to be my first action in this situation?

e How can I construct a plan of care to achieve the goals?

e Are there any age-related factors involved, and will they re-
quire some special approach? Will I need to make some
change in the plan of care to take these factors into account?

e How do the family dynamics affect this situation, and will
this have an affect on my actions or the plan of care?

e Are there cultural factors that I must address and consider?

e Am I dealing with an ethical problem here? If so, how am I
going to resolve it?

* Has any nursing research been conducted on this subject?

extended suffering as a result of efforts to prolong life, usually at
great expense. Ethical issues also surround those practices or poli-
cies that seem to allocate health care resources unjustly on the
basis of age, race, gender, disability, or social mores.

Domain of Nursing Ethics

The ethical dilemmas a nurse may encounter in the medical-
surgical arena are numerous and diverse. An awareness of under-
lying philosophical concepts will help the nurse to reason through
these dilemmas. Basic concepts related to moral philosophy, such
as ethics terminology, theories, and approaches, are included in this
chapter. Understanding the role of the professional nurse in ethical
decision making will assist nurses in articulating their ethical posi-
tions and in developing the skills needed to make ethical decisions.

ETHICS VERSUS MORALITY

The terms ethics and morality are used to describe beliefs about
right and wrong and to suggest appropriate guidelines for action.
In essence, ethics is the formal, systematic study of moral beliefs,
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whereas morality is the adherence to informal personal values.
Because the distinction between the two is slight, they are often
used interchangeably.

ETHICS THEORIES

One classic theory in ethics is teleologic theory or consequential-
ism, which focuses on the ends or consequences of actions. The
most well-known form of this theory, utilitarianism, is based on
the concept of “the greatest good for the greatest number.” The
choice of action is clear under this theory, because the action that
maximizes good over bad is the correct one. The theory poses dif-
ficulty when one must judge intrinsic values and determine
whose good is the greatest. Additionally, the question must be
asked whether good consequences can justify any amoral actions
that might be used to achieve them.

Another theory in ethics is the deontologic or formalist theory,
which argues that moral standards or principles exist independently
of the ends or consequences. In a given situation, one or more moral
principles may apply. The nurse has a duty to act based on the one
relevant principle, or the most relevant of several moral principles.
Problems arise with this theory when personal and cultural biases
influence the choice of the most primary moral principle.

APPROACHES TO ETHICS

Two approaches to ethics are metaethics and applied ethics. An
example of metaethics (understanding the concepts and linguis-

tic terminology used in ethics) in the health care environment
would be analysis of the concept of informed consent. Nurses are
aware that patients must give consent before surgery, but some-
times a question arises as to whether the patient is truly informed.
Delving more deeply into the concept of informed consent would
be a metaethical inquiry.

Applied ethics is the term used when questions are asked of a
specific discipline to identify ethical problems within that disci-
pline’s practice. Various disciplines use the frameworks of general
ethical theories and moral principles and apply them to specific
problems within their domain. Common ethical principles that
apply in nursing include autonomy, beneficence, confidentiality,
double effect, fidelity, justice, nonmaleficence, paternalism, re-
spect for people, sanctity of life, and veracity. Brief definitions of
these important principles can be found in Chart 3-2.

Nursing ethics may be considered a form of applied ethics be-
cause it addresses moral situations that are specific to the nursing
profession and patient care. Some ethical problems that affect
nursing may also apply to the broader area of bioethics and health
care ethics. However, the nursing profession is a “caring” rather than

Common Ethical Principles

The following common ethical principles may be used to validate
moral claims.

Autonomy

This word is derived from the Greek words autos (“self”) and nomos
(“rule” or “law”), and therefore refers to self-rule. In contemporary dis-
course it has broad meanings, including individual rights, privacy, and
choice. Autonomy entails the ability to make a choice free from exter-
nal constraints.

Beneficence

Beneficence is the duty to do good and the active promotion of benev-
olent acts (eg, goodness, kindness, charity). It may also include the in-
junction not to inflict harm (see nonmaleficence).

Confidentiality

Confidentiality relates to the concept of privacy. Information ob-
tained from an individual will not be disclosed to another unless it will
benefit the person or there is a direct threat to the social good.

Double Effect
This is a principle that may morally justify some actions that produce
both good and evil effects.

All four of the following criteria must be fulfilled:

1. The action itself is good or morally neutral.
2. The agent sincerely intends the good and not the evil effect
(the evil effect may be foreseen but is not intended).

3. The good effect is not achieved by means of the evil effect.

4. There is proportionate or favorable balance of good over evil.
Fidelity
Fidelity is promise keeping; the duty to be faithful to one’s commit-
ments. It includes both explicit and implicit promises to another person.

Justice
From a broad perspective, justice states that like cases should be
treated alike. A more restricted version of justice is distributive justice,

which refers to the distribution of social benefits and burdens based
on various criteria that may include the following:

Equality

Individual need
Individual effort
Societal contribution
Individual merit
Legal entitlement

Retributive justice is concerned with the distribution of punishment.

Nonmaleficence

This is the duty not to inflict harm as well as to prevent and remove
harm. Nonmaleficence may be included within the principle of benef-
icence, in which case nonmaleficence would be more binding.

Paternalism

Paternalism is the intentional limitation of another’s autonomy, jus-
tified by an appeal to beneficence or the welfare or needs of another.
Under this principle, the prevention of evils or harm takes precedence
over any potential evils caused by interference with the individual’s
autonomy or liberty.

Respect for Persons

Respect for persons is frequently used synonymously with autonomy.
However, it goes beyond accepting the notion or attitude that people
have autonomous choice, to treating others in such a way that enables
them to make the choice.

Sanctity of Life

This is the perspective that life is the highest good. Therefore, all forms
of life, including mere biologic existence, should take precedence over
external criteria for judging quality of life.

Veracity
Veracity is the obligation to tell the truth and not to lie or deceive
others.
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a predominantly “curing” profession; therefore, it is imperative that
one not equate nursing ethics solely with medical ethics, because
the medical profession has a “cure” focus. Nursing has its own
professional code of ethics.

MORAL SITUATIONS

Many situations exist in which ethical analysis is needed. Some are
moral dilemmas, situations in which a clear conflict exists between
two or more moral principles or competing moral claims, and the
nurse must choose the lesser of two evils. Other situations repre-
sent moral problems, in which there may be competing moral claims
or principles but one claim or principle is clearly dominant. Some
situations result in moral uncertainty, when one cannot accurately
define what the moral situation is, or what moral principles apply,
but has a strong feeling that something is not right. Still other sit-
uations may result in moral distress, in which the nurse is aware of
the correct course of action but institutional constraints stand in
the way of pursuing the correct action (Jameton, 1984).

For example, a patient tells a nurse that if he is dying he wants
everything possible done. The surgeon and family have made the
decision not to tell the patient he is terminally ill and not to re-
suscitate him if he stops breathing. From an ethical perspective,
patients should be told the truth about their diagnoses and should
have the opportunity to make decisions about treatments. Ideally,
this information should come from the physician, with the nurse
present to assist the patient in understanding the terminology and
to provide further support, if necessary. A moral problem exists
because of the competing moral claims of the family and physi-
cian, who wish to spare the patient distress, and the nurse, who
wishes to be truthful with the patient as the patient has requested.
If the patient’s competency were questionable, a moral dilemma
would exist because no dominant principle would be evident. The
nurse could experience moral distress if the hospital threatens dis-
ciplinary action or job termination if the information is disclosed
without the agreement of the physician or the family, or both.

It is essential that nurses freely engage in dialogue concerning
moral situations, even though such dialogue is difficult for every-
one involved. Improved interdisciplinary communication is sup-
ported when all members of the health care team can voice their
concerns and come to an understanding of the moral situation.
The use of an ethics consultant or consultation team could be
helpful to assist the health care team, patient, and family to iden-
tify the moral dilemma and possible approaches to the dilemma.
The nurse should be familiar with agency policy supporting pa-
tient self-determination and resolution of ethical issues. The
nurse should be an advocate for patient rights in each situation
(Trammelleo, 2000).

TYPES OF ETHICAL PROBLEMS
IN NURSING

As a profession, nursing is accountable to society. This account-
ability is spelled out in the American Hospital Association’s Patient
Care Partnership (Chart 3-3), which reflects social beliefs about
health and health care. In addition to accepting this document
as one measure of accountability, nursing has further defined
its standards of accountability through a formal code of ethics
that explicitly states the profession’s values and goals. The code
(Chart 3-4), established by the American Nurses Association
(ANA), consists of ethical standards, each with its own interpre-
tive statements (ANA, 2001). The interpretive statements provide
guidance to address and resolve ethical dilemmas by incorporat-

ing universal moral principles (ANA’s Code of Ethics Project Task
Force, 2000). The code is an ideal framework for nurses to use in
ethical decision making.

Ethical issues have always affected the role of the professional
nurse. The accepted definition of professional nursing has inspired
a new advocacy role for nurses. The ANA, in Nursing’s Social Pol-
icy Statement (1995), defines nursing as “the diagnosis and treat-
ment of human responses to health and illness.” This definition
supports the claim that nurses must be actively involved in the
decision-making process regarding ethical concerns surrounding
health care and human responses. Efforts to enact this standard
may cause conflict in health care settings in which the traditional
roles of the nurse are delineated within a bureaucratic structure.
If, however, nurses learn to present ethical conflicts within a logi-
cal, systematic framework, struggles over jurisdictional boundaries
may decrease. Health care settings in which nurses are valued
members of the team promote interdisciplinary communication
and may enhance patient care. To practice effectively in these set-
tings, nurses must be aware of ethical issues and assist patients in
voicing their moral concerns.

The basic ethical framework of the nursing profession is the
phenomenon of human caring. Nursing theories that incorporate
the biopsychosocial-spiritual dimensions emphasize a holistic
viewpoint, with humanism or caring as the core. As the nursing
profession strives to delineate its own theory of ethics, caring is
often cited as the moral foundation. For nurses to embrace this
professional ethos, it is necessary to be aware not only of major
ethical dilemmas but also of those daily interactions with health
care consumers that frequently give rise to ethical challenges that
are not as easily identified. Although technological advances and
diminished resources have been instrumental in raising numer-
ous ethical questions and controversies, including life-and-death
issues, nurses should not ignore the many routine situations that
involve ethical considerations. Some of the most common issues
faced by nurses today include confidentiality, use of restraints,
trust, refusing care, genetics, and end-of-life concerns.

Confidentiality

We all need to be aware of the confidential nature of information
obtained in daily practice. If information is not pertinent to a
case, the nurse should question whether it is prudent to record it
in the patient’s chart. In the practice setting, discussion of the pa-
tient with other members of the health care team is often neces-
sary. These discussions should, however, occur in a private area
where it is unlikely that the conversation will be overheard.
Another threat to keeping information confidential is the
widespread use of computers and the easy access people have to
them. This may increase the potential for misuse of information,
which may have negative social consequences (Zolot, 1999). For
example, laboratory results regarding testing for human immuno-
deficiency virus (HIV) infection or genetic screening may lead to
loss of employment or insurance if the information is disclosed.
Because of these possibilities of maleficence (see Chart 3-2) to the
patient, sensitivity to the principle of confidentiality is essential.

Restraints

The use of restraints (including physical and pharmacologic mea-
sures) is another issue with ethical overtones. It is important to
weigh carefully the risks of limiting a person’s autonomy and in-
creasing the risk of injury by using restraints against the risks of not
using restraints. Before restraints are used, other strategies, such as
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The Patient Care Partnership: Understanding Expectations, Rights, and Responsibilities

When you need hospital care, your doctor and the nurses and other pro-
fessionals at our hospital are committed to working with you and your
family to meet your health care needs. Our dedicated doctors and staff
serve the community in all its ethnic, religious, and economic diversity.
Our goal is for you and your family to have the same care and attention
we would want for our families and ourselves.

The sections below explain some of the basics about how you can ex-
pect to be treated during your hospital stay. They also cover what we will
need from you to care for you better. If you have questions at any time,
please ask them. Unasked or unanswered questions can add to the stress
of being in the hospital. Your comfort and confidence in your care are very
important to us.

What to Expect During Your Hospital Stay

High quality hospital care. Our first priority is to provide you the care
you need, when you need it, with skill, compassion, and respect. Tell
your caregivers if you have concerns about your care or if you have
pain. You have the right to know the identity of doctors, nurses, and
others involved in your care, as well as when they are students, resi-
dents, or other trainees.

A clean and safe environment. Our hospital works hard to keep you
safe. We use special policies and procedures to avoid mistakes in your
care and keep you free from abuse or neglect. If anything unexpected
and significant happens during your hospital stay, you will be told
what happened and any resulting changes in your care will be dis-
cussed with you.

Involvement in your care. You and your doctor often make decisions
about your care before you go to the hospital. Other times, especially
in emergencies, those decisions are made during your hospital stay.
When they take place, making decisions should include:

e Discussing your medical condition and information about medically ap-
propriate treatment choices. To make informed decisions with your
doctor, you need to understand several things:

— The benefits and risks of each treatment.

— Whether it is experimental or part of a research study.

— What you can reasonably expect from your treatment and any
long-term effects it might have on your quality of life.

— What you and your family will need to do after you leave the hospital.

— The financial consequences of using uncovered services or out-of-
network providers.

Please tell your caregivers if you need more information about treat-

ment choices.

e Discussing your treatment plan. When you enter the hospital, you sign
a general consent to treatment. In some cases, such as surgery or ex-
perimental treatment, you may be asked to confirm in writing that
you understand what is planned and agree to it. This process protects
your right to consent to or refuse a treatment. Your doctor will ex-
plain the medical consequences of refusing recommended treatment.
It also protects your right to decide if you want to participate in a re-
search study.

o Getting information from you. Your caregivers need complete and
correct information about your health and coverage so that they can
make good decisions about your care. That includes:

Reprinted with permission of the American Hospital Association, copyright 2003.

— DPast illnesses, surgeries, or hospital stays.

— DPast allergic reactions.

— Any medicines or diet supplements (such as vitamins and herbs)

that you are taking.

— Any network or admission requirements under your health plan.

o Understanding your health care goals and values. You may have health
care goals and values or spiritual beliefs that are important to your
well-being. They will be taken into account as much as possible
throughout your hospital stay. Make sure your doctor, your family,
and your care team know your wishes.

o Understanding who should make decisions when you cannot. 1f you
have signed a health care power of attorney stating who should speak
for you if you become unable to make health care decisions for
yourself, or a “living will” or “advance directive” that states your
wishes about end-of-life care, give copies to your doctor, your family
and your care team. If you or your family need help making difficult
decisions, counselors, chaplains and others are available to help.

Protection of your privacy. We respect the confidentiality of your rela-
tionship with your doctor and other caregivers, and the sensitive in-
formation about your health and health care that are part of that
relationship. State and federal laws and hospital operating policies
protect the privacy of your medical information. You will receive a
Notice of Privacy Practices that describes the ways that we use, dis-
close and safeguard patient information and that explains how you
can obtain a copy of information from our records about your care.

Help preparing you and your family for when you leave the hospital.
Your doctor works with hospital staff and professionals in your com-
munity. You and your family also play an important role. The success
of your treatment often depends on your efforts to follow medica-
tion, diet and therapy plans. Your family may need to help care for
you at home.

You can expect us to help you identify sources of follow-up care and to
let you know if our hospital has a financial interest in any referrals.

As long as you agree we can share information about your care with

them, we will coordinate our activities with your caregivers outside the

hospital. You can also expect to receive information and, where possi-
ble, training about the self-care you will need when you go home.

Help with your bill and filing insurance claims. Our staff will file
claims for you with health care insurers or other programs such as
Medicare and Medicaid. They will also help your doctor with needed
documentation. Hospital bills and insurance coverage are often con-
fusing. If you have questions about your bill, contact our business
office. If you need help understanding your insurance coverage or
health plan, start with your insurance company or health benefits
manager. If you do not have health coverage, we will try to help you
and your family find financial help or make other arrangements.

We need your help with collecting needed information and other

requirements to obtain coverage or assistance.

While you are here, you will receive more detailed notices about some
of the rights you have as a hospital patient and how to exercise them. We
are always interested in improving. If you have questions, comments, or
concerns, please contact

asking family members to sit with the patient, should be tried
(Rogers & Bocchino, 1999). The Joint Commission on Accredi-
tation of Healthcare Organizations (JCAHO) and the Health Care
Financing Administration (HCFA) have designated standards for
use in care of patients with restraints; these standards are available
on the website listed at the end of this chapter (Schiff, 2001).

Trust Issues

Telling the truth (veracity) is one of the basic principles of our
culture. Two ethical dilemmas in clinical practice that can di-
rectly conflict with this principle are the use of placebos (non-

active substances used to treat symptoms) and not revealing a di-
agnosis to the patient. Both involve the issue of trust, which is an
essential element in the nurse—patient relationship. Placebos may
be used in experimental research, where the patient is involved in
the decision-making process and is aware that placebos are being
used in the treatment regimen. However, the use of a placebo as
a substitute for an active drug to show that the patient does not
have real symptoms is deceptive. This practice may severely un-
dermine the nurse—patient relationship.

Informing patients of their diagnoses when the family and
physician have chosen to withhold information is a common eth-
ical situation in nursing practice. The nursing staff often use
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American Nurses Association Code of Ethics for Nurses

1. The nurse, in all professional relationships, practices with com-
passion and respect for the inherent dignity, worth, and unique-
ness of every individual, unrestricted by considerations of social
or economic status, personal attributes, or the nature of health
problems.

2. The nurse’s primary commitment is to the patient, whether an
individual, family, group, or community.

3. The nurse promotes, advocates for, and strives to protect the
health, safety, and rights of the patient.

4. The nurse is responsible and accountable for individual nursing
practice and determines the appropriate delegation of tasks consis-
tent with the nurse’s obligation to provide optimum patient care.

5. The nurse owes the same duties to self as to others, including the
responsibility to preserve integrity and safety, to maintain compe-
tence, and to continue personal and professional growth.

Reprinted with permission from the American Nurses Association, Code of Ethics for Nurses with Interpretive Statements,
© 2001, American Nurses Publishing, American Nurses Foundation/American Nurses Association, Washington, DC.

6. The nurse participates in establishing, maintaining, and improv-
ing health care environments and conditions of employment con-
ducive to the provision of quality health care and consistent with
the values of the profession through individual and collective
action.

7. The nurse participates in the advancement of the profession through
contributions to practice, education, administration, and knowledge
development.

8. The nurse collaborates with other health professionals and the
public in promoting community, national, and international
efforts to meet health needs.

9. The profession of nursing, as represented by associations and their
members, is responsible for articulating nursing values, for main-
taining the integrity of the profession and its practice, and for
shaping social policy.

evasive comments with the patient as a means to maintain profes-
sional relationships with other health practitioners. This area is in-
deed complex because it challenges the nurse’s integrity. Trust and
connection with the patient play an important part in optimizing
care (Day & Stannard, 1999). Strategies the nurse could consider
in this situation include the following:

e Not lying to the patient

e Providing all information related to nursing procedures and
diagnoses

e Communicating to the family and physician the patient’s
requests for information

Families often are unaware of the patient’s repeated questions
to the nurse. With a better understanding of the situation, fami-
lies may change their perspective. Finally, although providing the
information may be the morally appropriate behavior, the man-
ner in which the patient is told is important. Nurses must be
compassionate and caring while informing patients; disclosure of
information merely for the sake of patient autonomy does not
convey respect for others.

Refusing to Provide Care

Any nurse who feels compelled to refuse to provide care for a par-
ticular type of patient faces an ethical dilemma. The reasons given
for refusal range from a conflict of personal values to fear of per-
sonal risk of injury. Such instances have increased since the ad-
vent of acquired immunodeficiency syndrome (AIDS) as a major
health problem. In one survey, the number of nurses who stated
they might refuse to care for a patient with AIDS declined over a
10-year period, from 75% to 20%. The number who might refuse
to care for a patient with AIDS who was violent or uncooperative,
however, rose from 72% to 82% (Ventura, 1999).

The ethical obligation to care for all patients is clearly identified
in the first statement of the Code of Ethics for Nurses. To avoid
facing these moral situations, a nurse can follow certain strategies.
For example, when applying for a job, one should ask questions re-
garding the patient population. If one is uncomfortable with a par-
ticular situation, then not accepting the position would be an
option. Denial of care, or providing substandard nursing care to
some members of our society, is not acceptable nursing practice.

End-of-Life Issues

Dilemmas that center on death and dying are prevalent in medical-
surgical nursing practice and frequently initiate moral discussion.
The dilemmas are compounded by the fact that the idea of curing
is paramount in health care. With advanced technology, it may be
difficult to accept the fact that nothing more can be done, or that
technology may prolong life but at the expense of comfort and
quality of life. Focusing on the caring as well as the curing role
may assist nurses in dealing with these difficult moral situations.
End-of life issues are discussed in detail in Chapter 17.

PAIN CONTROL

The use of opioids to alleviate a patient’s pain may present a
dilemma for nurses. Patients with excruciating pain may require
large doses of analgesics. Fear of respiratory depression or un-
warranted fear of addiction should not prevent nurses from at-
tempting to alleviate pain for the dying patient or for a patient
experiencing an acute pain episode. In the case of the terminally
ill patient, for example, the actions may be justified by the princi-
ple of double effect (see Chart 3-2). The intent or goal of nursing
interventions is to alleviate pain and suffering while promoting
comfort. The risk of respiratory depression is not the intent of the
actions and should not be used as an excuse for withholding anal-
gesia. However, the patient’s respiratory status should be carefully
monitored and any signs of respiratory depression reported to the
physician. The administration of analgesia should be governed by
the patient’s needs.

DO-NOT-RESUSCITATE ORDERS

The “do not resuscitate” (DNR) order is a controversial issue.
When a patient is competent to make decisions, his or her choice
for a DNR order should be honored, according to the principles
of autonomy or respect for the individual (Trammelleo, 2000).
However, a DNR order is at times interpreted to mean that the
patient requires less nursing care, when actually these patients
may have significant medical and nursing needs, all of which de-
mand attention. Ethically, all patients deserve and should receive
appropriate nursing interventions, regardless of their resuscita-
tion status.
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LIFE SUPPORT

In contrast to the previous situations are those in which a DNR
decision has not been made by or for a dying patient. The nurse
may be put in the uncomfortable position of initiating life-support
measures when, because of the patient’s physical condition, they
appear futile. This frequently occurs when the patient is not
competent to make the decision and the family (or surrogate de-
cision maker) refuses to consider a DNR order as an option. The
nurse may be told to perform a “slow code” (ie, not to rush to re-
suscitate the patient) or may be given a verbal order not to resus-
citate the patient; both are unacceptable medical orders. The best
recourse for nurses in these situations is to be aware of hospital
policy related to the Patient Self-Determination Act (discussed
later) and execution of advance directives. The nurse should
communicate with the physician. Discussing the matter with the
physician may lead to further communication with the family
and to a reconsideration of their decision, especially if they are
afraid to let a loved one die with no further efforts to resuscitate
(Trammelleo, 2000). Finally, when working with colleagues who
are confronting such difficult situations, it helps to talk and lis-
ten to their concerns as a way of providing support.

FOOD AND FLUID

In addition to requesting that no heroic measures be taken to pro-
long life, a dying patient may request that no more food or fluid
be administered. Many individuals think that food and hydration
are basic human needs, not “invasive measures,” and therefore
should always be maintained. However, some consider food and
hydration as means of prolonging suffering. In evaluating this
issue, nurses must take into consideration the potential harm as
well as the benefit to the patient of either administering or with-
drawing sustenance. Research has not supported the belief that
withholding fluids results in a painful death due to thirst (Smith,
1997; Zerwekh, 1997).

Evaluation of harm requires a careful review of the reasons the
person has requested the withdrawal of food and hydration.
Although the principle of autonomy has considerable merit and
is supported by the Code of Ethics for Nurses, there may be sit-
uations when the request for withdrawal of food and hydration
cannot be upheld. For patients with decreased decision-making
capacity, the issues are more complex. Some of these cases have
reached courts of law, and different states have different case law
precedents forbidding withdrawal of sustenance. Although an ad-
vance directive may provide some answers, at present there are no
firm guidelines to assist nurses in this area.

Preventive Ethics

As previously mentioned, a dilemma refers to a conflict between
two alternatives. In such instances, one’s moral decision is to
choose the lesser evil of the two. However, various preventive
strategies are available to help nurses anticipate or avoid certain
kinds of ethical dilemmas.

Frequently, dilemmas occur when the health care practition-
ers are unsure of the patient’s wishes because the person is un-
conscious or too cognitively impaired to communicate directly.
One famous court case in this area of clinical ethics is that of
Nancy Cruzan. Cruzan was a young woman involved in a single-
car crash, after which she remained in a persistent vegetative state.
Her family endured a 3-year legal battle to have her feeding tube
removed so that she could be allowed to die. The U.S. Supreme
Court decided that a state could require “clear and convincing
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evidence” of the patient’s wishes before withdrawing life support.
This ruling and the public response to it served as an impetus
for legislation on advance directives, entitled the Patient Self-
Determination Act, which became effective in December 1991.
The intent of this legislation is to encourage people to prepare ad-
vance directives in which they indicate their wishes concerning
the degree of supportive care to be provided if they become inca-
pacitated. The regulatory language is quite broad and allows for
different institutions to have latitude in implementing the person’s
directives. This legislation does not require a patient to have an
advance directive, but it does require that the patient be informed
about them by the staff of the health care facility. Consequently,
this is an area where nursing can play a significant role in patient
education.

ADVANCE DIRECTIVES

Advance directives are legal documents that specify a patient’s
wishes before hospitalization and provide valuable information
that may assist health care providers in decision making. A liv-
ing will is one type of advance directive. In most situations, liv-
ing wills are limited to situations in which the patient’s medical
condition is deemed terminal. Because it is difficult to define
“terminal” accurately, the living will is not always honored. An-
other potential drawback to the living will is that these docu-
ments are frequently written while the person is in good health.
It is not unusual for people to change their minds as their illness
progresses. Therefore, the patient retains the option to nullify
the document.

Another type of advance directive is the durable power of at-
torney for health care, in which the patient identifies another in-
dividual to make health care decisions on his or her behalf. In this
type of directive, the patient may have clarified his or her wishes
concerning a variety of medical situations. As such, the power of
attorney for health care is a less restrictive type of advance direc-
tive. Laws concerning advance directives vary among state juris-
dictions. Even in states where these documents are not legally
binding, however, they provide helpful information and assist
health care providers to determine the patient’s prior expressed
wishes in situations where this information can no longer be
obtained directly.

Institutional ethics committees, which exist in many hospi-
tals to assist practitioners with ethical dilemmas, also aid in
preventive ethics. The purpose of these multidisciplinary com-
mittees varies among institutions. In some hospitals, the com-
mittee exists solely for the purpose of developing policies; in
others it may have a strong educational or consultation focus.
Because these committees usually comprise individuals with
some advanced training in ethics, they are important resources
to the health care team, patient, and family. Nurses with a par-
ticular interest or expertise in the area of ethics are valuable
members of ethics committees and can serve as valuable re-
sources for staff nurses.

The heightened interest in ethical decision making has re-
sulted in many continuing education programs, ranging from
small seminars or workshops to full-semester courses offered by
local colleges or professional organizations. In addition, nursing
and medical journals contain articles on ethical issues, and nu-
merous textbooks on clinical ethics or nursing ethics are avail-
able. These are valuable resources because they cover the ethical
theory and dilemmas of practice in greater depth. The ANA also
has publications available to assist nurses with ethical decision
making.



Unit 7 BASIC CONCEPTS IN NURSING PRACTICE

As noted in the preceding discussions, ethical dilemmas are com-
mon and diverse in nursing practice. Although the situations vary
and experience indicates that there are no clear solutions to these
dilemmas, the fundamental philosophical principles are the same,
and the process of moral reflection will help nurses to justify their
actions. The approach to ethical decision making can follow the
steps of the nursing process. Chart 3-5 outlines the steps of an
ethical analysis.

Steps of the Nursing Process

The nursing process is a deliberate problem-solving approach for
meeting a person’s health care and nursing needs. Although the
steps of the nursing process have been stated in various ways by
different writers, the common components cited are assessment,
diagnosis, planning, implementation, and evaluation. The ANA’s
Standards of Clinical Nursing Practice (1998) include an addi-
tional component entitled “outcome identification” and establish
the sequence of steps in the following order: assessment, diagno-
sis, outcome identification, planning, implementation, and eval-
uation. For the purposes of this text, the nursing process will be
based on the traditional five steps and will delineate two compo-
nents in the diagnosis step: nursing diagnoses and collaborative
problems. After the diagnoses or problems have been determined,
the desired outcomes are often evident. The traditional steps are
defined as follows:

1. Assessment: The systematic collection of data to determine
the patient’s health status and identify any actual or po-
tential health problems. (Analysis of data is included as part
of the assessment. For those who wish to emphasize its im-
portance, analysis may be identified as a separate step of the
nursing process.)

Steps of an Ethical Analysis

2. Diagnosis: 1dentification of the following two types of
patient problems:

a. Nursing diagnoses: Actual or potential health problems
that can be managed by independent nursing inter-
ventions

b. Collaborative problems: “Certain physiologic complica-
tions that nurses monitor to detect onset or changes
in status. Nurses manage collaborative problems using
physician-prescribed and nursing-prescribed interven-
tions to minimize the complications of the events”
(Carpenito, 1999, p. 7).

3. Planning: Development of goals and outcomes, as well as a
plan of care designed to assist the patient in resolving the
diagnosed problems and achieving the identified goals and
desired outcomes.

4. Implementation: Actualization of the plan of care through
nursing interventions.

5. Evaluation: Determination of the patient’s responses to the
nursing interventions and the extent to which the out-
comes have been achieved.

Dividing the nursing process into distinct steps serves to em-
phasize the essential nursing actions that must be taken to resolve
the patient’s nursing diagnoses and manage any collaborative prob-
lems or complications. Dividing the process into separate steps is,
however, artificial: the process functions as an integrated whole,
with the steps being interrelated, interdependent, and recurrent
(Fig. 3-1). Chart 3-6 presents an overview of the nursing activities
involved in applying the nursing process.

Using the Nursing Process
ASSESSMENT

Assessment data are gathered through the health history and the
physical assessment. In addition, ongoing monitoring is crucial
to remain aware of patient needs and the effectiveness of the nurs-
ing care that the patient receives.

The following are guidelines to assist nurses in ethical decision mak-
ing. These guidelines reflect an active process in decision making, sim-
ilar to the nursing process detailed in this chapter.

Assessment
1. Assess the ethical/moral situations of the problem. This step entails
recognition of the ethical, legal, and professional dimensions involved.

a. Does the situation entail substantive moral problems (conflicts
among ethical principles or professional obligations)?

b. Are there procedural conflicts? (For example, who should make
the decisions? Any conflicts among the patient, health care
providers, family and guardians?)

c. Identify the significant people involved and those affected by
the decision.

Planning
2. Collect information.

a. Include the following information: the medical facts, treatment
options, nursing diagnoses, legal data, and the values, beliefs,
and religious components.

b. Make a distinction between the factual information and the val-
ues/beliefs.

c. Validate the patient’s capacity, or lack of capacity, to make decisions.
d. Identify any other relevant information that should be elicited.
e. Identify the ethical/moral issues and the competing claims.

Implementation
3. List the alternatives. Compare alternatives with applicable ethical
principles and professional code of ethics. Choose either of the
frameworks below, or other frameworks, and compare outcomes.
a. Utilitarian approach: Predict the consequences of the alterna-
tives; assign a positive or negative value to each consequence;
choose the consequence that predicts the highest positive value
or “the greatest good for the greatest number.”
b. Deontological approach: Identify the relevant moral principles;
compare alternatives with moral principles; appeal to the
“higher-level” moral principle if there is a conflict.

Evaluation
4. Decide and evaluate the decision.
a. What is the best or morally correct action?
b. Give the ethical reasons for your decision.
c. What are the ethical reasons against your decision?
d. How do you respond to the reasons against your decision?
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FIGURE 3-7 The nursing process is depicted schematically in this circle.
Starting from the innermost circle, nursing assessment, the process moves
outward through the formulation of nursing diagnoses and collaborative
problems; planning, with setting of goals and priorities in the nursing plan
of care; implementation and documentation; and, finally, the ongoing
process of evaluation and outcomes.

Health History

The health history is conducted to determine the individual’s
state of wellness or illness and is best accomplished as part of a
planned interview. The interview is a personal dialogue between
the patient and the nurse that is conducted in order to obtain in-
formation. The nurse’s approach to the patient will largely de-
termine the amount and quality of the information that is
received. Achieving a relationship of mutual trust and respect re-
quires the ability to communicate a sincere interest in the patient.
Examples of effective therapeutic communication techniques that
can be used to achieve this goal are found in Table 3-1.

The use of a health history guide may help in obtaining perti-
nent information and in directing the course of the interview. A
variety of health history formats designed to guide the interview
are available, but they must be adapted to the responses, prob-
lems and needs of the individual. If a previous history is available,
it should be used to reduce the need for the patient to repeat in-
formation. An experienced interviewer will develop a comfortable
style and format for conducting an interview and will be flexible
in adapting the format to suit the individual situation, while still
obtaining the essential information. Various frameworks are
available for acquiring the assessment data, such as functional
health patterns, Maslow’s hierarchy of needs, and Erikson’s
“eight stages of man.” The information gathered will relate to the
patient’s physical, psychological, social, emotional, intellectual,
developmental, cultural, and spiritual needs.

In some instances, it may be appropriate for the patient to fill
out a health history form. When a form is used, the nurse verifies
and clarifies the information provided by the patient and seeks
any additional information necessary to identify the individual’s
nursing needs.

Steps of the Nursing Process

Assessment

1. Conduct the health history.

2. Perform the physical assessment.

3. Interview the patient’s family or significant others.
4. Study the health record.

5. Organize, analyze, synthesize, and summarize the collected data.

Diagnosis

Nursing Diagnosis

1. Identify the patient’s nursing problems.

2. Identify the defining characteristics of the nursing problems.
3. Identify the etiology of the nursing problems.

4. State nursing diagnoses concisely and precisely.

Collaborative Problems

1. Identify potential problems or complications that require col-
laborative interventions.

2. Identify health team members with whom collaboration is
essential.

Planning
1. Assign priority to the nursing diagnoses.
2. Specify the goals.
a. Develop immediate, intermediate, and long-term goals.
b. State the goals in realistic and measurable terms.
3. Identify nursing interventions appropriate for goal attainment.
4. Establish expected outcomes.
a. Make sure that the outcomes are realistic and measurable.
b. Identify critical times for the attainment of outcomes.
5. Develop the written plan of nursing care.
a. Include nursing diagnoses, goals, nursing interventions,
expected outcomes, and critical times.
b. Write all entries precisely, concisely, and systematically.
c. Keep the plan current and flexible to meet the patient’s
changing problems and needs.
6. Involve the patient, family or significant others, nursing team
members, and other health team members in all aspects of
planning.

Implementation

1. Put the plan of nursing care into action.

2. Coordinate the activities of the patient, family or significant
others, nursing team members, and other health team members.

3. Record the patient’s responses to the nursing actions.

Evaluation

1. Collect data.

2. Compare the patient’s actual outcomes with the expected
outcomes. Determine the extent to which the expected
outcomes were achieved.

3. Include the patient, family or significant others, nursing team
members, and other health care team members in the evaluation.

4. Identify alterations that need to be made in the nursing diag-
noses, collaborative problems, goals, nursing interventions,
and expected outcomes.

5. Continue all steps of the nursing process: assessment, diagnosis,
planning, implementation, and evaluation.

Physical Assessment

A physical assessment may be carried out before, during, or after
the health history, depending on the patient’s physical and emo-
tional state and the immediate priorities of the situation.

The purpose of the health assessment is to identify those as-
pects of the patient’s physical, psychological, and emotional state
that indicate a need for nursing care. It requires the use of sight,
hearing, touch, and smell as well as the appropriate interview
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skills and techniques. Physical examination techniques as well as
techniques and strategies for assessing behaviors and role changes
are discussed in Chapters 5 and 7.

Other Components of the Database

Additional relevant information should be obtained from the pa-
tient’s family or significant others, from other members of the
health team, and from the patient’s health record or chart. De-
pending on the patient’s immediate needs, this information may
have been obtained before the health history and the physical as-
sessment were done. Whatever the sequence of events, it is im-
portant to use all available sources of pertinent data to complete
the nursing assessment.

Recording the Database

After the health history and physical assessment are completed, the
information obtained is recorded in the patient’s permanent record.
This record provides a means of communication among members

of the health care team and facilitates coordinated planning and
continuity of care. The record fulfills other functions as well:

e It serves as the business and legal record for the health care
agency and for the professional staff members who are re-
sponsible for the patient’s care.

e It serves as a basis for evaluating the quality and appropri-
ateness of care and for reviewing the effective use of patient
care services.

e It provides data that are useful in research, education, and
short- and long-range planning.

A variety of systems are used for documenting patient care, and
each health care agency selects the system that best meets its needs.
The types of systems available include the problem-oriented
health record system, focus charting, patient outcome charting,
problem intervention evaluation (PIE) charting, and charting
by exception (CBE). In addition, many health care agencies have
moved toward computerized documentation systems; these ap-
pear to save time, improve the monitoring of quality improvement
issues, and make it easier to gain access to patient information.



C/wpter3 Critical Thinking, Ethical Decision Making, and the Nursing Process

DIAGNOSIS

The assessment component of the nursing process serves as the
basis for identifying nursing diagnoses and collaborative prob-
lems. Soon after the completion of the health history and the
physical assessment, the nurse organizes, analyzes, synthesizes,
and summarizes the data collected and determines the patient’s
need for nursing care.

Nursing Diagnosis

Nursing, unlike medicine, does not yet have a complete taxon-
omy, or classification system, of diagnostic labels. Classification of
discrete items into meaningful categories organizes components of
knowledge into coherent units of related information. Some rea-
sons for establishing taxonomies are to help identify what is
known about a field of study, to discover what gaps in knowledge
exist, to provide a common language that enhances communica-
tion among colleagues, and to facilitate the coding of standardized
information for use in databases. Nursing diagnoses, the first tax-
onomy created in nursing, have fostered the development of
autonomy and accountability in nursing and have helped to de-
lineate the scope of practice. Many state nurse practice acts include
nursing diagnosis as a nursing function, and nursing diagnosis is
included in the ANA’s Standards of Clinical Nursing Practice and
the standards of many nursing specialty organizations.

The official organization that has assumed responsibility for de-
veloping the taxonomy of nursing diagnoses and formulating
nursing diagnoses acceptable for study is the North American
Nursing Diagnosis Association (NANDA). NANDA has grouped
diagnoses according to patterns of human responses (Chart 3-7).
The diagnostic labels identified by NANDA have been generally
accepted but require further validation, refinement, and expansion
based on clinical use and research; they are not yet complete or
mutually exclusive, and more investigation is needed to determine

their validity and clinical applicability.

Choosing a Nursing Diagnosis

When choosing the nursing diagnoses for a particular patient, the
nurse must first identify the commonalities among the assessment
data collected. These common features lead to the categorization
of related data that reveal the existence of a problem and the need
for nursing intervention. The patient’s identified problems are then
defined in the nursing diagnoses. The most commonly selected
nursing diagnoses are compiled and categorized by NANDA in a
taxonomy that is updated at least every 2 years. It is important to
remember that nursing diagnoses are not medical diagnoses; they
are not medical treatments prescribed by the physician; and they
are not diagnostic studies. Nursing diagnoses are not the equip-
ment used to implement medical therapy, and they are not the
problems that the nurse experiences while caring for the patient.
They are the patient’s actual or potential health problems that in-
dependent nursing actions can resolve. Nursing diagnoses that are
succinctly stated in terms of the specific problems of the patient will
guide the nurse in the development of the nursing plan of care.

To give additional meaning to the diagnosis, the characteristics
and the etiology of the problem must be identified and included
as part of the diagnosis. For example, the nursing diagnoses and
their defining characteristics and etiology for a patient who has
rheumartoid arthritis may include

3

e Impaired physical mobility related to pain and stiffness with
joint movement

e Self-care deficits (bathing/hygiene, dressing/grooming, feed-
ing, toileting) related to fatigue and joint stiffness

e Low self-esteem (chronic, situational, risk for situational)
related to loss of independence

e Imbalanced nutrition: Less than body requirements related
to fatigue and inadequate food intake

Collaborative Problems

In addition to nursing diagnoses and their related nursing inter-
ventions, nursing practice involves certain situations and inter-
ventions that do not fall within the definition of nursing diagnoses.
These activities pertain to potential problems or complications that
are medical in origin and require collaborative interventions with
the physician and other members of the health care team. The term
collaborative problem is used to identify these situations.
Collaborative problems are certain physiologic complications
that nurses monitor to detect changes in status or onset of com-
plications. Nurses manage collaborative problems using physician-
prescribed and nursing-prescribed interventions to minimize
complications (Carpenito, 1999, p. 7). A primary focus of the
nurse when treating collaborative problems is monitoring the pa-
tient for the onset of complications or changes in the status of ex-
isting complications. The complications are usually related to the
patient’s disease process, treatments, medications, or diagnostic
studies. The nurse prescribes nursing interventions that are ap-
propriate for managing the complications and implements the
treatments prescribed by the physician. Figure 3-2 depicts the dif-
ferences between nursing diagnoses and collaborative problems.
After the nursing diagnoses and collaborative problems have been
identified, they are recorded on the plan of nursing care.

PLANNING

Once the nursing diagnoses have been identified, the planning
component of the nursing process begins. This phase entails the
following:

1. Assigning priorities to the nursing diagnoses and collabo-
rative problems

. Specifying expected outcomes

3. Specifying the immediate, intermediate, and long-term
goals of nursing action

4. Identifying specific nursing interventions appropriate for
attaining the outcomes

5. Identifying interdependent interventions

6. Documenting the nursing diagnoses, collaborative prob-
lems, expected outcomes, nursing goals, and nursing in-
terventions on the plan of nursing care

7. Communicating to appropriate personnel any assessment
data that point to health needs that can best be met by
other members of the health care team

[\

Setting Priorities

Assigning priorities to the nursing diagnoses and collaborative
problems is a joint effort by the nurse and the patient or family
members. Any disagreement about priorities is resolved in a way
that is mutually acceptable. Consideration must be given to the
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This list represents the NANDA-approved nursing diagnoses for clin-
ical use and testing.

NANDA-Approved Nursing Diagnoses 2001-2002

Pattern 1. Exchanging

¢ Imbalanced nutrition: More than body requirements
e Imbalanced nutrition: Less than body requirements
Risk for imbalanced nutrition: More than body requirements
Risk for infection

Risk for imbalanced body temperature
Hypothermia

Hyperthermia

Ineffective thermoregulation
Autonomic dysreflexia

Risk for autonomic dysreflexia
Constipation

Perceived constipation

Diarrhea

Bowel incontinence

Risk for constipation

Impaired urinary elimination

Stress urinary incontinence

Reflex urinary incontinence

Urge urinary incontinence

Functional urinary incontinence

Total urinary incontinence

Risk for urge urinary incontinence
Urinary retention

Ineffective tissue perfusion (specify type: renal, cerebral, cardio-
pulmonary, gastrointestinal, peripheral)
Risk for imbalanced fluid volume
Excess fluid volume

Deficient fluid volume

Risk for deficient fluid volume
Decreased cardiac output

Impaired gas exchange

Ineffective airway clearance

Ineffective breathing pattern

Impaired spontaneous vententilation
Dysfunctional ventilatory weaning response
Risk for injury

Risk for falls*

Risk for suffocation

Risk for poisoning

Risk for trauma

Risk for aspiration

Risk for disuse syndrome

Latex allergy response

Risk for latex allergy response
Ineffective protection

Impaired tissue integrity

Impaired oral mucous membrane
Impaired skin integrity

Risk for impaired skin integrity
Impaired dentition

Decreased intracranial adaptive capacity

Disturbed energy field

Pattern 2. Communicating
¢ Impaired verbal communication

Pattern 3. Relating

e Impaired social interaction
¢ Social isolation

Risk for loneliness
Ineffective role performance
Impaired parenting

Risk for impaired parenting

Risk for impaired parent/infant/child attachment
Sexual dysfunction

Interrupted family processes

Caregiver role strain

Risk for caregiver role strain

Dysfunctional family processes: Alcoholism
Parental role conflict

Ineffective sexuality patterns

Pattern 4. Valuing

e Spiritual distress

e Risk for spiritual distress

¢ Readiness for enhanced spiritual well-being

Pattern 5. Choosing

Ineffective coping

Impaired adjustment

Defensive coping

Ineffective denial

Disabled family coping

Compromised family coping

Readiness for enhanced family coping

Readiness for enhanced community coping
Ineffective community coping

Ineffective therapeutic regimen management
Noncompliance (specify)

Ineffective family therapeutic regimen management
Ineffective community therapeutic regimen management
Effective therapeutic regimen management
Decisional conflict (specify)

Health-seeking behaviors (specify)

Pattern 6. Moving

Impaired physical mobility

Risk for peripheral neurovascular dysfunction
Risk for perioperative-positioning injury
Impaired walking

Impaired wheelchair mobility
Impaired transfer ability

Impaired bed mobility

Activity intolerance

Fatigue

Risk for activity intolerance
Disturbed sleep pattern

Sleep deprivation

Deficient diversional activity
Impaired home maintenance
Ineffective health maintenance
Delayed surgical recovery

Adult failure to thrive

Feeding self-care deficit

Impaired swallowing

Ineffective breastfeeding
Interrupted breastfeeding

Effective breastfeeding

Ineffective infant feeding pattern
Bathing/hygiene self-care deficit
Dressing/grooming self-care deficit
Toileting self-care deficit

Delayed growth and development
Risk for delayed development

Risk for disproportionate growth
Relocation stress syndrome

Risk for relocation stress syndrome*
Risk for disorganized infant behavior
Disorganized infant behavior

(continued)
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¢ Readiness for enhanced organized infant behavior
¢ Wandering*

Pattern 7. Perceiving

Disturbed body image

Chronic low self-esteem

Situational low self-esteem

Risk for situational low self-esteem*
Disturbed personal identity
Disturbed sensory perception (specify: visual, auditory, kinesthetic,
gustatory, tactile, olfactory)
Unilateral neglect

Hopelessness

Powerlessness

Risk for powerlessness*

Pattern 8. Knowing

Deficient knowledge (specify)

Impaired environmental interpretation syndrome
Acute confusion

Chronic confusion

Disturbed thought processes

L]
e Impaired memory

*New additions to taxonomy.

Philadelphia: Author.

North American Nursing Diagnosis Association. (2001). Nursing diagnosis: Definitions and Classification 2001-2002.

Pattern 9. Feeling

e Acute pain

e Chronic pain

e Nausea

e Dysfunctional grieving

e Anticipatory grieving

e Chronic sorrow

e Risk for other-directed violence

e Self-mutilation*

e Risk for self-mutilation

e Risk for self-directed violence

e Risk for suicide*

¢ Post-trauma syndrome

e Rape-trauma syndrome

¢ Rape-trauma syndrome: Compound reaction
¢ Rape-trauma syndrome: Silent reaction
¢ Risk for post-trauma syndrome

e Anxiety

¢ Death anxiety

e Fear

urgency of the problems, with the most critical problems receiv-
ing the highest priority. Maslow’s hierarchy of needs provides a
useful framework for prioritizing problems, with importance
being given first to physical needs; once those lower-level needs
are met, higher-level needs can be addressed.

Establishing Expected Outcomes

Expected outcomes of the nursing interventions are stated in terms
of the patient’s behaviors and the time period in which they are to
be achieved, as well as any special circumstances related to achiev-
ing the outcome (Smith-Temple & Johnson, 2002). These out-
comes must be realistic and measurable. The Nursing-Sensitive
Outcomes Classification (NOC) (Chart 3-8) and standard out-
come criteria for people with specific health problems estab-
lished by health care agencies are resources for identifying
appropriate expected outcomes. These outcomes can be associ-
ated with nursing diagnoses and interventions and can be used
when appropriate (Aquilino & Keenan, 2000). However, NOC
may need to be adapted to establish realistic criteria for the spe-
cific patient involved.

The expected outcomes that define the desired behavior of the
patient will be used to measure to what extent progress toward
resolving the problem has been made. The expected outcomes
also serve as the basis for evaluating the effectiveness of the nurs-
ing interventions and for deciding whether additional nursing
care is needed or whether the plan of care needs to be revised.

Establishing Goals

After the priorities of the nursing diagnoses and expected out-
comes have been established, the immediate, intermediate, and
long-term goals and the nursing actions appropriate for attain-

ing the goals are identified. The patient and his or her family
are included in establishing goals for the nursing actions. Im-
mediate goals are those that can be reached within a short pe-
riod. Intermediate and long-term goals require a longer time to
be achieved and usually involve preventing complications and
other health problems and promoting self-care and rehabilita-
tion. For example, goals for a patient with diabetes and a nurs-
ing diagnosis of deficient knowledge related to the prescribed diet

may be stated as follows:

Immediate goal: Demonstrates oral intake and tolerance of
1500-calorie diabetic diet spaced in three meals and one
snack per day

Intermediate goal: Plans meals for 1 week based on diabetic
exchange list

Long-term goal: Adheres to prescribed diabetic diet

Determining Nursing Actions

In planning appropriate nursing actions to achieve the desired
goals and outcomes, the nurse, with input from the patient and
significant others, identifies individualized interventions based
on the patient’s circumstances and preferences that will address
each outcome. Interventions should identify the activities needed
and who will carry them out. Determination of interdiscipli-
nary activities is made in collaboration with other health care
providers as needed.

The nurse identifies and plans patient teaching and return
demonstrations as needed to assist the patient in learning self-care
activities to be performed. Planned interventions should be ethi-
cal and appropriate to the patient’s culture, age, and gender.
Standardized interventions, such as those found on institutional
care plans or in the Nursing Interventions Classification (NIC)
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© 1990, Linda Juall Carpenito

FIGURE 3-2 Differentiating nursing diagnoses and collaborative problems.
Source: Carpenito, L. J. (2001). Nursing diagnosis: Application to clinical prac-
tice (8th ed). Philadelphia: Lippincott Williams & Wilkins. Copyright © 1990,
Linda Juall Carpenito.

(Aquilino & Keenan, 2000; McCloskey & Bulechek, 2000) can
be used. Chart 3-9 describes the NIC system and provides an ex-
ample of an NIC system intervention. It is important to individ-
ualize prewritten interventions to promote optimal effectiveness
for each patient.

IMPLEMENTATION

The implementation phase of the nursing process involves carry-
ing out the proposed plan of nursing care. The nurse assumes re-
sponsibility for the implementation. Performance of interventions,
however, may be carried out by the patient and the family, other
members of the nursing team, or other members of the health care

team as appropriate. The nurse coordinates the activities of all
those involved in implementation so that the schedule of activities
facilitates the patient’s recovery. The plan of nursing care serves as
the basis for implementation:

¢ The immediate, intermediate, and long-term goals are used
as a focus for the implementation of the designated nursing
interventions.

e While implementing nursing care, the nurse continually
assesses the patient and his or her response to the nursing
care.

e Revisions are made in the plan of care as the patient’s con-
dition, problems, and responses change and when reassign-
ment of priorities is required

Implementation includes direct or indirect execution of the
planned interventions. It is focused on resolving the patient’s nurs-
ing diagnoses and collaborative problems and achieving expected
outcomes, thus meeting the patient’s health needs.

Included among nursing interventions are assisting with hy-
gienic care; promoting physical and psychological comfort; sup-
porting respiratory and elimination functions; facilitating the
ingestion of food, fluids, and nutrients; managing the patient’s
immediate surroundings; providing health teaching; promoting
a therapeutic relationship; and carrying out a variety of thera-
peutic nursing activities. Judgment, critical thinking, and good
decision-making skills are essential in the selection of appropriate
scientifically and ethically based nursing interventions. All nurs-
ing interventions are patient-focused and outcome-directed and
are implemented with compassion, confidence and a willingness
to accept and understand the patient’s responses.

Although many nursing actions are independent, others are
interdependent, such as carrying out prescribed treatments, ad-
ministering medications and therapies, and collaborating with
other health care team members to accomplish specific expected
outcomes and to monitor and manage potential complications.
Such interdependent functioning is just that—interdependent.
Requests or orders from other health care team members should
not be followed blindly but should be assessed critically and
questioned when necessary. The implementation phase of the
nursing process ends when the nursing interventions have been
completed.

EVALUATION

Evaluation, the final step of the nursing process, allows the nurse
to determine the patient’s response to the nursing interventions
and the extent to which the objectives have been achieved. The
plan of nursing care is the basis for evaluation. The nursing diag-
noses, collaborative problems, priorities, nursing interventions,
and expected outcomes provide the specific guidelines that dic-
tate the focus of the evaluation. Through evaluation, the nurse
can answer the following questions:

e Were the nursing diagnoses and collaborative problems
accurate?

¢ Did the patient achieve the expected outcomes within the

critical time periods?

Have the patient’s nursing diagnoses been resolved?

Have the collaborative problems been resolved?

Have the patient’s nursing needs been met?

Should the nursing interventions be continued, revised, or

discontinued?
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e Have new problems evolved for which nursing interven- direct observation of the patient before the outcomes are
tions have not been planned or implemented? recorded.
e What factors influenced the achievement or lack of achieve-

ment of the objectives? DOCUMENTATION OF OUTCOMES

Do priorities need to be reassigned?

Should changes be made in the expected outcomes and AND REVISION OF PLAN

outcome criteria? Outcomes are documented concisely and objectively. Documen-
Objective data that provide answers to these questions are  tation should relate outcomes to the nursing diagnoses and col-
collected from all available sources (eg, patient, family, sig-  laborative problems, describe the patient’s responses to the
nificant others, and health care team members). These data are interventions, indicate whether the outcomes were met, and in-

included in the patient’s record and must be substantiated by ~ clude any additional pertinent data (see Plan of Nursing Care).
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Mr. John Lee, a 50-year-old management consultant, was admitted to the nursing unit from his physician’s office. A routine physical examina-
tion 3 months previously had revealed essential hypertension with BP 170/110 and decreased urine creatinine clearance. During the subsequent
3 months the blood pressure elevation did not respond to diet therapy. Mr. Lee admitted that he had not been successful in adhering to the
low-sodium, low-cholesterol weight-reduction diet that had been prescribed for him. He stated, “My life is just too busy—I work all hours of
the day and night.” He indicated that in addition to his work he and his wife share the responsibility for raising their two teenage daughters. He
drinks five to seven cups of coffee daily and drinks alcohol only at social occasions. Admission physical examination revealed BP 194/112, P 96,
R 20, T 37°C (98.6°F), height 510", weight 210 Ibs, and slight edema of the ankles and feet. Mr. Lee stated that his feet are “always puffy at
night.” There were several darkened areas (2 cm in diameter) on the anterior lower legs bilaterally. A brief hospitalization was planned for thor-
ough evaluation and initiation of therapy. The physician’s orders on admission included activity as desired; Lasix, 40 mg bid; monitor vital signs

Example of an Individualized Plan of Nursing Care

every 4 hours while awake; and 1500 calorie, 1 g sodium, low-cholesterol diet.

Nursing Diagnosis

® Ineffective health maintenance related to hypertension, stress, obesity, and caffeine
® Ineffective coping related to role responsibilities at work and home
® Noncompliance with dietary regimen related to knowledge deficit and lifestyle

Collaborative Problems
1. Ischemic ulcers of lower legs

Goals

Immediate: Gradual decrease in blood pressure

Intermediate: Initiation of lifestyle alterations to decrease stress
Long-term: Alteration of lifestyle to reduce emotional and environmental stressors

Compliance with dietary regimen
Absence of ischemic leg ulcers

Nursing Interventions

1. Monitor BP lying, sitting, and standing
every 4 h

2. Monitor fluid status:
a. [&O

b. Peripheral edema
3. Promote atmosphere conducive to physi-
cal and mental rest:
a. Encourage alternation of rest and
activity

b. Encourage limitation of visitors and
interactions that are stress-producing

4. Assist patient to alter lifestyle to decrease
stress
a. Discuss relationship between emotional
stress and physiologic functioning:
b. Encourage patient to identify stress-
producing stimuli

Expected Outcomes

Experiences no further increase in BP

Urinary output adequate in relation to oral
intake

No evidence of peripheral edema

Alternates periods of rest and activity

Limits visitors to family in the evenings

Avoids stress-producing interactions

Describes stress as a precursor to alteration
in physiologic functioning
Identifies lifestyle factors that produce stress

Outcomes

BP range of 162/112-138/98 since admission

No variation greater than 5 mm Hg in systolic
or diastolic pressures with position changes

No variation between right and left arms

Maximum BP from 24 h after admission to
time of discharge: 138/98

Intake: 1850 mL
Output: 1685 mL
Minimal edema of feet late in evening

Rests in bed 1 h in morning and 2 h in after-
noon; disconnects phone during rest
periods

Awake at intervals during night: 8 h of un-
interrupted sleep at night after initiation
of 30 mg Dalmane at bedtime

Wife and daughters visit 2 h in evening:
patient calm and relaxed after visits

Wife and daughters aware of need to de-
crease stress: they consult with patient
about regular family activities

Accurately described relationship between
stress and hypertension
Identified the following stressors:
Self-imposed demands of job; unwilling-
ness to refer clients
Excessive involvement in daughters’
school and recreational activities

(continued)
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Example of an Individualized Plan of Nursing Care (Continued)

Nursing Interventions

c. Encourage patient to identify adjust-
ments necessary to reduce stress

5. Encourage patient to identify obesity and
caffeine as stressors and aggravators of
hypertension; request consultation with
dietitian and reinforce instructions given

Expected Outcomes

Identifies lifestyle adjustments necessary to
reduce stress
Discusses lifestyle adjustments with family

Identifies harmful effects of obesity and
caffeine
Makes plans for losing weight

Makes plans for decreasing caffeine intake

Outcomes

Verbalized plans to make more referrals

Identified need to decrease work hours to
maximum of 8 h per day

Consulted with wife and daughters; will al-
ternate with wife in attending daughters’
activities; all family members supportive

Accurately described effects of obesity and
caffeine on blood pressure

Plans to go to Weight Watchers; has had
success with this program in the past

Drinks 1 cup of coffee for breakfast; uses de-

6. Assess for ischemic leg ulcers; report
changes in darkened spots on legs to
physician

7. Teach foot care: daily inspection and
washing, nail care, avoidance of caustic
solutions, lubrication of dry skin, avoid-
ance of heat to feet, well-fitting shoes and
socks, avoidance of crossing legs

lower extremities

proper foot care

The plan of care is subject to change as the patient’s needs
change, as the priorities of the needs shift, as needs are resolved,
and as additional information about the patient’s state of health is
collected. As the nursing interventions are implemented, the pa-
tient’s responses are evaluated and documented and the plan of
care is revised accordingly. A well-developed, continuously up-
dated plan of care is the greatest assurance that the patient’s nurs-
ing diagnoses and collaborative problems will be addressed and his
or her basic needs will be met.

7. You are an acute care nurse and you have been assigned
to the outpatient unit for the shift. How does the approach
to critical thinking differ among nursing practice settings
(acute care versus ambulatory care settings)?

2. You have just completed the health history for your as-
signed patient. How would you identify the patient’s nurs-
ing diagnoses? Describe the kind of resources that are
available to help you with identifying these diagnoses.

3. A terminally ill patient’s daughter tells you she is not
ready to let her father go. The next day you note a “Do Not
Resuscitate” order on the chart. Describe which critical
thinking skills you could use to address the issue and to de-
velop a plan of care for the patient and family. How did you
integrate your critical thinking into the nursing process?
What changes might you make in your plan of care consid-

Absence of changes in skin integrity on

Describes principles and techniques of

caffeinated coffee at mid-morning, lunch,
and dinner; expressed satisfaction with
this plan

No changes noted in characteristics of skin
of lower legs on days 2 and 3

Discussed importance of proper foot care;
demonstrated proper technique of foot
care; shoes and socks fit well; does not
cross legs when sitting

ering the DNR order? What ethical problems or dilemmas
might you anticipate?

4. The spouse of your patient tells you information about
the patient that the patient has not revealed. How would
you determine whether you should communicate this infor-
mation to the patient’s primary nurse?
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Distinguish the variables that affect learning readiness.
Describe strategies that facilitate elderly adults’ learning abilities.

Describe the relationship of the teaching-learning process to the
nursing process.

Develop a teaching plan for a patient.
Define the concepts of health, wellness, and health promotion.
Discuss major health promotion theories.

Describe the health promotion principles of self-responsibility,
nutrition, stress management, and exercise.

. Specify the variables that affect health promotion activities for

children, young and middle-aged adults, and elderly adults.
Describe the role of the nurse in health promotion.

45
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Effective health education lays a solid foundation for individ-
ual and community wellness. Teaching is an integral tool that all
nurses use to assist patients and families in developing effective
health behaviors and in altering lifestyle patterns that predispose
people to health risks. Health education is an influential factor di-
rectly related to positive patient care outcomes.

The changes in today’s health care environment mandate the use
of an organized approach to health education so that patients can
meet their specific health care needs. Significant factors for the
nurse to consider when planning patient education include the
availability of health care outside the conventional hospital set-
ting, the employment of diverse health care providers to accom-
plish care management goals, and the increased use of alternative
strategies rather than traditional approaches to care. The careful
consideration of these factors can provide patients with the com-
prehensive information that is essential for making informed
decisions about health care. Demands from consumers for com-
prehensive information about their health issues throughout the
life cycle accentuate the need for holistic health education to
occur in every patient—nurse encounter.

The nurse as a teacher is challenged, not only to provide specific
patient and family education, but also to focus on the educational
needs of communities. Health education is important to nursing
care, because it can determine how well individuals and families are
able to perform behaviors conducive to optimal self-care.

Teaching, as a function of nursing, is included in all state
nurse practice acts and in the Standards of Clinical Nursing Prac-
tice of the American Nurses Association (ANA, 1998). Health ed-
ucation is an independent function of nursing practice and is a
primary responsibility of the nursing profession. All nursing care
is directed toward promoting, maintaining, and restoring health;
preventing illness; and assisting people to adapt to the residual
effects of illness. Many of these nursing activities are accomplished
through health education or patient teaching.

Every contact a nurse has with a health care consumer, whether
that person is ill or not, should be considered an opportunity
for health teaching. Although the person has a right to decide
whether or not to learn, the nurse has the responsibility to present
information that will motivate the person to recognize the need
to learn. Therefore, the nurse must seize opportunities both in-
side and outside health care settings to facilitate wellness. Educa-
tional environments can include homes, hospitals, community
health centers, places of business, service organizations, shelters,
and consumer action or support groups.

Glossary

THE PURPOSE OF HEALTH EDUCATION

This emphasis on health education stems in part from the public’s
right to comprehensive health care, which includes up-to-date
health information. It also reflects the emergence of an informed
public that is asking more significant questions about health and
the health care services it receives. Because of the importance
American society places on health and the responsibility each of
us has to maintain and promote our own health, members of the
health care team, specifically nurses, are obligated to make health
education consistently available. Without adequate knowledge
and training in self-care skills, consumers cannot make effective
decisions about their health.

People with chronic illnesses are among those most in need of
health education. As the life span of our population continues to
increase, the number of people with such illnesses will also in-
crease. People with chronic illness need health care information
to participate actively in and assume responsibility for much of
their own care. Health education can help these individuals to
adapt to illness, prevent complications, carry out prescribed ther-
apy, and solve problems when confronted with new situations. It
can also prevent crisis situations and reduce the potential for re-
hospitalization resulting from inadequate information about self-
care. The goal of health education is to teach people to live life to
its healthiest—that is, to strive toward achieving their maximum
health potential.

In addition to the public’s right to and desire for health edu-
cation, patient education is also a strategy for reducing health care
costs by preventing illness, avoiding expensive medical treatments,
decreasing lengthy hospital stays, and facilitating earlier discharge.
For health care agencies, offering community wellness programs
is a public relations tool for increasing patient satisfaction and for
developing a positive image of the institution. Patient education
is also a cost-avoidance strategy for those who believe that positive
staff—patient relationships avert malpractice suits.

One of the goals of patient education is to encourage people to ad-
here to their therapeutic regimen. Adherence to a therapeutic reg-
imen usually requires that the person make one or more lifestyle
changes to carry out specific activities that promote and maintain
health. Common examples of behaviors facilitating health include
taking prescribed medications, maintaining a healthy diet, in-
creasing daily activities and exercise, self-monitoring for signs and
symptoms of illness, practicing specific hygienic measures, seeking
periodic health evaluations, and performing other therapeutic and

the likelihood that the behavior will con
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adherence: the process of faichfully follow-
ing guidelines or directions
community: a group of people living in the
same geographical area under the same
guidelines

feedback: the return of information about the
results of input given to a person or a system
health education: a variety of learning expe-

riences designed to promote behaviors
that facilitate health

health promotion: the art and science of as-

sisting people to change their lifestyle to-
ward a higher state of wellness

learning: the act of gaining knowledge and
skill

learning readiness: the optimum time for
learning to occur; usually corresponds to
the learner’s perceived need and desire to
obtain specific knowledge

nutrition: the science that deals with food
and nourishment in humans

physical fitness: the condition of being
physically healthy as a/result of proper
exercise and nutrition

reinforcement: the process of strengthening
a given response or behavior to increase

tinue

self-responsibility: personal accountability
for one’s actions o1 behavior

stress management: behaviors and tech
niques|used to strengthen a person’s
TESOUTCES [against/stress

teaching: the imparting of knowledge

therapeutic regimen: a routine that pro-
motes health and healing

wellness: a condition of/good! physical and
emotional health sustained byt a heal thy:
lifestyle




preventive measures. The fact that many people do not adhere to
their prescribed regimens cannot be ignored or minimized; rates of
adherence are generally low, especially when the regimens are com-
plex or of long duration.

Nonadherence to prescribed therapy has been the subject of
many studies. For the most part, the findings have been incon-
clusive, and no one predominant causative factor has been found.
Instead, a wide range of variables appears to influence the degree
of adherence:

® Demographic variables, such as age, gender, race, socio-
economic status, and level of education

e Illness variables, such as the severity of the illness and the re-
lief of symptoms afforded by the therapy

e Therapeutic regimen variables, such as the complexity of
the regimen and uncomfortable side effects

e Psychosocial variables, such as intelligence, availability of
significant and supportive people (especially family mem-
bers), attitudes toward health professionals, acceptance or
denial of illness, and religious or cultural beliefs

e Financial variables, especially the direct and indirect costs
associated with a prescribed regimen

The nurse’s success with health education is determined by
ongoing assessment of the variables affecting the patient’s capac-
ity to adopt specific behaviors, to obtain resources, and to main-
tain a helpful social environment (Murray & Zentner, 2001).
Teaching programs are more likely to succeed if the variables af-
fecting the patient’s adherence are identified and considered in
the teaching plan.

The problem of nonadherence to therapeutic regimens is a
substantial one that must be remedied before patients can achieve
their maximum self-care capabilities and health potential. Sur-
prisingly, a patient’s need for knowledge has not been found to
be a sufficient stimulus for acquiring knowledge and thereby en-
abling complete adherence to a health regimen. Teaching pro-
grams directed toward stimulating patient motivation produce
varying degrees of adherence. The variables of choice, establish-
ment of mutual goals, and the quality of the patient—provider re-
lationship directly influence the behavioral changes that can
result from patient education (Rankin & Stallings, 2000). These
factors are directly linked to motivation for learning.

Using a learning contract can also be a motivator for learning.
Such a contract is based on the assessment of patient needs, health
care data, and specific, measurable goals (Redman, 2000). A well-
designed learning contract is realistic and positive; it also includes
measurable goals, with a specific time frame and reward system
for goal achievement. The learning contract is recorded in writ-
ing and contains methods for ongoing evaluation.

The value of the contract lies in its clarity, specific delineation
of what is to be accomplished, and usefulness for evaluating be-
havioral change. In a typical learning contract, a series of goals is
established, beginning with small, easily attainable objectives and
progressing to more advanced goals. Frequent, positive rein-
forcement is provided as the person moves from one goal to the
next. An example of incremental goals would be a weight reduc-
tion program based on losing 1 to 2 pounds per week rather than
one that merely identifies a general goal of losing 30 pounds.

@/} G tologic C iderati
Nonadherence to therapeutic regimens is a significant problem for

elderly people, leading to increased morbidity and mortality and
increased cost of treatment (U.S. Public Health Service, 2000).
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Many nursing home admissions and hospital admissions are
linked to nonadherence.

Elderly people frequently have one or more chronic illnesses
that are managed with numerous medications and complicated by
periodic acute episodes. Elderly people may also have other prob-
lems that affect adherence to therapeutic regimens, such as in-
creased sensitivity to medications and their side effects, difficulty
in adjusting to change and stress, financial constraints, forgetful-
ness, inadequate support systems, lifetime habits of self-treatment
with over-the-counter medications, visual and hearing impair-
ments, and mobility limitations. To promote adherence among
the elderly, time and effort must be taken to assess all variables that
may affect health behavior (Fig. 4-1). The nurse must also con-
sider that cognitive deficiencies may be manifested by the elderly
person’s inability to draw inferences, apply information, or un-
derstand the major teaching points (Eliopoulos, 2000). The pa-
tient’s strengths and limitations must be assessed in order to use
existing strengths to compensate for limitations. Above all, health
care professionals must work together to provide continuous, co-
ordinated care; otherwise, the efforts of one health care profes-
sional may be negated by those of another.

Learning can be defined as acquiring knowledge, attitudes, or
skills. Teaching is defined as helping another person to learn. These
definitions indicate that the teaching—learning process is an active
one, requiring the involvement of both teacher and learner in
the effort to reach the desired outcome, a change in behavior. The
teacher does not simply give knowledge to the learner, but instead
serves as a facilitator of learning.

In general, there is no definitive theory about how learning oc-
curs and how it is affected by teaching. However, learning can be
affected by factors such as readiness to learn, the learning envi-

ronment, and the teaching techniques employed (Bastable, 1997;
Green & Kreuter, 1999).

LEARNING READINESS

One of the most significant factors influencing learning is the per-
son’s learning readiness. For adults, readiness is based on culture,
personal values, physical and emotional status, and past experiences

FIGURE 4-1 Taking time to teach patients about their medication and treat-
ment program promotes interest and cooperation. Older adults who are actively
involved in learning about their medication and treatment program and the
expected effects may be more likely to adhere to the therapeutic regimen.
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in learning. The teachable moment for an adult occurs when the
content and skills being taught are congruent with the task to be
accomplished (Redman, 2000).

Culture encompasses values, ideals, and behaviors, and the tra-
ditions within each culture provide the framework for solving the
issues and concerns of daily living. Because people with different
cultural backgrounds hold different values, lifestyles and choices
about health care vary. Culture is a major variable influencing
readiness to learn because it affects how a person learns and what
information can be learned. Sometimes people will not accept
health teaching because it conflicts with culturally mediated values.
Before beginning health teaching, the nurse must perform an in-
dividual cultural assessment instead of relying only on generalized
assumptions about a particular culture. A patient’s social and
cultural patterns must be appropriately incorporated into the
teaching—learning interaction. Chart 4-1 describes cultural assess-
ment components to consider when formulating a teaching plan.

An individual’s values include beliefs about what are desirable
and undesirable behaviors. The nurse must know what value the
patient places on health and health care. In clinical situations, pa-
tients express their values through the actions performed and the
level of knowledge pursued (Andrews & Boyle, 1998). When the
nurse lacks knowledge about the cultural values of the patient
being instructed, misunderstanding, lack of cooperation, and
negative health outcomes may occur (Leininger, 1991). Each per-
son’s values and behaviors can be either an asset or a deficit to the
readiness to learn. Therefore, no amount of health education will
be accepted by patients unless their values and beliefs about health
and illness are respected (Giger & Davidhizar, 1999).

Physical readiness is of vital importance, because until a per-
son is physically capable of learning, attempts at teaching and
learning may be both futile and frustrating. For example, some-
one in acute pain will be unable to focus attention away from the
pain long enough to concentrate on learning. Likewise, a person
who is short of breath will concentrate on breathing rather than
on learning.

Emotional readiness also affects the motivation to learn. A
person who has not accepted an existing illness or the threat of
illness will not be motivated to learn. People who do not accept
a therapeutic regimen, or who view it as conflicting with their
present lifestyle, may consciously avoid learning about it. Until a
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When formulating a teaching plan, consider the patient’s beliefs
about

¢ Body size, shape, boundaries, and functions

¢ Beauty and strength

e Value of the mind or brain

e Nature and function of blood

¢ Diet and nutrition

¢ Communication

o Gender

¢ Family and social support

¢ Physical health and illness

e Mental health and illness

e Pain

e Medicine, herbs, and talismans

e Spirituality or religion

e Where a person’s essence or soul lies

person recognizes the need to learn and demonstrates an ability
to learn, teaching efforts may be thwarted. However, it is not al-
ways wise to wait for a patient to become emotionally ready to
learn, because that time might never come unless efforts are made
by the nurse to stimulate the individual’s motivation.

Illness and the threat of illness are usually accompanied by
anxiety and stress. The nurse who recognizes such reactions can
use simple explanations and instructions to alleviate these anxi-
eties and provide further motivation to learn. Because learning
involves changes in behavior, it normally produces mild anxiety,
which can often be a useful motivating factor.

Emotional readiness can be promoted by creating a warm, ac-
cepting, positive atmosphere and by establishing realistic learning
goals. When learners achieve success and a feeling of accomplish-
ment, they experience further motivation for participating in
additional learning opportunities.

Feedback about progress also motivates learning. Such feed-
back should be presented in the form of positive reinforcement
when learners are successful and in the form of constructive sug-
gestions for improvement when they are unsuccessful.

Experiential readiness refers to past experiences that influence
a person’s ability to learn. Previous educational experiences and
life experiences in general are significant determinants of an in-
dividual’s approach to learning. A person who has had little or no
formal education may not be able to understand the instructional
materials presented. A person who has had difficulty learning in
the past may be hesitant to try again. Many behaviors required
for reaching maximum health potential demand a rather exten-
sive background of knowledge, physical skills, and attitudes. With-
out this background on which to build, learning may be very
difficult and very slow. For example, someone who does not under-
stand the basics of normal nutrition may not be able to under-
stand the restrictions of a specific diet. A person who does not
view the desired learning as personally meaningful may reject
teaching efforts. A person who is not future-oriented may be un-
able to appreciate many aspects of preventive health teaching.
Experiential readiness is closely related to emotional readiness
because motivation tends to be stimulated by an appreciation for
the need to learn and by those learning tasks that are familiar, in-
teresting, and meaningful.

Before initiating a teaching—learning program, it is important
to assess the learner’s physical and emotional readiness to learn,
as well as his or her ability to learn what is being taught. This in-
formation then becomes the basis for establishing goals that can
motivate the person to learn. Involving the learner in the estab-
lishment of mutually acceptable goals serves the purpose of en-
couraging active involvement in the learning process and a
willingness to share the responsibility for learning.

THE LEARNING ENVIRONMENT

Although learning can take place without a teacher, most people
who are attempting to learn new or altered health behaviors will
need the services of a nurse for at least part of the time. The in-
terpersonal interaction between the learner and the nurse who is
attempting to meet the individual’s learning needs may be formal
or informal, depending on the method and techniques of teach-
ing that are found to be most appropriate.

Learning can be optimized by minimizing external variables
that interfere with the learning process. For example, the room
temperature, lighting, noise levels, and other environmental con-
ditions should be appropriate to the learning situation. Also, the
time selected for teaching should be suited to the individual’s



needs. Scheduling a teaching session at a time of day when the pa-
tient is fatigued, uncomfortable, or anxious about a pending di-
agnostic or therapeutic procedure, or when visitors are present,
does not provide an environment conducive to learning. How-
ever, if family members are to participate in providing care, the
sessions should be timed to take place when the family is present
so that they can learn any necessary skills or techniques.

TEACHING TECHNIQUES

Teaching techniques and methods enhance learning if they are
appropriate to the individual’s needs. Numerous techniques are
available, including lectures, group teaching, and demonstra-
tions, all of which can be enhanced with specially prepared teach-
ing materials. The lecture or explanation method of teaching is
commonly used but should always be accompanied by discussion.
Discussion is important because it affords the learner an oppor-
tunity to express feelings and concerns, to ask questions, and to
receive clarification.

Group teaching is appropriate for some people because it al-
lows them not only to receive needed information, but also to feel
secure as members of a group. Those with similar problems or
learning needs have the opportunity to identify with each other
and gain moral support and encouragement. However, not every-
one relates or learns well in groups, and some people may not
benefit from such experiences. Also, if group teaching is used, as-
sessment and follow-up of each individual are imperative to en-
sure that each has gained sufficient knowledge and skills.

Demonstration and practice are essential ingredients of a
teaching program, especially when teaching skills. It is best to
demonstrate the skill and then allow the learner ample opportu-
nity for practice. When special equipment is involved, such as
syringes for injections, colostomy bags, dialysis equipment, dress-
ings, or suction apparatus, it is important to teach with the same
equipment that will be used in the home setting. Learning to per-
form a skill with one kind of equipment and then having to
change to a different kind may lead to confusion, frustration, and
mistakes.

Teaching aids that are available to enhance learning include
books, pamphlets, pictures, films, slides, audio and video tapes,
models, programmed instruction, and computer-assisted learn-
ing modules. Such teaching aids are invaluable when used ap-
propriately and can save a significant amount of personnel time
and related cost. However, all such aids should be reviewed be-
fore use to ensure that they meet the individual’s learning needs.
Human interaction and discussion cannot be replaced by teach-
ing technologies but may be enhanced by them (Nursing Research
Profile 4-1).

Reinforcement and follow-up are important because learning
takes time. Allowing ample time to learn and reinforcing what is
learned are important teaching strategies; a single teaching session
is rarely adequate. Follow-up sessions are imperative to promote
learners’ confidence in their abilities and to plan for additional
teaching sessions. For hospitalized patients who may not be able
to transfer what they have learned in the hospital to the home set-
ting, follow-up after discharge is essential to ensure that they have
realized the full benefits of a teaching program.

TEACHING PEOPLE WITH DISABILITIES

When providing health information to people who are affected
by disabilities, the individual needs of the person must be assessed
and incorporated into the teaching plan; teaching techniques and
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NURSING RESEARCH PROFILE 4-1

Mahon, S. M., & Williams, M. (2000). Information needs regarding
menopause. Cancer Nursing, 23(3), 176-185.

Purpose

There were two main purposes for conducting this study. The first
purpose was to evaluate the relevance and usefulness of a brochure
designed to facilitate understanding about menopause and other re-
lated female health concerns. The second purpose was to describe
the information needs of healthy women at menopause.

Study and Sample Design

The study design was descriptive-correlational and utilized a
questionnaire designed by the researchers. Two hundred ques-
tionnaires were distributed, and 161 women (ages 26 to 69 years)
completed the survey. This convenience sample consisted of
women who came to a nurse-managed cancer screening center.
These women saw the brochure on display at the center; if they
asked for a copy, they were also given a questionnaire to complete
and return.

Findings

The participants indicated that they were premenopausal (45%),
postmenopausal (40%), or uncertain of menopausal status (15%).
Ninety-nine percent of the women said that the brochure was very
easy to read and understand. Eighty percent found the information
very relevant and important, while 31% found it somewhat rele-
vant and important. Eighty-eight percent thought that the material
in the brochure would motivate them to talk with their health care
provider, and 10% did not know if it would. The topics most likely
to be discussed with a health care provider were hormone replace-
ment therapy, bone mineral density testing, risk and prevention of
osteoporosis, and management of menopause.

Nursing Implications

Weritten educational materials are useful strategies for providing
health information. Women want and will seek out information re-
garding menopause, particularly information that helps them to
make menopause management decisions. Nurses need to obtain de-
tailed and accurate health histories from women in order to assist
them to determine their menopausal status and other individual

health needs.

the imparting of information may need to be altered to accom-
modate them. Specific groups of people with physical disabilities,
emotional disabilities, hearing and visual impairments, learning
disabilities, and developmental disabilities require that the nurse
be aware of their health promotion needs and institute new or
modified approaches to teach them about their health. Table 4-1
outlines some of the teaching strategies to use when teaching a
person with a disability.

& GERONTOLOGIC CONSIDERATIONS

Nurses caring for elderly people must be aware of how the nor-
mal changes that occur with aging affect learning abilities and
how an elderly person can be assisted to adjust to these changes.
Above all, it is important to recognize that just because a person
is elderly does not mean that he or she cannot learn. Studies have
shown that older adults can learn and remember if information
is paced appropriately, is relevant, and is followed by appropri-
ate feedback strategies that apply to all learners (Rankin &
Stallings, 2000). Because changes associated with aging vary
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Table 4-1 o Teaching People with Disabilities

TYPE OF DISABILITY

TEACHING STRATEGY

Physical or Emotional Disability

Adapt information to accommodate the person’s cognitive,

perceptual, and behavior disabilities.
Give clear written and oral information.
Highlight significant information for easy reference.
Avoid medical terminology.

Use slow, directed, deliberate speech.

Use sign language if appropriate.

Position yourself so that the person can see your mouth if lip reading.
Use telecommunication devices for the hearing impaired (TDD).
Use written materials and visual aids, such as models and diagrams.
Use captioned videos and films.

Teach on the side of the “good ear” if unilateral deafness is present.

Use optical devices such as a magnifying lens.

Use proper lighting and proper contrast of colors on materials and

Use Braille materials if appropriate.

Convert information to auditory and tactile formats.

Obtain audiotapes and talking books.

Explain noises associated with procedures, equipment, and treatments.
Arrange materials in clockwise pattern.

¢ Explain information verbally, repeat, and reinforce frequently.

e Encourage learner to verbalize information received.
If auditory perceptual disorder:
¢ Speak slowly with as few words as possible, repeat, and reinforce

¢ Use direct eye contact to focus person on task.

¢ Use demonstration and return demonstration such as modeling,
role playing, and hands-on experiences.

e Use visual tools, written materials, and computers.

Hearing Impairment
Visual Impairment
equipment.
Use large-print materials.
Learning Disabilities
Input disability If visual perceptual disorder:
¢ Use audiotapes.
frequently.
Output disability

Use all senses as appropriate.

Use written, audiotape, and computer information.
Review information and give time to interact and ask questions.
Use hand gestures and motions.

Developmental disability

Base information and teaching on developmental stage, not
person’s age.

Use nonverbal cues, gestures, signing, and symbols as needed.
Use simple explanations and concrete examples with repetition.
Encourage active participation.

Demonstrate information and have the person perform return

demonstrations.

significantly among elderly people, the nurse should conduct a
thorough assessment of each person’s level of physiologic and
psychological functioning before teaching begins.

Changes in cognition with age may include slowed mental
functioning; decreased short-term memory, abstract thinking,
and concentration; and slowed reaction time. These changes
are often accentuated by the health problems that cause the el-
derly to seek health care in the first place. Effective teaching
strategies include a slow-paced presentation of small amounts
of material at a time, frequent repetition of information, and
the use of reinforcement techniques, such as audiovisual and
written materials and repeated practice sessions. Distracting
stimuli should be minimized as much as possible in the teach-
ing environment.

Sensory changes associated with aging also affect teaching and
learning. Teaching strategies to accommodate decreased visual
acuity include large-print and easy-to-read materials printed on
non-glare paper. Because color discrimination is often impaired,
the use of color-coded or highlighted teaching materials may not
be effective. To maximize hearing, the teacher must speak dis-
tinctly with a normal or lowered pitch, facing the person so that
lip reading can occur as needed. Visual cues often help to rein-
force verbal teaching.

Family members should be involved in teaching sessions when
possible. They provide another source for reinforcement of ma-
terial and can help the learner to recall instructions later. They
can also provide valuable assessment information about the per-
son’s living situation and related learning needs.



When the nurse, the family, and other involved health care
professionals work collaboratively to facilitate an elderly person’s
learning, the chances of success will be maximized. Successful
learning for the elderly should result in improved self-care man-
agement skills, enhanced self-esteem, and a willingness to learn
in future sessions.

The steps of the nursing process—assessment, diagnosis, plan-
ning, implementation, and evaluation—are used when con-
structing a teaching plan to meet an individual’s teaching and
learning needs (Chart 4-2).

ASSESSMENT

Assessment in the teaching—learning process is directed toward the
systematic collection of data about the person’s learning needs, the
person’s readiness to learn, and the family’s learning needs. All in-
ternal and external variables that affect the patient’s readiness to
learn are identified. A learning assessment guide may be used for
this purpose. Some of the available guides are very general and are
directed toward the collection of general health information,
whereas others are specific to common medication regimens or
disease processes. Such guides facilitate the assessment but must
be adapted to the individual’s responses, problems, and needs.

As soon as possible after completing the assessment, the nurse
organizes, analyzes, synthesizes, and summarizes the data col-
lected and determines the patient’s need for teaching.

A Guide to Patient Education
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NURSING DIAGNOSIS

Formulating nursing diagnoses makes educational goals and eval-
uations of progress more specific and meaningful. Teaching is an
integral intervention implied by all nursing diagnoses, and for
some diagnoses education is the primary intervention. Ineffective
therapeutic regimen management, Impaired home maintenance,
Health-seeking behaviors, and Decisional conflict are examples
of nursing diagnoses that direct planning for educational needs.
The diagnosis “Deficient knowledge” should be used cautiously,
because knowledge deficit is not a human response but a factor
relating to or causing the diagnosis (eg, Ineffective therapeutic
regimen management related to a deficiency of information about
wound care is a more appropriate nursing diagnosis than “Defi-
cient knowledge”) (Carpenito, 1999). A nursing diagnosis that
relates specifically to the patient’s and family’s learning needs will
serve as a guide in the development of the teaching plan.

PLANNING

Once the nursing diagnoses have been identified, the planning
component of the teaching—learning process is established in ac-
cordance with the steps of the nursing process:

1. Assigning priorities to the diagnoses

2. Specifying the immediate, intermediate, and long-term
goals of learning

3. Identifying specific teaching strategies appropriate for at-
taining goals

Assessment
1. Assess the person’s readiness for health education.

a. What are the person’s health beliefs and behaviors?

b. What physical and psychosocial adaptations does the person
need to make?

c. Is the learner ready to learn?

d.TIs the person able to learn these behaviors?

e. What additional information about the person is needed?

f. Are there any variables (eg, hearing or visual impairment, cog-
nitive issues, literacy issues) that will affect the choice of teach-
ing strategy or approach?

g. What are the person’s expectations?

h. What does the person want to learn?

2. Organize, analyze, synthesize, and summarize the collected data.

Nursing Diagnosis

1. Formulate the nursing diagnoses that relate to the person’s learn-
ing needs.

2. Identify the learning needs, their characteristics, and their etiology.

3. State nursing diagnoses concisely and precisely.

Planning and Goals
1. Assign priority to the nursing diagnoses that relate to the individ-
ual’s learning needs.
2. Specify the immediate, intermediate, and long-term learning
goals established by teacher and learner together.
. Identify teaching strategies appropriate for goal attainment.
. Establish expected outcomes.
. Develop the written teaching plan.
a. Include diagnoses, goals, teaching strategies, and expected out-
comes.
b. Put the information to be taught in logical sequence.
c. Write down the key points.

N D

d. Select appropriate teaching aids.
. ,
e. Keep the plan current and flexible to meet the person’s chang-
ing learning needs.
6. Involve the learner, family or significant others, nursing team
members, and other health care team members in all aspects of
planning.

Implementation

1. Put the teaching plan into action.

2. Use language the person can understand.

3. Use appropriate teaching aids and provide Internet resources if
appropriate.

. Use the same equipment that the person will use after discharge.

. Encourage the person to participate actively in learning.

. Record the learner’s responses to the teaching actions.

. Provide feedback.

Evaluation
1. Collect objective data.
a. Observe the person.
b. Ask questions to determine whether the person understands.
c. Use rating scales, checklists, anecdotal notes, and written tests
when appropriate.

2. Compare the person’s behavioral responses with the expected
outcomes. Determine the extent to which the goals were
achieved.

3. Include the person, family or significant others, nursing team
members, and other health care team members in the evaluation.

4. Identify alterations that need to be made in the teaching plan.

5. Make referrals to appropriate sources or agencies for reinforce-
ment of learning after discharge.

6. Continue all steps of the teaching process: assessment, diagnosis,
planning, implementation, and evaluation.

N O\ N
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4. Specifying the expected outcomes
5. Documenting the diagnoses, goals, teaching strategies, and
expected outcomes on the teaching plan

2

As in the nursing process, the assignment of priorities to the
diagnoses should be a joint effort by the nurse and the learner or
family members. Consideration must be given to the urgency of
the individual’s learning needs, with the most critical needs re-
ceiving the highest priority.

After the priorities of the diagnoses have been established, the
immediate and long-term goals and the teaching strategies ap-
propriate for attaining the goals are identified. Teaching is most
effective when the objectives of both the learner and the nurse are
in agreement (Lorig, et al., 1996). Learning begins with the es-
tablishment of goals that are appropriate to the situation and re-
alistic in terms of the individual’s ability and desire to achieve
them. Involving the patient and family in establishing goals and
subsequently in the planning of teaching strategies promotes their
cooperation in the implementation of the teaching plan.

Expected outcomes of teaching strategies can be stated in
terms of behaviors of the person, the family, or both. Outcomes
should be realistic and measurable, and the critical time periods
for attaining them should also be identified. The desired out-
comes and the critical time periods will serve as a basis for evalu-
ating the effectiveness of the teaching strategies.

During the planning phase, the nurse must consider the se-
quence in which the subject matter will be presented in each of
the teaching strategies. Critical information (eg, survival skills for
the person with diabetes) and material that the person or family
identifies to be of particular importance receive high priority. An
outline is often helpful for arranging the subject matter and for
ensuring that all necessary information is included. Also during
this time, appropriate teaching aids to be used in implementing
the teaching strategies are prepared or selected.

The entire planning phase of the teaching—learning process is
concluded with the formulation of the teaching plan. This teach-
ing plan communicates the following information to all members
of the nursing team:

1. The nursing diagnoses that specifically relate to the indi-
vidual’s learning needs and the priorities of these diagnoses

. The goals of the teaching strategies

3. The teaching strategies, expressed in the form of teaching
orders

4. The expected outcomes, which identify the desired behav-
ioral responses of the learner

5. The critical time period within which each outcome is
expected to be met

6. The individual’s behavioral responses (which must be doc-
umented on the teaching plan)
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The same rules that apply to writing and revising the plan of
nursing care apply to the teaching plan.

IMPLEMENTATION

In the implementation phase of the teaching—learning process,
the patient, the family, and other members of the nursing and
health care teams carry out the activities outlined in the teaching
plan. The nurse coordinates all the activities.

Flexibility during the implementation phase of the teaching—
learning process and ongoing assessment of the individual’s re-
sponses to the teaching strategies support modification of the
teaching plan as necessary. Creativity in promoting and sustain-
ing the learner’s motivation to learn is essential. New learning

needs that may arise after discharge from the hospital or after
home care visits have ended should also be taken into account.

The implementation phase is concluded when the teaching
strategies have been completed and when the individual’s re-
sponses to the actions have been recorded. This record serves as
the basis for evaluating how well the defined goals and expected
outcomes have been achieved.

EVALUATION

Evaluation of the teaching—learning process determines how ef-
fectively the person has responded to the teaching strategies and
to what extent the goals have been achieved. An important part
of the evaluation phase addresses the question, “What can be
done to improve the teaching and enhance the learning?” An-
swers to this question will direct the changes to be made in the
teaching plan.

An evaluation must be made of what was done well, and what
needs to be changed or reinforced. It cannot be assumed that indi-
viduals have learned just because teaching has occurred: learning
does not automatically follow teaching. A variety of measurement
techniques can be used to identify changes in behavior as evidence
that learning has taken place. These techniques include directly ob-
serving the behavior; using rating scales, checklists, or anecdotal
notes to document the behavior; and indirectly measuring results
through oral questioning and written tests. Measurement of actual
behavior (direct measurement) is the most accurate and appropri-
ate technique in many patient teaching situations. Nurses often do
comparative analysis using patient admission data as the baseline:
selected data points observed during the period when nursing care
is given and self-care was initiated are compared with the patient’s
baseline data.

Some examples of indirect measurements are patient satisfac-
tion surveys, attitude surveys, and instruments that evaluate spe-
cific health status variables. All direct measurements should be
supplemented with indirect measurements whenever possible.
Using more than one measuring technique enhances the reliabil-
ity of the resulting data and decreases the potential for error from
a specific measurement strategy.

Measuring is only the beginning of evaluation. It must be fol-
lowed by interpreting the data and making value judgments about
the learning and teaching. Such evaluation should be conducted
periodically throughout the teaching—learning program, at its con-
clusion, and at varying periods after the teaching has ended.

Evaluation of learning after hospitalization is highly desir-
able, because the analysis of teaching outcomes must extend into
home care. With shortened lengths of hospital stay and with short-
stay and same-day surgical procedures, follow-up evaluation in
the home is especially important. Coordination of efforts and
sharing of information between hospital-based and community-
based nursing personnel facilitates post-discharge teaching and
home care evaluation.

Evaluation is not the end step in the teaching—learning process,
but the beginning of a new patient assessment. The information
gathered during evaluation should be used to redirect teaching ac-
tions, with the goal of improving the learner’s responses and out-
comes.

Health Promotion

Health teaching and health promotion are linked by a common
goal—to encourage people to achieve as high a level of wellness
as possible so that they can live maximally healthy lives and avoid



preventable illnesses. The call for health promotion has become
a cornerstone in health policy because of the need to control costs
and reduce unnecessary sickness and death.

The nation’s first public health agenda was established in 1979
and set goals for improving the health of all Americans. Addi-
tional goals defined as the “1990 Health Objectives” identified
improvements to be made in health status, risk reduction, public
awareness, health services, and protective measures (U.S. Public
Health Service, 1990).

Health goals for the nation were also established in the publi-
cation, Healthy People 2000. The priorities from this initiative
were identified as health promotion, health protection, and the
use of preventive services. The most recent publication, Healthy
People 2010, defines the current national health promotion and
disease prevention initiative for the nation. The two essential
goals from this report are (1) to increase the quality and years of
healthy life for people, and (2) to eliminate health disparities
among various segments of the population (U.S. Public Health
Service, 2000) (Chart 4-3).

HEALTH AND WELLNESS

The concept of health promotion has evolved because of a chang-
ing definition of health and an awareness that wellness exists at
many levels of functioning. The definition of health as the mere
absence of disease is no longer accepted. Today, health is viewed
as a dynamic, ever-changing condition that enables a person to
function at an optimum potential at any given time. The ideal
health status is one in which people are successful in achieving
their full potential regardless of any limitations they might have.

Wellness, as a reflection of health, involves a conscious and de-
liberate attempt to maximize one’s health. Wellness does not just
happen; it requires planning and conscious commitment and is
the result of adopting lifestyle behaviors for the purpose of at-
taining one’s highest potential for well-being. Wellness is not the
same for every person. The person with a chronic illness or dis-
ability may still be able to achieve a desirable level of wellness.
The key to wellness is to function at the highest potential within
the limitations over which there is no control.

A significant amount of information has shown that people, by
virtue of what they do or fail to do, influence their own health.
Today, many of the major causes of illness are chronic diseases that
have been closely related to lifestyle behaviors (eg, heart disease,
lung and colon cancer, chronic obstructive pulmonary diseases,
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hypertension, cirrhosis, traumatic injury, HIV [human immuno-
deficiency virus] infection, and acquired immunodeficiency syn-
drome [AIDS]). Consequently, a person’s health status to a large
extent is reflective of lifestyle.

C/mpter 4 Health Education and Health Promotion

HEALTH PROMOTION MODELS

Since the 1950s, many health-promotion models have been con-
structed to identify health-protecting behaviors and to help ex-
plain what makes people engage in these preventive behaviors. A
health-protecting behavior is defined as any behavior performed
by people, regardless of their actual or perceived health condition,
for the purpose of promoting or maintaining their health, whether
or not the behavior produces the desired outcome (Downie, Fyfe,
& Tannahill, 1990). One framework, the health belief model, was
devised to foster understanding of what made some healthy people
choose actions to prevent illness while others refused to engage in
these protective recommendations (Becker, 1974).

Another model, the resource model of preventive health be-
havior (Downie, Fyfe, & Tannahill, 1990), addresses the ways
that people use resources to promote health. Nurse educators can
use this model to assess how demographic variables, health be-
haviors, and social and health resources influence health promo-
tion. LaLonde’s (1977) health determinants model views human
biology, environment, lifestyle, and the health care delivery sys-
tem as the four determinants of a person’s health.

A model for promotion of health, designed by Becker and
colleagues (1993), is based on the premise that four variables in-
fluence the selection and use of health promotion behaviors. The
first variable, demographic and disease factors, includes client
characteristics such as age, gender, education, employment, sever-
ity of illness or disability, and length of illness. Barriers, the next
component, are defined as factors that lead to unavailability or
difficulty in gaining access to a specific health promotion alter-
native. The third variable, resources, encompasses such items as
financial and social support. The last variable, perceptual factors,
consists of how people view their health status, self-efficacy, and
the perceived demands of their illness. The developers of this
model conducted research to substantiate that these four vari-
ables have a positive correlation with a person’s quality of life.

The health promotion model developed by Pender (1996), is
based on social learning theory and emphasizes the importance
of motivational factors that influence the acquiring and sustain-
ing of health-promotion behaviors. This model explores how
cognitive-perceptual factors affect one’s view of the importance
of health. It also examines perceived control of health, self-efficacy,
health status, and the benefits and barriers to health promoting
behaviors.

These models, along with other examples that can be found in
the health promotion literature, can serve as an organizing frame-
work for clinical work and research that supports the enhance-
ment of health. Further efforts, however, are needed to advance
understanding of the health promotion behaviors of families and
communities.

DEFINITION OF HEALTH PROMOTION

Health promotion can be defined as those activities that assist in-
dividuals in developing resources that will maintain or enhance
well-being and improve their quality of life. These activities in-
volve a person’s efforts to remain healthy in the absence of symp-
toms and do not require the assistance of a health care team
member.
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The purpose of health promotion is to focus on a person’s po-
tential for wellness and to encourage appropriate alterations in
personal habits, lifestyle, and environment in ways that will re-
duce risks and enhance health and well-being. Health promotion
is an active process; that is, it is not something that can be pre-
scribed or dictated. It is up to the individual to decide whether to
make the changes that will promote a higher level of wellness.
Choices must be made, and only the individual can make these
choices.

The concepts of health, wellness, health promotion, and dis-
ease prevention have been extensively addressed in the lay litera-
ture and news media as well as in professional journals. The result
has been a public demand for health information and a response
by health care professionals and agencies to provide this infor-
mation. Health-promotion programs that were once limited to
hospital settings have now moved into community settings such
as clinics, schools, churches, businesses, and industry. The work-
place is quickly becoming an important site for health promotion
programs, as employers strive to reduce costs associated with ab-
senteeism, health insurance, hospitalization, disability, excessive
turnover of personnel, and premature death.

HEALTH PROMOTION PRINCIPLES

Certain principles underlie the concept of health promotion as an
active process: self-responsibility, nutritional awareness, stress
reduction and management, and physical fitness.

Self-Responsibility

Taking responsibility for oneself is the key to successful health
promotion. The concept of self-responsibility is based on the
understanding that individuals control their lives. Each of us
alone must make those choices that determine how healthy our
lifestyle is. As more people recognize the significant effects that
lifestyle and behavior have on health, they may assume responsi-
bility for avoiding high-risk behaviors such as smoking, alcohol
and drug abuse, overeating, driving while intoxicated, risky sex-
ual practices, and other unhealthy habits. They may also assume
responsibility for adopting routines that have been found to have
a positive influence on health, such as engaging in regular exer-
cise, wearing a seat belt, and eating a balanced diet.

A variety of different techniques have been used to encourage
people to accept responsibility for their health, ranging from exten-
sive educational programs to reward systems. No one technique has
been found to be superior to any other. Instead, self-responsibility
for health promotion is very individualized and depends on a
person’s desires and inner motivations. Health promotion pro-
grams are important tools for encouraging people to assume re-
sponsibility for their health and to develop behaviors that improve
health.

Nutrition

Nutrition as a component of health promotion has become the
focus of considerable attention and publicity. A vast array of
books and magazine articles address the topics of special diets,
natural foods, and the hazards of certain substances, such as sugar,
salt, cholesterol, artificial colors, and food additives. Good nutri-
tion has been suggested as the single most significant factor in
determining health status and longevity.

Nutritional awareness involves an understanding of the im-
portance of a properly balanced diet that supplies all of the es-

sential nutrients. Understanding the relationship between diet
and disease is an important facet of a person’s self-care. Some
clinicians believe that a healthy diet is one that substitutes “nat-
ural” foods for processed and refined ones and reduces the intake
of sugar, salt, fat, cholesterol, caffeine, alcohol, food additives,
and preservatives.

Chapter 5 contains detailed information about the assessment
of an individual’s nutritional status. The chapter covers physical
signs indicating nutritional status, assessment of food intake (food
record, 24-hour recall), comparison of food intake with the di-
etary guidelines outlined in the Food Guide Pyramid, and calcu-
lation of ideal body weight.

Stress Management

Stress management and stress reduction are important aspects of
health promotion. Studies have shown the negative effects of stress
on health and a cause-and-effect relationship between stress and
infectious diseases, traumatic injuries (eg, motor vehicle crashes),
and some chronic illnesses. Stress has become inevitable in con-
temporary societies in which demands for productivity have be-
come excessive. More and more emphasis is placed on encouraging
people to manage stress appropriately and to reduce stress that is
counterproductive. Techniques such as relaxation training, exer-
cise, and modification of stressful situations are often included in
health promotion programs that deal with stress. Further infor-
mation on stress management, including health risk appraisal and
stress reduction methods such as biofeedback and the relaxation
response, can be found in Chapter 6.

Exercise

Physical fitness is another important component of health
promotion. Clinicians and researchers (Anspaugh, Hamrick &
Rosata, 1994; Edelman & Mandle, 1998; U.S. Department of
Health & Human Services, 1996) examining the relationship be-
tween health and physical fitness have found that a regular exer-
cise program can promote health by improving the function of
the circulatory system and the lungs, decreasing cholesterol and
low-density lipoprotein concentrations, lowering body weight
by increasing calorie expenditure, delaying degenerative changes
such as osteoporosis, and improving flexibility and overall mus-
cle strength and endurance. On the other hand, exercise can be
harmful if it is not started gradually and increased slowly in ac-
cordance with the individual’s response. An exercise program
should be designed specifically for the individual, with consider-
ation given to age, physical condition, and any known cardio-
vascular or other risk factors. An appropriate exercise program
can have a significantly positive effect on the individual’s perfor-
mance capacity, appearance, and general state of physical and
emotional health (Nursing Research Profile 4-2).

Health promotion is a concept and a process that extends through-
out the life span. Studies have shown that the health of a child can
be affected either positively or negatively by the health practices
of the mother during the prenatal period. Therefore, health pro-
motion starts before birth and extends through childhood, adult-
hood, and old age.

Health promotion includes health screening. The American
Academy of Family Physicians has developed recommenda-
tions for periodic health examinations that identify the age
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Wall, L. (2000). Changes in hope and power in lung cancer patients who
exercise. Nursing Science Quarterly, 13(3), 234-242.

Purpose

Cancer is often viewed as a life-threatening disease for which there is
little hope for the future and relatively little ability to create change.
The purposes of this study were to explore changes in hope and
power among lung cancer patients who participated in a preopera-
tive exercise program and to examine hope and power over time.

Sample and Study Design

A sample of 104 preoperative lung cancer patients with a clinical
diagnosis of stage IA, IB, IIA, IIB, or ITIA non—small cell carcinoma
was recruited for the study. The participants were randomly as-
signed to the exercise or nonexercise group. To assess for changes
in hope and power, the subjects were asked to complete question-
naires on hope (Health Hope Index) and power (Power as Know-
ing Participation in Change Test) at the time of diagnosis, on the
day before surgery, and 4 to 6 days after surgery. The exercise group
was instructed about the exercise by the investigator after comple-
tion of the first set of questionnaires. The exercise group performed
the exercises daily before surgery and recorded their compliance in
a journal. The nonexercise group received usual preoperative care
that did not include a prescribed exercise program.

Findings

There were no statistically significant relationships between hope or
power and the number of days of exercise completed. Both groups
had high levels of hope and positive expectations for the future.
There were differences in power (defined as the capacity to know-
ingly participate in change) between the two groups, with power in-
creased in the exercise group compared with the nonexercise group.

Nursing Implications

It is useful for the nurse to understand how patients can effectively
participate in change and promote strategies that enhance well-
being. By encouraging preoperative exercise, nurses can help pa-
tients purposefully participate in change, make decisions about
their care, and determine factors that enhance and impede them
from taking steps to actively participate in their care.

groups for which specific screening interventions are appro-
priate. Table 4-2 presents the general population guidelines;
specific population standards and guidelines have also been
recommended.

CHILDREN AND ADOLESCENTS

Health screening has traditionally been an important aspect of
childhood health care. The goal has been to detect health prob-
lems at an early age so that they can be treated early in a child’s
life. Today, health promotion goes beyond the mere screening
of children for disabilities and includes extensive efforts to pro-
mote positive health practices at a very young age. Because
health habits and practices are formed early in life, children
should be encouraged to develop positive health attitudes. For
this reason, more and more programs are being offered to
school-age children and to adolescents to help them develop
good health habits. Although the negative results of practices
such as smoking, risky sexual activities, alcohol and drug abuse,
and poor nutrition are explained in these educational programs,
emphasis is also placed on values training, self-esteem, and
healthy lifestyle practices. The projects are designed to appeal to
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a particular age group, with emphasis on learning experiences
that are fun, interesting, and relevant.

C/mpter 4 Health Education and Health Promotion

YOUNG AND MIDDLE-AGED ADULTS

Young and middle-aged adults represent an age group that not
only expresses an interest in health and health promotion but also
responds enthusiastically to suggestions that show how lifestyle
practices can improve health. Adults are frequently motivated to
change their lifestyles in ways that are believed to enhance their
health and wellness. Many adults who wish to improve their
health turn to health-promotion programs to help them make the
desired changes in their lifestyles. They respond in overwhelming
numbers to programs that focus on topics such as general well-
ness, smoking cessation, exercise, physical conditioning, weight
control, conflict resolution, and stress management. Because of
the nationwide emphasis on health during the reproductive years,
young adults actively seek programs that address prenatal health,
parenting, family planning, and women’s health issues.

Programs that provide health screening, such as those that
screen for cancer, high cholesterol, hypertension, diabetes, and
hearing impairments, are quite popular with this age group. Pro-
grams that cover health promotion for people with specific
chronic illnesses such as cancer, diabetes, heart disease, and pul-
monary disease are also popular. It is becoming more evident that
chronic disease and disability do not preclude health and well-
ness; rather, positive health attitudes and practices can promote
optimal health for people who must live with the limitations im-
posed by their chronic illnesses and disabilities.

Health-promotion programs can be offered almost anywhere
in the community. Common sites include local clinics, elemen-
tary schools, high schools, community colleges, recreation cen-
ters, churches, and even private homes. Health fairs are frequently
held in civic centers and shopping malls. The outreach idea for
health-promotion programs has served to meet the needs of many
adults who otherwise would not avail themselves of opportuni-
ties to strive toward a healthier lifestyle.

The workplace has become a center for health-promotion activ-
ity as employers become increasingly concerned about the rising
costs of health care insurance to treat illnesses that are related to
lifestyle behaviors. They are also concerned about increased absen-
teeism and lost productivity. For these reasons, many businesses
have instituted health-promotion programs in the workplace. Some
employ health-promotion specialists to develop and implement the
program, and others purchase packaged programs that have already
been developed by health care agencies or private health-promotion
corporations.

Programs offered at the workplace usually include employee
health screening and counseling, physical fitness, nutritional
awareness, work safety, and stress management and stress reduc-
tion. In addition, efforts are made to promote a safe and healthy
work environment. Many large businesses provide exercise facil-
ities for their employees and offer their health-promotion programs
to retirees. If employers can show cost-containment benefits from
such programs, their dollars will be considered well spent, and
more businesses will provide health-promotion programs as a ben-
efit of employment.

ELDERLY ADULTS

Health promotion is as important for the elderly as it is for other
age groups. Despite the fact that 80% of people older than
65 years of age have one or more chronic illnesses and about
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Table 4-2 o Routine Health Promotion Screening for Adults*

TYPE OF SCREENING SUGGESTED TIME FRAME

Routine health examination Yearly

Blood chemistry profile Baseline at age 20, then as mutually determined by patient and clinician
Complete blood count Baseline at age 20, then as mutually determined by patient and clinician
Lipid profile Baseline at age 20, then as mutually determined by patient and clinician
Hemoccult screening Yearly after age 50

Electrocardiogram Baseline at age 40, then as mutually determined by patient and clinician

Blood pressure
Tuberculosis skin test
Chest x-ray film

Breast self-examination
Mammogram

Clinical breast examination
Gynecologic examination
Pap test

Bone density screening

Nutritional screening
Digital rectal examination
Sigmoidoscopy

Prostate examination
Prostate-specific antigen
Testicular examination
Skin examination
Vision screening
Glaucoma
Dental screening
Hearing screening

Health risk appraisal

Adult Immunizations
Tetanus

Diphtheria

Rubella

Pneumococcal vaccine

Hepatitis B (if not received as
a child)

Influenza vaccine

Lyme disease vaccine, if at risk

Yearly, then as mutually determined by patient and clinician
Every 2 years or as mutually determined by patient and clinician
For positive PPD results
Monthly
Yearly for women over 40, or earlier or more often if indicated
Yearly
Yearly
Yearly
Based on identification of primary and secondary risk factors (prior to
onset of menopause, if indicated)
As mutually determined by patient and clinician
Yearly
Every 3-5 years after age 50 or as mutually determined by patient and
clinician
Yearly
Every 1-2 years after age 50
Monthly
Yearly or as mutually determined by patient and clinician
Every 2-3 years
Baseline at age 40, then every 2-3 years until age 70, then yearly
Every 6 months
As needed
As needed

Boosters every 10 years

Boosters every 10 years

Given to women of childbearing age if not previously given or if titer is low

Given one time at age 65 or younger if chronic illness or disability is
present

Series of three doses (now, 1 month later, then 5 months after the
second date)

Yearly

Series of three doses (now, 1 month later, and 11 months after the
second dose)

*Note: Any of these screenings may be performed more frequently if deemed necessary by the patient or recommended by the health

care provider.

50% are limited in their activity, the elderly as a group experience
significant gains from health promotion. Clinical work indicates
that the elderly are very health-conscious and that most view their
health positively and are willing to adopt practices that will im-
prove their health and well-being (Ebersole & Hess, 1997; Staab
& Hodges, 1996). Although their chronic illnesses and disabili-
ties cannot be eliminated, these adults can benefit from activities
that help them maintain independence and achieve an optimal
level of health.

Various health-promotion programs have been developed to
meet the needs of older Americans, many of which began within
the Department of Health and Human Services. Both public and
private organizations continue to be responsive to health promo-
tion, and more programs that serve the eldetly are emerging. Many
of these programs are offered by health care agencies, churches,
community centers, senior citizen residences, and a variety of other
organizations. The activities directed toward health promotion for

the elderly are the same as those for other age groups: physical fit-
ness and exercise, nutrition, safety, and stress management.

Nurses, by virtue of their expertise in health and health care and
their long-established credibility with consumers, play a vital role
in health promotion. In many instances they have initiated health-
promotion programs or have participated with other health care
personnel in developing and providing wellness services in a vari-
ety of settings (Fig. 4-2).

As health care professionals, nurses have a responsibility to
promote activities that foster well-being, self-actualization, and
personal fulfillment. Every interaction with consumers of health
care must be viewed as an opportunity to promote positive health
attitudes and behaviors.



FIGURE 4-2 Teaching aids and demonstrations enhance learning. Here a
nurse (right) instructs learners during a community health education program.
Often generated and developed by nurses, these programs offer the public op-
portunities to obtain health information about topics ranging from diet, nu-
trition, and hypercholesterolemia to hypertension, diabetes, cardiopulmonary
resuscitation, and others.

7. You are constructing a patient teaching plan for a mid-
life woman who has a diagnosis of multiple sclerosis and is
at high risk for development of osteoporosis. Describe the
health promotion strategies you would develop for this pa-
tient. Indicate the possible variables that could influence the
patient’s willingness or ability to follow the instructions.

2. You are assigned to teach an elderly patient about the
cardiac and diabetic medications that she will be taking at
home. How would you assess this patient’s condition and
psychosocial situation to determine how best to instruct her
about her medications? How would you modify your teach-
ing plan if the patient was hard of hearing, visually impaired,
or unable to read or write?

3. A neighbor tells you that he has heard about a health fair
that is being offered at a nearby civic center. He asks you if
you think that he should attend. Describe the reasons you
might give for why the neighbor should attend the health
fair. He also states that his wife does not need to attend be-
cause she is receiving medical care for her arthritis and dia-
betes. What advice would you offer him about his wife’s
attending the health fair?
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LEARNING

0B

tion, percussion, and auscultation.

7. Apply the techniques of inspection, palpation, percussion, and aus-
cultation to perform physical assessment of the major body systems.

5. Discuss the techniques of measurement of body mass index, bio-
chemical assessment, clinical examination, and assessment of food
intake to assess a person’s nutritional status.

6. Identify ethical considerations necessary for protecting the individ-
ual’s rights related to data collected in the health history or physi-
cal examination.

/. Describe factors that may contribute to altered nutritional status in
high-risk groups such as adolescents and the elderly.

&. Conduct a health history and physical and nutritional assessment
of the patient at home.
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71-1‘6 ability to assess the patient is one of the most important
skills of the nurse, regardless of the practice setting. In all settings
where nurses interact with patients and provide care, eliciting a
complete health history and using appropriate assessment skills
are critical to identifying physical and psychological problems
and concerns experienced by the patient. As the first step in the
nursing process, patient assessment is necessary to obtain data
that will enable the nurse to make a nursing diagnosis, identify and
implement nursing interventions, and assess their effectiveness.

The Role of the Nurse in Assessment
The role of the nurse in health assessment includes obtaining the
patient’s health history and performing a physical assessment.
This role can be carried out in a variety of settings, including the
acute care setting, clinic or outpatient office, school, long-term
care facility, and the home. A growing list of nursing diagnoses is
used by nurses to identify and categorize patient problems that
nurses have the knowledge, skills, and responsibility to treat in-
dependently. All members of the health care team—physicians,
nurses, nutritionists, social workers, and others—use their unique
skills and knowledge to contribute to the resolution of patient
problems by first obtaining a health history and physical exami-
nation. Because the focus of each member of the health care team
is unique, a variety of health history and physical examination
formats have been developed. Regardless of the format, the data-
base obtained by the nurse is complementary to the databases ob-

tained by other members of the health care team and focuses on
nursing’s unique concern for the patient.

Basic Guidelines for Conducting
a Health Assessment

People who seek health care for a specific problem often feel anx-
ious. Their anxiety may be increased by fear about potential di-
agnoses, possible disruption of lifestyle, and other concerns. With
this in mind, the nurse attempts to establish rapport, put the per-
son at ease, encourage honest communication (Fuller & Schaller-
Ayers, 2000), make eye contact, and listen carefully to the
person’s responses to questions about health issues (Fig. 5-1).

FIGURE 5-71 A comfortable, relaxed atmosphere and an attentive inter-
viewer are essential for a successful clinical interview.

When obtaining the health history or performing the physical
examination, the nurse must be aware of his or her own nonver-
bal communication as well as that of the patient. The nurse takes
into consideration the educational and cultural background as
well as language proficiency of the patient. Questions and in-
structions to the patient are phrased in a way that is easily under-
standable. Technical terms and medical jargon are avoided. In
addition, the examiner needs to be aware of the patient’s disabil-
ities or impairments (hearing, vision, cognitive, and physical lim-
itations) and takes these into consideration during the history as
well as the physical examination. At the end of the assessment,
the examiner may summarize and clarify the information ob-
tained and ask if the person has any questions; this provides an
opportunity to correct misinformation and add facts that may
have been omitted.

Ethical Use of History or Physical
Examination Data

A particularly important guideline for use whenever information
is elicited from a person through the health history or physical ex-
amination is that the person has the right to know why the in-
formation is sought and how it will be used. For this reason, it is
important to explain what the history and physical examination
are, how the information will be obtained, and how it will be used
(Fuller & Schaller-Ayers, 2000). It is also important that the
individual be aware that the decision to participate is voluntary.
A private setting for the history interview and physical examination
promotes trust and encourages open, honest communication.
After the history collection and examination, the nurse selectively
records the data pertinent to the patient’s health status. This writ-
ten record of the patient’s history and physical examination find-
ings is then maintained in a secure place and made available only
to those health professionals directly involved in the care of the
patient. This protects confidentiality and promotes professional
conduct.

The Health History

Throughout assessment, and particularly when obtaining the his-
tory, attention is focused on the impact of psychosocial, ethnic,
and cultural background on the person’s health, illness, and
health-promotion behaviors. The interpersonal and physical en-
vironments, as well as the person’s lifestyle and activities of daily
living, are explored in depth. Many nurses are responsible for ob-
taining a detailed history of the person’s current health problems,
past medical history, family history, and a review of the person’s
functional status. This results in a total health profile that focuses
on health as well as illness and is more appropriately called a
health history rather than a medical or a nursing history.

The format of the health history traditionally combines the
medical history and the nursing assessment, although formats
based on nursing frameworks, such as functional health patterns,
have also become a standard. Both the review of systems and pa-
tient profile are expanded to include individual and family rela-
tionships, lifestyle patterns, health practices, and coping strategies.
These components of the health history are the basis of nursing as-
sessment and can be easily adapted to address the needs of any pa-
tient population in any setting, institution, or agency.

Combining the information obtained by the physician and
the nurse in one health history prevents duplication of informa-
tion and minimizes efforts on the part of the person to provide




this information. This also encourages collaboration among
members of the health care team who share in the collection and
interpretation of the data (Butler, 1999).

THE INFORMANT

The informant, or the person providing the health history, may
not always be the patient, as in the case of a developmentally de-
layed, mentally impaired, disoriented, confused, unconscious, or
comatose patient. The interviewer assesses the reliability of the
informant and the usefulness of the information provided. For
example, a disoriented patient is often unable to provide a reli-
able database; people who abuse drugs and alcohol often deny
using these substances. The interviewer must make a judgment
about the reliability of the information (based on the context of
the entire interview), and he or she includes this evaluation in the
record.

CULTURAL CONSIDERATIONS

When obtaining the health history, the interviewer takes into ac-
count the person’s cultural background (Weber & Kelley, 2003).
Cultural attitudes and beliefs about health, illness, health care,
hospitalization, the use of medications, and the use of comple-
mentary therapies are derived from each person’s experiences.
They vary according to the person’s ethnic and cultural back-
ground. A person from another culture may have a different view
of personal health practices than the health care practitioner.

Similarly, people from some ethnic and cultural backgrounds
will not complain of pain, even when it is severe, because outward
expressions of pain are considered unacceptable. In some in-
stances they may refuse to take analgesics. Other cultures have
their own folklore and beliefs about the treatment of illnesses. All
such differences in outlook must be taken into account and ac-
cepted when caring for members of other cultures. Atticudes and
beliefs about family relationships and the role of women and el-
derly members of a family must be respected even if those atti-
tudes and beliefs conflict with those of the interviewer.

CONTENT OF THE HEALTH HISTORY

When the patient is seen for the first time by a member of the
health care team, the first requirement is a database (except in
emergency situations). The sequence and format of obtaining
data about the patient vary, but the content, regardless of format,
usually addresses the same general topics. A traditional approach
includes the following:

e Biographical data

o Chief complaint

e Present health concern (or present illness)
e Dast history

e Family history

e Review of systems

e Patient profile

Biographical Data

Biographical information puts the patient’s health history in con-
text. This information includes the person’s name, address, age,
gender, marital status, occupation, and ethnic origins. Some in-
terviewers prefer to ask more personal questions at this part of the
interview, while others wait until more trust and confidence have
been established or until the patient’s immediate or urgent needs
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are first addressed. The patient in severe pain or with another ur-
gent problem is unlikely to have a great deal of patience for an in-
terviewer who is more concerned about marital or occupational
status than with quickly addressing the problem at hand.

Chief Complaint

The chief complaint is the issue that brings the person to the at-
tention of the health care provider. Questions such as, “Why have
you come to the health center today?” or “Why were you admit-
ted to the hospital?” usually elicit the chief complaint. In the home
setting, the initial question might be, “What is bothering you most
today?” When a problem is identified, the person’s exact words are
usually recorded in quotation marks (Orient, 2000). However, a
statement such as, “My doctor sent me” should be followed up
with a question that identifies the probable reason why the person
is seeking health care; this reason is then identified as the chief
complaint.

Present Health Concern or lllness

The history of the present health concern or illness is the single
most important factor in helping the health care team to arrive at
a diagnosis or determine the person’s needs. The physical exami-
nation is helpful but often only validates the information obtained
from the history. A careful history assists in correct selection of ap-
propriate diagnostic tests. While diagnostic test results can be
helpful, they often support rather than establish the diagnosis.

If the present illness is only one episode in a series of episodes,
the entire sequence of events is recorded. For example, a history
from a patient whose chief complaint is an episode of insulin
shock describes the entire course of the diabetes to put the cur-
rent episode in context. The details of the health concern or pres-
ent illness are described from onset until the time of contact with
the health care team. These facts are recorded in chronological
order, beginning with, for example, “The patient was in good
health until . ..” or “The patient first experienced abdominal
pain 2 months prior to seeking help.”

The history of the present illness or problem includes such in-
formation as the date and manner (sudden or gradual) in which
the problem occurred, the setting in which the problem occurred
(at home, at work, after an argument, after exercise), manifesta-
tions of the problem, and the course of the illness or problem. This
includes self-treatment (including complementary therapies),
medical interventions, progress and effects of treatment, and the
patient’s perceptions of the cause or meaning of the problem.

Specific symptoms (pain, headache, fever, change in bowel
habits) are described in detail, along with the location and radia-
tion (if pain), quality, severity, and duration. The interviewer also
asks if the problem is persistent or intermittent, what factors ag-
gravate or alleviate it, and if any associated manifestations exist.

Associated manifestations are symptoms that occur simultane-
ously with the chief complaint. The presence or absence of such
symptoms may shed light on the origin or extent of the problem,
as well as on the diagnosis. These symptoms are referred to as sig-
nificant positive or negative findings and are obtained from a re-
view of systems directly related to the chief complaint. For
example, if the person reports a vague symptom such as fatigue or
weight loss, all body systems are reviewed and included in this sec-
tion of the history. If, on the other hand, the person’s chief com-
plaint is chest pain, only the cardiopulmonary and gastrointestinal
systems may be included in the history of the present illness. In
either situation, both positive and negative findings are recorded
to define the problem further.
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Past Health History

A detailed summary of the person’s past health is an important
part of the database. After determining the general health status,
the interviewer may inquire about immunization status and any
known allergies to medications or other substances. The dates of
immunization are recorded, along with the type of allergy and ad-
verse reactions. The person is asked to provide information, if
known, about his or her last physical examination, chest x-ray,
electrocardiogram, eye examination, hearing tests, dental checkup,
as well as Papanicolaou (Pap) smear and mammogram (if female),
digital rectal examination of the prostate gland (if male), and any
other pertinent tests. Previous illnesses are then discussed. Nega-
tive as well as positive responses to a list of specific diseases are
recorded. Dates, or the age of the patient at the time of illness, as
well as the names of the primary health care provider and hospi-
tal, the diagnosis, and the treatment are also recorded. A history
of the following areas is elicited:

e Childhood illness—rubeola, rubella, polio, whooping cough,
mumps, chickenpox, scarlet fever, rheumatic fever, strep
throat

Adult illnesses

Psychiatric illnesses

Injuries—burns, fractures, head injuries

Hospitalizations

Surgical and diagnostic procedures

Current medications—prescription, over-the-counter, home
remedies, complementary therapies

e Use of alcohol and other drugs

If a particular hospitalization or major medical intervention is
related to the present illness, the account of it is not repeated;
rather, the report refers to the appropriate part of the report, such
as “see history of present illness” or “see HPI” on the data sheet.

Family History

The age and health status, or the age and cause of death, of first-
order relatives (parents, siblings, spouse, children) and second-
order relatives (grandparents, cousins) are elicited to identify
diseases that may be genetic in origin, communicable, or possi-
bly environmental in cause. The following diseases are generally
included: cancer, hypertension, heart disease, diabetes, epilepsy,
mental illness, tuberculosis, kidney disease, arthritis, allergies,
asthma, alcoholism, and obesity. One of the easiest methods of
recording such data is by using the family tree or genogram
(Fig. 5-2). The results of genetic testing or screening, if known,
are recorded. See Chapter 9 for a detailed discussion of genetics.

Review of Systems

The systems review includes an overview of general health as well
as symptoms related to each body system. Questions are asked
about each of the major body systems in terms of past or present
symptoms. Reviewing each body system helps reveal any relevant
data. Negative as well as positive answers are recorded. If the pa-
tient responds positively to questions about a particular system,
the information is analyzed carefully. If any illnesses were previ-
ously mentioned or recorded, it is not necessary to repeat them in
this part of the history. Instead, reference is made to the appro-
priate place in the history where the information can be found.
A review of systems can be organized in a formal checklist,
which becomes a part of the health history. One advantage of a
checklist is that it can be easily audited and is less subject to error
than a system that relies heavily on the interviewer’s memory.
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FIGURE 5-2 Diagram (called a genogram) used to record history of fam-
ily members, including their age and cause of death or, if living, their current
health status.

Patient Profile

In the patient profile, more biographical information is gathered.
A complete composite, or profile, of the patient is critical to an
analysis of the chief complaint and of the person’s ability to deal
with the problem. A complete patient profile is summarized in
Chart 5-1.

The information elicited at this point in the interview is highly
personal and subjective. During this stage, the person is encour-
aged to express feelings honestly and to discuss personal experi-
ences. It is best to begin with general, open-ended questions and
to move to direct questioning when specific facts are needed. The
patient is often less anxious when the interview progresses from
information that is less personal (birthplace, occupation, educa-
tion) to information that is more personal (sexuality, body image,
coping abilities).

A general patient profile consists of the following content areas:

Past life events related to health

Education and occupation

Environment (physical, spiritual, cultural, interpersonal)
Lifestyle (patterns and habits)

Presence of a physical or mental disability

Self-concept

Sexuality

Risk for abuse

Stress and coping response

PAST LIFE EVENTS RELATED TO HEALTH

The patient profile begins with a brief life history. Questions
about place of birth and past places of residence help focus at-
tention on the earlier years of life. Personal experiences during
childhood or adolescence that have special significance may be
elicited by asking, “Was there anything that you experienced as a
child or adolescent that would be helpful for me to know about?”
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GENETICS IN NURSING PRACTICE

New and exciting discoveries emerging from human genome re-
search are clarifying genetic aspects of health and disease and
expanding health opportunities for individuals, families, and
communities around the world. These advances call for all nurses
to have a heightened awareness of genetics as the core under-
standing of the mechanisms of disease. Genetics concepts are cen-
tral to every step of the nursing process.

GENETIC ASPECTS OF HEALTH CARE DELIVERY

AND NURSING PRACTICE

Nurses in all areas of practice carry out five main practice activities:

e Help to collect, report, and record genetics information

e Offer genetics information and resources

e Participate in the informed consent process and facilitate in-
formed decision making

e Participate in ongoing management of patients with genetic
conditions

e Evaluate and monitor the impact of genetic conditions, test-
ing, and treatment on the individual and family

COMMUNITY-BASED NURSING PRACTICE

Nurses providing community-based care:

e Participate in genetic screening (eg, prenatal screening and
newborn screening)

e Provide health care regarding genetic risk factors and man-
agement of genetically related disorders in a way that respects
the beliefs and concerns of specific ethnic communities

* Educate the public about the contribution of genetics to
health and disease

¢ Engage in dialogue with the public about ethical, legal, and

social issues related to genetics discoveries

CRITICAL THINKING AND DECISION MAKING

Nurses use these skills in providing genetic-related health care

when they:

e Assess and analyze family history data for genetic risk factors

e Identify those individuals and families in need of referral for
genetic testing or counseling

¢ Ensure the privacy and confidentiality of genetics information

HEALTH EDUCATION AND PROMOTION

Nurses in all settings should be prepared to:

e Inquire about patients’ and families’ desired health outcomes
with regard to genetic-related conditions or risk factors

o Refer patients for genetics services when indicated

e Identify barriers to accessing genetic-related health services

e Offer appropriate genetics information and resources

HEALTH ASSESSMENT

Nurses incorporate a genetics focus into the following health

assessments:

¢ Family history—assess for genetic-related risk factors

e Cultural, social, and spiritual assessment—assess for indi-
vidual and family perceptions and beliefs around genetics
topics

e Physical assessment—assess for clinical features that may sug-
gest a genetic condition is present (eg, unusually tall
stature—Marfan syndrome)

e Ethnic background—since many conditions are more com-
mon in specific ethnic populations, the nurse gathers infor-
mation about ethnic background (eg, Tay-Sachs disease in
Ashkenazi Jewish populations or thalassemia in Southeast
Asian populations)

GENETICS RESOURCES FOR NURSES

AND PATIENTS ON THE WEB

Genetic Alliance htep://www.geneticalliance.org—a directory
of support groups for patients and families with genetic con-
ditions

Gene Clinics http://www.geneclinics.org—a listing of common
genetic disorders with up-to-date clinical summaries, genetic
counseling and testing information

National Organization of Rare Disorders http://www.rare
diseases.org—a directory of support groups and information
for patients and families with rare genetic disorders

OMIM: Online Mendelian Inheritance in Man. http://www.
ncbi.nlm.nih.gov/omim/stats/html—a complete listing of

inherited genetic conditions

The interviewer’s intent is to encourage the person to make a
quick review of his or her earlier life, highlighting information of
particular significance. Although many patients may not recall
anything significant, others may share information such as a per-
sonal achievement, a failure, a developmental crisis, or an in-
stance of physical or emotional abuse.

EDUCATION AND OCCUPATION

Inquiring about current occupation can reveal much abouta per-
son’s economic status and educational preparation. A statement
such as, “Tell me about your job” often elicits information about
role, job tasks, and satisfaction with the position. Direct questions
about past employment and career goals may be asked if the per-
son does not provide this information.

Asking the person what kind of educational requirements
were necessary to attain his or her present job is a more sensitive
approach to educational background than asking whether he or
she graduated from high school. Information about the patient’s
general financial status may be obtained by questions such as,
“Do you have any financial concerns at this time?” or “Sometimes
there just doesn’t seem to be enough money to make ends meet.
Are you finding this true?” Inquiry about the person’s insurance
coverage and plans for health care payment is also appropriate.

ENVIRONMENT

The person’s physical environment and its potential hazards, spir-
itual awareness, cultural background, interpersonal relationships,
and support system are included in the concept of environment.
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Past Events Related to Health

Place of birth

Places lived

Significant childhood/adolescent experiences

Patient Profile

Education and Occupation
Jobs held in past

Current position/job

Length of time at position
Educational preparation

Work satisfaction and career goals

Financial Resources
Income
Insurance coverage

Environment

Physical—living arrangements (type of housing, neighborhood,
presence of hazards)

Spiritual—extent to which religion is a part of individual’s life; reli-
gious beliefs related to perception of health and illness; religious
practices

Interpersonal—ethnic background (language spoken, customs and
values held, folk practices used to maintain health or to cure ill-
ness); family relationships (family structure, roles, communica-
tion patterns, support system); friendships (quality of
relationship)

Lifestyle Patterns

Sleep (time individual retires, hours per night, comfort measures,
awakens rested)

Exercise (type, frequency, time spent)

Nutrition (24-hour diet recall, idiosyncrasies, restrictions)

Recreation (type of activity, time spent)

Caffeine (coffee, tea, cola, chocolate)—kind, amount

Smoking (cigarette, pipe, cigar, marijuana)—kind, amount per day,
number of years, desire to quit

Alcohol—kind, amount, pattern over past year

Drugs—kind, amount, route of administration

Physical or Mental Disability

Presence of a disability (physical or mental)
Effect of disability on function and health access
Accommodations needed to support functioning

Self-Concept

View of self in present

View of self in future

Body image (level of satisfaction, concerns)

Sexuality

Perception of self as a man or woman

Quality of sexual relationships

Concerns related to sexuality or sexual functioning

Risk for Abuse

Physical injury in past

Afraid of partner, caregiver, family

Stress and Coping Response

Major concerns or problems at present

Daily “hassles”

Past experiences with similar problems

Past coping patterns and outcomes

Present coping strategies and anticipated outcomes

Individual’s expectations of family/friends and health care team in
problem resolution

Physical Environment

Information is elicited about the type of housing (apartment, du-
plex, single-family) in which the person lives, its location, the
level of safety and comfort within the home and neighborhood,
and the presence of environmental hazards (eg, isolation, poten-
tial fire risks, inadequate sanitation). The patient’s environment
takes on special importance if the patient is homeless or living in
a homeless shelter or has a disability.

Spiritual Environment

The term “spiritual environment” refers to the degree to which a
person thinks about or contemplates his or her existence, accepts
challenges in life, and seeks and finds answers to personal ques-
tions. Spirituality may be expressed through identification with a
particular religion. Spiritual values and beliefs often direct a per-
son’s behavior and approach to health problems and can influ-
ence responses to sickness. Illness may create a spiritual crisis and
can place considerable stress on a person’s internal resources and
beliefs. Inquiring about spirituality can identify possible support
systems as well as beliefs and customs that need to be considered
in planning care. Thus, information is gathered in the following
three areas:

e The extent to which religion is a part of the person’s life

e Religious beliefs related to the person’s perception of health
and illness

e Religious practices

The following questions can be used in a spiritual assessment:

e Is religion or God important to you?

e Ifyes, in what way?

e If no, what is the most important thing in your life?

e Are there any religious practices that are important to you?
¢ Do you have any spiritual concerns because of your present

health problem?

Interpersonal and Cultural Environment

Cultural influences, relationships with family and friends, and the
presence or absence of a support system are all a part of one’s in-
terpersonal environment. The beliefs and practices that have been
shared from generation to generation are known as cultural or
ethnic patterns. They are expressed through language, dress, di-
etary choices, and role behaviors, in perceptions of health and ill-
ness, and in health-related behaviors. The influence of these
beliefs and customs on how a person reacts to health problems
and interacts with health care providers cannot be underestimated
(Fuller & Schaller-Ayers, 2000). For this reason, the health history
includes information about ethnic identity (cultural and social)
and racial identity (biologic). The following questions may assist
in obtaining relevant information:

e Where did your parents or ancestors come from? When?

e What language do you speak at home?

e Are there certain customs or values that are important to you?
e Is there anything special you do to keep in good health?

¢ Do you have any specific practices for treating illness?



Family Relationships and Support System

An assessment of family structure (members, ages, roles), patterns
of communication, and the presence or absence of a support sys-
tem is an integral part of the patient profile. Although the tradi-
tional family is recognized as a mother, a father, and children,
many different types of living arrangements exist within our so-
ciety. “Family” may mean two or more people bound by emo-
tional ties or commitments. Live-in companions, roommates,
and close friends can all play a significant role in an individual’s
support system.

LIFESTYLE

The lifestyle section of the patient profile provides information
about health-related behaviors. These behaviors include patterns
of sleep, exercise, nutrition, and recreation, as well as personal
habits such as smoking and the use of drugs, alcohol, and caffeine.
Although most people readily describe their exercise patterns or
recreational activities, many are unwilling to report their smok-
ing, alcohol use, and drug use; many deny or understate the de-
gree to which they use such substances. Questions such as, “What
kind of alcohol do you enjoy drinking at a party?” may elicit more
accurate information than, “Do you drink?” The specific type of
alcohol (eg, wine, liquor, beer) and the amount ingested per day
or per week (eg, 1 pint of whiskey daily for 2 years) are described.

When alcohol abuse is suspected, additional information may
be obtained by using common alcohol screening questionnaires
such as the CAGE (Cutting down, Annoyance by criticism,
Guilty feelings, and Eye-openers), AUDIT (Alcohol Use Disorders
Identification Test), TWEAK (Tolerance, Worry, Eye-opener,
Amnesia, Kut down), or SMAST (Short Michigan Alcoholism
Screening Test). Chart 5-2 shows the CAGE Questions Adapted
to Include Drugs (CAGEAID).

Similar questions can be used to elicit information about
smoking and caffeine consumption. Questions about drug use
follow naturally after questions about smoking, caffeine con-
sumption, and alcohol use. A nonjudgmental approach will make
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it easier for the person to respond truthfully and factually. If street
names or unfamiliar terms are used to describe drugs, the person
is asked to define the terms used.

Investigation of lifestyle should also include questions about
complementary and alternative therapies. It is estimated that as
many as 40% of Americans use some type of complementary or al-
ternative therapies, including special diets, the use of prayer, visu-
alization, or guided imagery, massage, meditation, herbal products,
and many others (Evans, 2000; King, Pettigrew & Reed, 1999;
Kuhn, 1999). Marijuana is used for symptom management, espe-
cially pain, in a number of chronic conditions (Mathre, 2001).

PHYSICAL OR MENTAL DISABILITY

The general patient profile also needs to contain questions about
any hearing, vision, cognitive, or physical disability. The presence
of an obvious physical deformity—for instance, if the patient
walks with crutches or needs a wheelchair to get around—needs
further investigation. The etiology of the disability should be
elicited; the length of time the patient has had the disability and
the impact on function and health access are important to assess.

SELF-CONCEPT

Self-concept refers to one’s view of oneself, an image that has de-
veloped over many years. To assess self-concept, the interviewer
might ask the person how he or she views life: “How do you feel
about your life in general?” A person’s self-concept can be threat-
ened very easily by changes in physical function or appearance or
other threats to health. The impact of certain medical conditions
or surgical interventions, such as a colostomy or a mastectomy, can
threaten body image. Asking, “Do you have any particular concerns
about your body?” may elicit useful information about self-image.

SEXUALITY

No area of assessment is more personal than the sexual history.
Interviewers are frequently uncomfortable with such questions
and ignore this area of the patient profile or conduct a very cur-
sory interview at this point. Lack of knowledge about sexuality
and anxiety about one’s own sexuality may hamper the inter-
viewer’s effectiveness in dealing with this subject (Ross, Channon-
Little & Rosser, 2000).

Sexual assessment can be approached at the end of the inter-
view, at the time interpersonal or lifestyle factors are assessed, or
it can be a part of the genitourinary history within the review of
systems. For instance, it may be easier to approach a discussion
of sexuality after a discussion of menstruation. A similar discus-
sion with the male patient would follow questions related to the
urinary system.

Obtaining the sexual history provides an opportunity to dis-
cuss sexual matters openly and gives the person permission to
express sexual concerns to an informed professional. The inter-
viewer must be nonjudgmental and must use language appropri-
ate to the patient’s age and background. It is advisable to begin
the assessment with a general question concerning the person’s
developmental stage and the presence or absence of intimate re-
lationships. Such questions may lead to a discussion of concerns
related to sexual expression or the quality of a relationship, or to
questions about contraception, risky sexual behaviors, and safer
sex practices.

Finding out whether a person is sexually active should precede
any attempts to explore issues related to sexuality and sexual func-
tion. Care should be taken to initiate conversations about sexu-
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ality with elderly patients and not to treat them as asexual beings
(Miller, Zylstra & Stranridge, 2000). Questions are worded in
such a way that the person feels free to discuss his or her sexual-
ity regardless of marital status or sexual preference. Direct ques-
tions are usually less threatening when prefaced with such
statements as, “Most people feel that . . .” or “Many people worry
about. . . .” This suggests the normalcy of such feelings or be-
havior and encourages the person to share information that might
otherwise be omitted from fear of seeming “different.”

If the person answers abruptly or does not wish to carry the dis-
cussion any further, then the interviewer should move to the next
topic. However, introducing the subject of sexuality indicates to
the person that a discussion of sexual concerns is acceptable and
can be approached again in the future if so desired. Further dis-
cussion of the sexual history is presented in Chapters 46 and 49.

RISK FOR ABUSE

A topic of growing importance in today’s society is physical, sex-
ual, and psychological abuse. Such abuse occurs at all ages, to men
and women from all socioeconomic, ethnic, and cultural groups
(Lictle, 20005 Marshall, Benton & Brazier, 2000). Few patients,
however, will discuss this topic unless they are asked specifically
about it. Therefore, it is important to ask direct questions, such as:

e Is anyone physically hurting you?

e Has anyone ever hurt you physically or threatened to do so?

e Are you ever afraid of anyone close to you (your partner,
caretaker, or other family members)?

If the person’s response indicates that abuse is a risk, further
assessment is called for and efforts are made to ensure the per-
son’s safety and provide access to appropriate community and
professional resources and support systems. Further discussion

—:
v

Gevontologic Considerations

v

A health history from the elderly patient should be obtained in a
calm, unrushed manner. Because of the increased incidence of im-
paired hearing and sight in the elderly, lighting should be adequate
but not glaring, and distracting noises should be kept to a mini-
mum (Miller, Zylstra & Standridge, 2000). The interviewer should
assume a position that enables the person to read lips and facial ex-
pressions. People who normally use a hearing aid are asked to use
it during the interview. The interviewer should also recognize that
there is wide diversity among the elderly population and that dif-
ferences exist in health, gender, income, and functional status
(Bakshi & Miller, 1999; Ludwick, Dieckman & Snelson, 1999).

Elderly people often assume that new physical problems are a
result of age rather than a treatable illness. In addition, the signs and
symptoms of illness in the elderly are often more subtle than those
in younger people and may go unreported. Therefore, the inter-
viewer inquires about subtle physical symptoms and recent changes
in function and well-being. Special care is taken in obtaining a
complete history of medications used, because many elderly people
take many different kinds of prescription and over-the-counter
medications (Palmer, 1999). Although elderly people may experi-
ence a decline in mental function, it should not be assumed that an
elderly person is unable to provide an adequate history. Including
a member of the family in the interview process, however (ie, spouse,
adult child, sibling, or caretaker), may validate information and
provide missing details. Further details about assessment of the
elderly are provided in Chapter 12.

of domestic violence and abuse is presented in Chapter 46.
When questioned directly, elderly patients rarely admit to abuse
(Marshall, Benton & Brazier, 2000). Health care professionals
should assess for risk factors, such as high levels of stress or al-
coholism in caregivers, evidence of violence, high emotions as
well as financial, emotional, or physical dependency. Patients
who are elderly or disabled are at increased risk for abuse and
should be asked about it as a routine part of assessment.

STRESS AND COPING RESPONSES

Each person handles stress differently. How well we adapt de-
pends on our ability to cope. During a health history, past cop-
ing patterns and perceptions of current stresses and anticipated
outcomes are explored to identify the person’s overall ability to
handle stress. It is especially important to identify expectations
that the person may have of family, friends, and caregivers in pro-
viding financial, emotional, or physical support.

OTHER HEALTH HISTORY FORMATS

The health history format discussed in this chapter is only one pos-
sible format that is useful in obtaining and organizing information
about a person’s health status. Some consider this traditional for-
mat to be inappropriate for nurses because it does not focus exclu-
sively on the assessment of human responses to actual or potential
health problems. Several attempts have been made to develop an
assessment format and database with this focus in mind. One ex-
ample is the nursing database prototype based on the North Amer-
ican Nursing Diagnosis Association’s (NANDA) Unitary Person
Framework and its nine human response patterns: exchanging,
communicating, relating, valuing, choosing, moving, perceiving,
knowing, and feeling. Although there is support in nursing for
using this approach, no consensus for its use has been reached.

The National Center for Health Services Research of the U.S.
Department of Health and Human Services and other groups from
the public and private sectors have focused on assessing not only
biologic health but also other dimensions of health. These dimen-
sions include physical, functional, emotional, mental, and social
health. Modern efforts to assess health status have focused on the
manner in which disease or disability affects the patient’s functional
status—that is, the ability of the person to function normally and
perform his or her usual physical, mental, and social activities. An
empbhasis on functional assessment is viewed as more holistic than
the traditional health or medical history. Instruments to assess
health status in these ways may be used by nurses along with their
own clinical assessment skills to determine the impact of illness, dis-
ease, disability, and health problems on functional status.

Health concerns that are not complex (earache, tonsillectomy)
and can be resolved in a short period of time usually do not require
the depth or detail that is required when a person is experiencing
a major illness or health problem. Additional assessments that go
beyond the general patient profile may be used when the patient’s
health problems are acute and complex or when the illness is
chronic. Individuals should be asked about their continuing health
promotion and screening practices. Patients who have not been in-
volved in these practices in the past are educated about their im-
portance and are referred to appropriate health care providers.

Regardless of the assessment format used, the nurse’s focus
during data collection is different from that of the physician and
other health team members; however, it complements these ap-
proaches and encourages collaboration among the health care
providers, as each member brings his or her own expertise and
focus to the situation.



Physical Assessment

Physical assessment, or the physical examination, is an integral
part of nursing assessment. The basic techniques and tools used
in performing a physical examination are described in general in
this chapter. The examination of specific systems, including spe-
cial maneuvers, is described in the appropriate chapters through-
out the book. Because the patient’s nutritional status is an
important factor in health and well-being, a section on nutri-
tional assessment is included in this chapter.

The physical examination is usually performed after the health
history is obtained. It is carried out in a well-lighted, warm area.
The patient is asked to undress and draped appropriately so that
only the area to be examined is exposed. The person’s physical
and psychological comfort is considered at all times. Procedures
and sensations to expect are described to the patient before each
part of the examination. The examiner’s hands are washed before
and immediately after the examination. Fingernails are kept short
to avoid injuring the patient. The examiner wears gloves when
there is a possibility of coming into contact with blood or other
body secretions during the physical examination.

An organized and systematic examination is the key to obtain-
ing appropriate data in the shortest time. Such an approach en-
courages cooperation and trust on the part of the patient. The
individual’s health history provides the examiner with a health pro-
file that guides all aspects of the physical examination. Although
the sequence of physical examination depends on the circum-
stances and on the patient’s reason for seeking health care, the
complete examination usually proceeds as follows:

Skin

Head and neck

Thorax and lungs
Breasts

Cardiovascular system
Abdomen

e Rectum

¢ Genitalia

* Neurologic system

e Musculoskeletal system

In clinical practice, all relevant body systems are tested through-
out the physical examination, not necessarily in the sequence de-
scribed (Weber & Kelley, 2003). For example, when the face is
examined, it is appropriate to check for facial asymmetry and, thus,
for the integrity of the seventh cranial nerve; the examiner does not
need to repeat this as part of a neurologic examination. When sys-
tems are combined in this manner, the patient does not need to
change positions repeatedly, which can be exhausting and time-
consuming,.

A “complete” physical examination is not routine. Many of the
body systems are selectively assessed on the basis of the individ-
ual’s presenting problem. If, for example, a healthy 20-year-old
college student requires an examination to play basketball and re-
ports no history of neurologic abnormality, the neurologic assess-
ment is brief. Conversely, a history of transient numbness and
diplopia (double vision) usually necessitates a complete neurologic
investigation. Similarly, a person with chest pain receives a much
more intensive examination of the chest and heart than the per-
son with an earache. In general, the individual’s health history
guides the examiner in obtaining additional data for a complete
picture of the patient’s health.

The process of learning physical examination requires repeti-
tion and reinforcement in a clinical setting. Only after basic phys-
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ical assessment techniques are mastered can the examiner tailor
the routine screening examination to include thorough assess-
ments of a particular system, including special maneuvers.

The basic tools of the physical examination are vision, hearing,
touch, and smell. These human senses may be augmented by spe-
cial tools (eg, stethoscope, ophthalmoscope, and reflex hammer)
that are extensions of the human senses; they are simple tools that
anyone can learn to use well. Expertise comes with practice, and
sophistication comes with the interpretation of what is seen and
heard. The four fundamental techniques used in the physical ex-
amination are inspection, palpation, percussion, and auscultation

(Weber & Kelley, 2003).

INSPECTION

The first fundamental technique is inspection or observation.
General inspection begins with the first contact with the patient.
Introducing oneself and shaking hands provide opportunities for
making initial observations: Is the person old or young? How old?
How young? Does the person appear to be his or her stated age?
Is the person thin or obese? Does the person appear anxious or
depressed? Is the person’s body structure normal or abnormal? In
what way, and how different from normal? It is essential to pay
attention to the details in observation. Vague, general statements
are not a substitute for specific descriptions based on careful ob-
servation; for example:

e “The person appears sick.” In what way does he or she ap-
pear sick? Is the skin clammy, pale, jaundiced, or cyanotic;
is the person grimacing in pain; is breathing difficult; does
he or she have edema? What specific physical features or be-
havioral manifestations indicate that the person is “sick”?

e “The person appears chronically ill.” In what way does he
or she appear chronically ill? Does the person appear to
have lost weight? People who lose weight secondary to
muscle-wasting diseases (eg, AIDS, malignancy) have a dif-
ferent appearance than those who are merely thin, and
weight loss may be accompanied by loss of muscle mass or
atrophy. Does the skin have the appearance of chronic ill-
ness—that s, is it pale, or does it give the appearance of de-
hydration or loss of subcutaneous tissue? These important
observations are documented in the patient’s chart or

health record.

Among general observations that should be noted in the ini-
tial examination of the patient are posture and stature, body
movements, nutrition, speech pattern, and vital signs.

Posture and Stature

The posture that a person assumes often provides valuable infor-
mation about the illness. Patients who have breathing difficulties
(dyspnea) secondary to cardiac disease prefer to sit and may re-
port feeling short of breath lying flat for even a brief time. People
with obstructive pulmonary disease not only sit upright but also
may thrust their arms forward and laterally onto the edge of the
bed (tripod position) to place accessory respiratory muscles at an
optimal mechanical advantage. Those with abdominal pain due
to peritonitis prefer to lie perfectly still; even slight jarring of the
bed will cause agonizing pain. In contrast, patients with abdom-
inal pain due to renal or biliary colic are often restless and may
pace the room. Patients with meningeal irritation may experience
head or neck pain on bending the head or flexing their knees.
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Body Movements
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Abnormalities of body movement may be of two general kinds:
generalized disruption of voluntary or involuntary movement, and
asymmetry of movement. The first category includes tremors of a
wide variety; some tremors may occur at rest (Parkinson’s disease),
whereas others occur only on voluntary movement (cerebellar
ataxia). Other tremors may exist during both rest and activity
(alcohol withdrawal syndrome, thyrotoxicosis). Some voluntary
or involuntary movements are fine, others quite coarse. At the
extreme are the convulsive movements of epilepsy or tetanus and
the choreiform (involuntary and irregular) movements of patients
with rheumatic fever or Huntington’s disease. Other aspects of
body movement that are noted on inspection include spasticity,
muscle spasms, and an abnormal gait.

Asymmetry of movement, in which only one side of the body
is affected, may occur with disorders of the central nervous sys-
tem (CNS), principally in those patients who have had cerebro-
vascular accidents (strokes). The patient may have drooping of
one side of the face, weakness or paralysis of the extremities on
one side of the body, and a foot-dragging gait. Spasticity (in-
creased muscle tone) may also be present, particularly in patients
with multiple sclerosis.

Nutrition

Nutritional status is important to note. Obesity may be gener-
alized as a result of excessive intake of calories or may be specif-
ically localized to the trunk in those with endocrine disorders
(Cushing’s disease) or those who have been taking cortico-
steroids for long periods of time. Loss of weight may be gener-
alized as a result of inadequate caloric intake or may be seen in
loss of muscle mass with disorders that affect protein synthesis.
Nutritional assessment is discussed in more detail later in this
chapter.

Speech Pattern

Speech may be slurred because of CNS disease or because of dam-
age to cranial nerves. Recurrent damage to the laryngeal nerve will
produce hoarseness, as will disorders that produce edema or
swelling of the vocal cords. Speech may be halting, slurred, or in-
terrupted in flow in some CNS disorders (eg, multiple sclerosis).

Vital Signs

The recording of vital signs is a part of every physical examina-
tion. Blood pressure, pulse rate, respiratory rate, and body tem-
perature measurements are obtained and recorded. Acute changes
and trends over time are documented; unexpected changes and
values that deviate significantly from the patient’s normal values
are brought to the attention of the patient’s primary health care
provider. The “fifth vital sign,” pain, is also assessed and docu-
mented, if indicated.

Fever is an increase in body temperature above normal. A nor-
mal oral temperature for most people is an average of 37.0°C
(98.6°F); however, some variation is normal. Some people’s tem-
peratures are quite normal at 36.6°C (98°F) and others at 37.3°C
(99°F). There is a normal diurnal variation of a degree or two in
body temperature throughout the day; with temperature usually
lowest in the morning and rising during the day to between 37.3°
and 37.5°C (99° to 99.5°F), then decreasing again during the
night.

FIGURE 5-3 Light palpation technique (z09p) and deep palpation (boztom).
Photo © Ken Kasper.

PALPATION

Palpation is a vital part of the physical examination. Many struc-
tures of the body, although not visible, may be assessed through
the techniques of light and deep palpation (Fig. 5-3). Examples
include superficial blood vessels, lymph nodes, the thyroid, the
organs of the abdomen and pelvis, and the rectum. When the ab-
domen is examined, auscultation is performed before palpation
and percussion to avoid altering bowel sounds.

Sounds generated within the body, if within specified fre-
quency ranges, also may be detected through touch. Thus, cer-
tain murmurs generated in the heart or within blood vessels
(thrills) may be detected. Thrills cause a sensation to the hand
much like the purring of a cat. Voice sounds are transmitted
along the bronchi to the periphery of the lung. These may be per-
ceived by touch and may be altered by disorders affecting the
lungs. The phenomenon is called tactile fremitus and is useful in
assessing diseases of the chest. The significance of these findings
is discussed in the relevant chapters of this book.

PERCUSSION

The technique of percussion (Fig. 5-4) translates the application of
physical force into sound. It is a skill requiring practice but one that
yields much information about disease processes in the chest and
abdomen. The principle is to set the chest wall or abdominal wall
into vibration by striking it with a firm object. The sound produced
reflects the density of the underlying structure. Certain densities
produce sounds as percussion notes. These sounds, listed in a se-



FIGURE 5-4 Percussion technique. The middle finger of one hand strikes
the terminal phalanx of the middle finger of the other hand, which is placed
firmly against the body. If the action is performed sharply, a brief resonant tone
will be produced. The clarity of the tone depends on the brevity of the action.
The intensity of the tone varies with the force used. Photo © Ken Kasper.

quence that proceeds from the least to the most dense, are called
tympany, hyperresonance, resonance, dullness, and flatness. Tym-
pany is the drumlike sound produced by percussing the air-filled
stomach. Hyperresonance is audible when one percusses over in-
flated lung tissue in someone with emphysema. Resonance is the
sound elicited over air-filled lungs. Percussion of the liver produces
a dull sound, whereas percussion of the thigh results in flatness.

Percussion allows the examiner to assess such normal anatomic
details as the borders of the heart and the movement of the di-
aphragm during inspiration. One may determine the level of
pleural effusion (fluid in the pleural cavity) and the location of a
consolidated area caused by pneumonia or atelectasis (collapse) of
a lobe of the lung. The use of percussion is described further with
disorders of the thorax and abdomen.

AUSCULTATION

Auscultation is the skill of listening to sounds produced within
the body created by the movement of air or fluid. Examples in-
clude breath sounds, the spoken voice, bowel sounds, cardiac
murmurs, and heart sounds. Physiologic sounds may be normal
(eg, first and second heart sounds) or pathologic (eg, heart mur-
murs in diastole, or crackles in the lung). Some normal sounds
may be distorted by abnormalities of structures through which
the sound must travel (eg, changes in the character of breath
sounds as they travel through the consolidated lung of the patient
with lobar pneumonia).

Sound produced within the body, if of sufficient amplitude,
may be detected with the stethoscope, which functions as an ex-
tension of the human ear and channels sound. Two end pieces are
available for the stethoscope: the bell and the diaphragm. The bell
is used to assess very-low-frequency sounds such as diastolic heart
murmurs. The entire surface of the bell’s disc is placed lightly on
the skin surface to avoid flattening the skin and reducing audible
vibratory sensations. The diaphragm, the larger disc, is used to as-
sess high-frequency sounds such as heart and lung sounds and is
held in firm contact with the skin surface (Fig. 5-5). Touching the
tubing or rubbing other surfaces (hair, clothing) during ausculta-
tion is avoided to minimize extraneous noises.

Sound produced by the body, like any other sound, is charac-
terized by intensity, frequency, and quality. /nzensizy, or loudness,
associated with physiologic sound is low; thus, the use of the
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FIGURE 5-5 Technique for auscultating the heart. © B. Proud Photo-
graphy.

stethoscope is needed. Frequency, or pitch, of physiologic sound
is in reality “noise” in that most sounds consist of a frequency
spectrum as opposed to the single-frequency sounds that we as-
sociate with music or the tuning fork. The frequency spectrum
may be quite low, yielding a rumbling noise, or comparatively
high, producing a harsh or blowing sound. Quality of sound re-
lates to overtones that allow one to distinguish between different
sounds. Sound quality enables the examiner to distinguish be-
tween the musical quality of high-pitched wheezing and the low-
pitched rumbling of a diastolic murmur.

Nutitional

An additional area of concern that is often integrated into the
health history and physical examination is an in-depth nutritional
assessment. Nutrition is important to maintain health and to pre-
vent disease and death (Kant, Schatzkin, Graubard & Schairer,
2000; Landi, Onder, Gambassi et al., 2000; Stampfer, Hu &
Manson, 2000). Disorders caused by nutritional deficiency, over-
eating, or eating poorly balanced meals are among the leading
causes of illness and death in the United States today. The three
leading causes of death are related, in part, to consequences of un-
healthy nutrition: heart disease, cancer, and stroke (Hensrud,
1999). Other examples of health problems associated with poor
nutrition include obesity, osteoporosis, cirrhosis, diverticulitis,
and eating disorders. When illness or injury occurs, optimal nu-
trition is an essential factor in promoting healing and resisting in-
fection and other complications (Braunschweig, Gomez & Sheean,
2000). Assessment of a person’s nutritional status provides infor-
mation on obesity, undernutrition, weight loss, malnutrition, de-
ficiencies in specific nutrients, metabolic abnormalities, the effects
of medications on nutrition, and special problems of the hospi-
talized patient and the person who is cared for in the home and
in other community settings.

Certain signs and symptoms that suggest possible nutritional
deficiency are easy to note because they are specific. Other phys-
ical signs may be subtle and must be carefully assessed. A physi-
cal sign that suggests a nutritional abnormality should be pursued
further. For example, certain signs that may appear to indicate
nutritional deficiency may actually reflect other systemic condi-
tions (eg, endocrine disorders, infectious disease). Others may re-
sult from impaired digestion, absorption, excretion, or storage of
nutrients in the body.
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The sequence of assessment of parameters may vary, but eval-
uation of nutritional status includes one or more of the following
methods: measurement of body mass index (BMI) and waist cir-
cumference; biochemical measurements (albumin, transferrin,
prealbumin, retinol-binding protein, total lymphocyte count, elec-
trolyte levels, creatinine/height index); clinical examination find-
ings; and dietary data.

BODY MASS INDEX

BMI is a ratio based on body weight and height. The obtained
value is compared to the established standards; however, trends
or changes in values over time are considered more useful than
isolated or one-time measurements. BMI (Fig. 5-6) is highly
correlated with body fat, but increased lean body mass or a large
body frame can also increase the BMI. Individuals who have a
BMI below 24 (or who are 80% or less of their desirable body
weight for height) are at increased risk for problems associated
with poor nutritional status. In addition, a low BMI is associ-
ated with higher mortality rates in hospitalized patients and
community-dwelling elderly (Landi et al., 2000; Landi, Zuccala,
Gambassi et al., 1999).

Those who have a BMI of 25 to 29 are considered overweight;
those with a BMI of 30 to 39 are considered obese; above 40 is
considered extreme obesity (National Institutes of Health, 2000).

It is important to assess for usual body weight and height.
Current weight does not provide information about recent
changes in weight; therefore, the patient is asked about his or her

Calculating Ideal Body Weight

Women

e Allow 100 Ib for 5 feet of height.

e Add 5 Ib for each additional inch over 5 feet.

e Subtract 10% for small frame; add 10% for large frame.

Men

e Allow 106 Ib for 5 feet of height.

e Add 6 Ib for each additional inch over 5 feet.

e Subtract 10% for small frame, add 10% for large frame.

Example: Ideal body weight for a 5'6” adult is

Female Male
5" of height 100 Ib 106 Ib
Per additional inch 6” x 5 Ib/inch 6” X 6 Ib/inch
=301b =361b
Ideal body weight 130Ib+ 13 1b 1421b+ 14 1b
depending on depending on
frame size frame size

usual body weight (Chart 5-3). Decreased height may be due to
osteoporosis, an important problem related to nutrition, espe-
cially in postmenopausal women. A loss of 2 or 3 inches of height
may indicate osteoporosis.

In addition to the calculation of BMI, waist circumference
measurement is particularly useful for patients who are catego-

Body Mass Index

_ 703 X weight in pounds

BMI 5
(height in inches)

overweight and 30 or more is considered obese.

Overweight Limit Overweight

The body mass index (BMI) is used to determine who is overweight.

BMI score is at the intersection of height and weight. A body mass index score of 25 or more is considered

Weight 100 105 110 115 120 125 130 135 140 145 150 155 160 165 170 175 180 185 190 195 200 205

weight in kilograms
(height in meters)?

Height
50" |20 21 21 22 23

24 WPl 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40

51" 119 20 21 22 23

24 WPl 26 26 27 28 29 30 31 32 33 34 35 36 37 38 39

52" 118 19 20 21 22 23

24 I 26 27 27 28 29 30 31 32 33 34 35 36 37 37

53" 118 19 19 20 21 22 23

24 [ 26 27 27 28 29 30 31 32 33 34 35 35 36

5’4" 117 18 19 20 21 21 22

23 24 WPl 26 27 27 28 29 30 31 32 33 33 34 35

5’5" 117 17 18 19 20 21 22

22 23 248l 26 27 27 28 29 30 31 32 32 33 34

56" 116 17 18 19 19 20 21

22 23 23 24 Rl 26 27 27 28 29 30 31 31 32 33

57" 116 16 17 18 19 20 20

21 22 23 23 24 26 27 27 28 29 30 31 31 32

5’8" 115 16 17 17 18 19 20

21 21 22 23 24 24 Ml 26 27 27 28 29 30 30 31

5'9" 115 16 16 17 18 18 19

20 21 21 22 23 24 24 M 26 27 27 28 29 30 30

510" |14 15 16 17 17 18 19

19 20 21 22 22 23 24 24 Ml 26 27 27 28 29 29

511" 114 15 15 16 17 17 18

19 20 20 21 22 22 23 24 24 Bl 26 26 27 28 29

6’0" |14 14 15 16 16 17 18

18 19 20 20 21 22 22 23 24 24 Ml 26 26 27 28

6’1" |13 14 15 15 16 16 17

18 18 19 20 20 21 22 22 23 24 24 Pl 26 26 27

6’2" 113 13 14 15 15 16 17

17 18 19 19 20 21 21 22 22 23 24 24 Bl 26 26

6’3" 12 13 14 14 15 16 16

17 17 18 19 19 20 21 21 22 22 23 24 24 A 26

6’4" |12 13 13 14 15 15 16

16 17 18 18 19 19 20 21 21 22 23 23 24 24 A

Source: Shape Up America. National Institutes of Health

FIGURE 5-6 Body mass index.



rized as of normal weight or overweight. To measure waist cir-
cumference, a tape measure is placed in a horizontal plane around
the abdomen at the level of the iliac crest. Men who have waist
circumferences greater than 40 inches and women who have waist
circumferences greater than 35 inches have excess abdominal fat.
Those with a high waist circumference are at increased risk of di-
abetes, dyslipidemias, hypertension, and cardiovascular disease
(National Institutes of Health, 2000).

BIOCHEMICAL ASSESSMENT

Biochemical assessment reflects both the tissue level of a given nu-
trient and any abnormality of metabolism in the utilization of nu-
trients. These determinations are made from studies of serum
(serum protein, serum albumin and globulin, transferrin, retinol-
binding protein, hemoglobin, serum vitamin A, carotene, and vi-
tamin C) and studies of urine (creatinine, thiamine, riboflavin,
niacin, and iodine). Some of these tests, while reflecting recent
intake of the elements detected, can also identify below-normal
levels when there are no clinical symptoms of deficiency (see
Table 5-1 for a description of serum protein indices).

Low serum albumin and transferrin levels are often used as mea-
sures of protein deficits in adults and are expressed as percentages
of normal values. Albumin synthesis depends on normal liver func-
tion and an adequate supply of amino acids. Because the body
stores a large amount of albumin, the serum albumin level may not
decrease until malnutrition is severe; thus, its usefulness in detect-
ing recent protein depletion is limited. Decreased albumin levels
may be due to overhydration, liver or renal disease, and excessive
protein loss because of burns, major surgery, infection, and cancer
(Dudek, 2000). Transferrin is a protein that binds and carries iron
from the intestine through the serum. Because of its short half-life,
decreased transferrin levels respond more quickly to protein deple-
tion than albumin. Serial measurements of these, as well as preal-
bumin levels, are used to assess the results of nutritional therapy.

Although not available from many laboratories, retinol-binding
protein may be a useful means of monitoring acute, short-term
changes in protein status.

Reduced total lymphocyte count in people who become
acutely malnourished as a result of stress and low-calorie feeding
are associated with impaired cellular immunity (Dudek, 2000).
Anergy, the absence of an immune response to injection of small
concentrations of recall antigen under the skin, may also indicate
malnutrition because of delayed antibody synthesis and response.

Serum electrolyte levels provide information about fluid and
electrolyte balance and kidney function. The creatinine/height
index calculated over a 24-hour period assesses the metabolically
active tissue and indicates the degree of protein depletion, com-
paring expected body mass for height and actual body cell mass.
A 24-hour urine sample is obtained, and the amount of creati-
nine is measured and compared to normal ranges based on the

Table 5-7 o Standard Serum Protein Indices

SERUM PROTEIN STANDARD RANGE
Albumin 3.5-5.0 g/dL
Transferrin >200 mg/dL
Prealbumin 16-30 mg/dL
Retinol-binding protein 2.6-7.7 mg/dL

From Dudek, S. G. (2001). Nutrition essentials for nursing practice (4th ed.). Philadel-
phia: Lippincott Williams & Wilkins.
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patient’s height and gender. Values less than normal may indicate
loss of lean body mass and protein malnutrition.

CLINICAL EXAMINATION

The state of nutrition is often reflected in a person’s appearance.
Although the most obvious physical sign of good nutrition is a
normal body weight with respect to height, body frame, and age,
other tissues can serve as indicators of general nutritional status
and adequate intake of specific nutrients; these include the
hair, skin, teeth, gums, mucous membranes, mouth and tongue,
skeletal muscles, abdomen, lower extremities, and thyroid gland
(Table 5-2). Specific aspects of clinical examination useful in
identifying nutritional deficits include oral examination and as-
sessment of skin for turgor, edema, elasticity, dryness, subcuta-
neous tone, poorly healing wounds and ulcers, purpura, and
bruises. The musculoskeletal examination also provides informa-
tion about muscle wasting and weakness.

DIETARY DATA

The appraisal of food intake considers the quantity and quality
of the diet and also the frequency with which certain food items
and nutrients are consumed. Commonly used methods of deter-
mining individual eating patterns include the food record and the
24-hour food recall, which can help estimate if the food intake is
adequate and appropriate. If these methods are used, instructions
about measurement and recording food intake are given when the
patient’s dietary history is obtained.

Food Record

The food record is used most often in nutritional status studies.
The person is instructed to keep a record of food actually con-
sumed over a period of time, varying from 3 to 7 days, and to ac-
curately estimate and describe the specific foods consumed. Food
records are fairly accurate if the person is willing to provide fac-
tual information and able to estimate food quantities.

24-Hour Recall

The 24-hour recall method is, as the name implies, a recall of
food intake over a 24-hour period. The person is asked by the in-
terviewer to recall all food eaten during the previous day and to
estimate the quantities of the food consumed. Because informa-
tion does not always represent usual intake, at the end of the in-
terview the patient is asked if the previous day’s food intake was
a typical one. To obtain supplementary information about the
typical diet, the interviewer also asks how frequently the person
eats foods from the major food groups.

CONDUCTING THE DIETARY INTERVIEW

The success of the interviewer in obtaining information for di-
etary assessment depends on effective communication, which re-
quires that good rapport be established to promote respect and
trust. The interviewer explains the purpose of the interview. It is
conducted in a nondirective and exploratory way, allowing the
respondent to express feelings and thoughts while encouraging
him or her to answer specific questions. The manner in which
questions are asked will influence the respondent’s cooperation.
Thus, the interviewer must be nonjudgmental and avoid ex-
pressing disapproval, either verbally or by facial expression.
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Table 5-2 e Physical Signs Indicative of Nutritional Status

SIGNS OF GOOD NUTRITION

SIGNS OF POOR NUTRITION

General appearance Alert, responsive

Hair Shiny, lustrous; firm, healthy scalp

Face Skin color uniform; healthy appearance

Eyes Bright, clear, moist

Lips Good color (pink), smooth

Tongue Deep red in appearance; surface papillae
present

Teeth Straight, no crowding, no dental caries,
bright

Gums Firm, good color (pink)

Thyroid No enlargement of the thyroid

Skin Smooth, good color, moist

Nails Firm, pink

Skeleton Good posture, no malformation

Muscles Well developed, firm

Extremities No tenderness

Abdomen Flat

Nervous system Normal reflexes

Weight Normal for height, age, and body build

Listless, appears acutely or chronically ill

Dull and dry, brittle, depigmented, easily plucked; thin and sparse

Skin dark over cheeks and under eyes, skin flaky, face swollen or hollow/
sunken cheeks

Eye membranes pale, dry (xerophthalmia); increased vascularity,
cornea soft (keratomalacia)

Swollen and puffy; angular lesion at corners of mouth (cheilosis)

Smooth appearance, swollen, beefy red, sores, atrophic papillae

Dental caries, mottled appearance (fluorosis), malpositioned

Spongy, bleed easily, marginal redness, recession

Thyroid enlargement (simple goiter)

Rough, dry, flaky, swollen, pale, pigmented; lack of fat under skin
Spoon-shaped, ridged, brittle

Poor posture, beading of ribs, bowed legs or knock knees

Flaccid, poor tone, wasted, underdeveloped

Weak and tender; edematous

Swollen

Decreased or absent ankle and knee reflexes

Overweight or underweight

Character of General Intake

Several questions may be necessary to elicit the information needed.
When attempting to elicit information about the type and quan-
tity of food eaten at a particular time, the interviewer avoids lead-
ing questions, such as, “Do you use sugar or cream in your coffee?”
Also, assumptions are not made about the size of servings; instead,
questions are phrased so that quantities are more clearly deter-
mined. For example, to help determine the size of one hamburger
eaten, the patient may be asked, “How many servings were pre-
pared with the pound of meat you bought?” Another approach to
determining quantities is to use food models of known sizes in es-
timating portions of meat, cake, or pie or to record quantities in
common measurements, such as cups or spoonfuls (or according to
the size of containers, when discussing intake of bottled beverages).

In recording a particular combination dish, such as a casserole,
it is useful to ask for the ingredients in the recipe, recording the
largest quantities first. When recording quantities of ingredients,
one notes whether the food item was raw or cooked and the
number of servings provided by the recipe. When the client lists
the foods for the recall questionnaire, it may be helpful to read
back the list of foods and ask if anything was forgotten, such as
fruit, cake, candy, between-meal snacks, or alcoholic beverages.

Additional information obtained during the interview should
include methods of preparing food, sources available for food
(donated foods, food stamps), food-buying practices, vitamin and
mineral supplements, and income range.

Cultural and Religious Considerations

An individual’s culture determines to a large extent which foods
are eaten and how they are prepared and served. Culture and reli-
gious practices together often determine if certain foods are pro-
hibited and if certain foods and spices are eaten on certain holidays
or at specific family gatherings. Because of the importance of
culture and religious beliefs to many individuals, it is important
to be sensitive to these factors when obtaining a dietary history. It

is, however, equally important not to stereotype individuals and
assume that because they are from a certain culture or religious
group, they adhere to specific dietary customs.

Culturally sensitive materials, such as the food pagoda, are
available for making appropriate dietary recommendations (The

Chinese Nutrition Society, 1999).

EVALUATING THE DIETARY INFORMATION

After the dietary information has been obtained, the nurse evalu-
ates the patient’s dietary intake. If the goal is to determine if the per-
son generally eats a healthful diet, the food intake may be compared
to the dietary guidelines outlined in the USDA’s Food Guide Pyra-
mid (Fig. 5-7). The pyramid divides foods into five major groups
and offers recommendations for variety in the diet, proportion of
food from each food group, and moderation in eating fats, oils, and
sweets. The person’s food intake is compared with recommenda-
tions based on various food groups for various age levels.

If the nurse or dietitian is interested in knowing about the in-
take of specific nutrients, such as vitamin A, iron, or calcium, the
patient’s food intake is analyzed by consulting a list of foods and
their composition and nutrient content. The diet is then analyzed
in terms of grams and milligrams of specific nutrients. The total
nutritive value is then compared with the recommended dietary
allowances that are specific for different age categories, gender,
and special circumstances such as pregnancy or lactation (Monsen,
2000). The nurse frequently participates in the nutrition screen-
ing of patients and communicates the information to the dieti-
tian and the rest of the team for more detailed assessment and for
clinical nutrition intervention.

FACTORS INFLUENCING NUTRITIONAL
STATUS IN VARIED SITUATIONS

One sensitive indicator of the body’s gain or loss of protein is its
nitrogen balance. An adult is said to be in nitrogen equilibrium
when the nitrogen intake (from food) equals the nitrogen output
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FIGURE 5-7 The Food Guide Pyramid emphasizes foods from the five major food groups shown in the three lower
sections of the pyramid. Each of these food groups provides some, but not all, of the nutrients an adult needs. Foods in
one group cannot replace those in another. No one of these major food groups is more important than another. To re-
ceive adequate vitamins, minerals, carbohydrates, and protein, an average adult should eat at least the lowest number of
servings from the five major groups. Examples of 1 serving of a food group follow: Fats and sweets: use sparingly; milk,
yogurt, cheese (dairy): 1 C milk or yogurt, 1% oz natural cheese, 2 oz processed cheese; meat, poultry, fish, dry beans,
eggs, nuts (proteins): /, C cooked beans, 1 egg, 2 to 3 oz cooked lean meat, poultry or fish (2 T peanut butter = 1 oz
cooked lean meat); vegetables: 1 C raw leafy vegetables, %4 C other vegetables (cooked or chopped, raw), % C vegetable
juice; fruits: 1 medium apple, banana, orange, % C chopped or cooked or canned fruit, % C fruit juice; bread, ce-
real, rice, pasta: 1 slice bread, 1 oz ready-to-eat cereal, % C cooked cereal, rice or pasta. Source: U.S. Department

of Agriculture/U.S. Department of Health and Human Services.

(in urine, feces, and perspiration); it is a sign of health. A positive
nitrogen balance exists when nitrogen intake exceeds nitrogen
output and indicates tissue growth, such as occurs during preg-
nancy, childhood, recovery from surgery, and rebuilding of wasted
tissue. Negative nitrogen balance indicates that tissue is breaking
down faster than it is being replaced. In the absence of an adequate
intake of protein, the body converts protein to glucose for energy.
This can occur with fever, starvation, surgery, burns, and debili-
tating diseases. Each gram of nitrogen loss in excess of intake rep-
resents the depletion of 6.25 g of protein or 25 g of muscle tissue.
Therefore, a negative nitrogen balance of 10 g/day for 10 days
could mean the wasting of 2.5 kg (5.5 1b) of muscle tissue as it is
converted to glucose for energy.

When conditions that result in negative nitrogen balance are
coupled with anorexia (loss of appetite), they can lead to mal-

nutrition. Malnutrition interferes with wound healing, in-
creases susceptibility to infection, and contributes to an in-
creased incidence of complications, longer hospital stay, and
prolonged confinement of the patient to bed (Bender, Pusateri,
Cook et al., 2000).

The patient who is hospitalized may have an inadequate di-
etary intake because of the illness or disorder that necessitated the
hospital stay or because the hospital’s food is unfamiliar or unap-
pealing (Dudek, 2000; Wilkes, 2000). The person who is cared
for at home may feel too sick or fatigued to shop and prepare food
or may be unable to eat because of other physical problems or
limitations. Limited or fixed incomes or the high costs of med-
ications may result in insufficient money to buy nutritious foods.
Patients with inadequate housing or inadequate cooking facilities
are unlikely to have an adequate nutritional intake.
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Because complex treatments (eg, ventilators, intravenous in-
fusions, chemotherapy) once used only in the hospital setting are
now being provided in the home and outpatient settings, nutri-
tional assessment of the patient in these settings is an important
aspect of home and community-based care as well as hospital-
based care (Dabrowski & Rombeau, 2000; Worthington, Gilbert
& Wagner, 2000).

Many medications influence nutritional status by suppress-
ing the appetite, irritating the mucosa, or causing nausea and
vomiting. Others may influence bacterial flora in the intestine
or directly affect nutrient absorption so that secondary mal-
nutrition results. People who must take many medications in a
single day often report feeling too full to eat. The person’s use
of prescription and over-the-counter medications and their ef-
fect on appetite and dietary intake are assessed. Many of the fac-
tors that contribute to poor nutritional status are identified in

Table 5-3.

ANALYSIS OF NUTRITIONAL STATUS

Measurement of BMI and biochemical, clinical, and dietary data
are used together to determine the patient’s nutritional status.
Often the BMI, biochemical measures, and dietary data provide
more information about the patient’s nutritional status than the
clinical examination; the clinical examination may not detect
subclinical deficiencies unless such deficiencies become so ad-
vanced that overt signs develop. A low intake of nutrients over a
period of time may lead to low biochemical levels and without
nutritional intervention may result in characteristic and observ-
able signs and symptoms (see Table 5-2). A plan of action for nu-
tritional intervention is based on the results of the dietary
assessment and the patient’s profile. To be effective, the plan

Table 5-3 e Factors Associated With Potential Nutritional Deficits

FACTORS

must meet the patient’s need for a balanced diet, maintain or con-
trol weight, and compensate for increased nutritional needs.

Adolescent Considerations

Adolescence is a time of critical growth and acquisition of lifelong
eating habits, and therefore nutritional assessment and analysis
are critical. In the past two decades the percentage of adolescents
who are overweight has almost tripled (USDHHS, 2001). De-
spite this, total milk consumption has decreased by 36% com-
pared to prior years (Cavadini, Siega-Riz & Popkin, 2000). Fruit
and vegetable consumption is also below the recommended five
servings per day.

Adolescent girls are at particular nutritional risk as iron, folate,
and calcium intake is below recommended levels (Cavadini, Siega-
Riz & Popkin, 2000). Persons with other nutritional disorders,
such as anorexia and bulimia, have a better chance for recovery if
these disorders are identified in the adolescent years compared to
adulthood (Orbanic, 2001).

Assessment of the person in community settings, including the
home, consists of collecting information specific to existing
health problems, including the patient’s physiologic and emo-
tional status, the community and home environment, the ade-
quacy of support systems or care given by family and other care
providers, and the availability of needed resources. In addition,
the ability of the individual and family to cope with and address
their respective needs is evaluated. The physical assessment in the
community and home consists of the same techniques used in the

POSSIBLE CONSEQUENCES

Dental and oral problems (missing teeth, ill-fitting dentures,
impaired swallowing or chewing)
NPO for diagnostic testing
Prolonged use of glucose and saline IV fluids
Nausea and vomiting
Stress of illness, surgery, and/or hospitalization
Wound drainage
Pain
Fever
Gastrointestinal intubation
Tube feedings
Gastrointestinal disease
Alcoholism
other
Depression
Eating disorders (anorexia, bulimia)
Medications

Inadequate intake of high-fiber foods

Inadequate caloric and protein intake; dehydration

Inadequate caloric and protein intake

Inadequate caloric and protein intake; loss of fluid, electrolytes, and minerals
Increased protein and caloric requirement; increased catabolism

Loss of protein, fluid, electrolytes, and minerals

Loss of appetite; inability to shop, cook, eat

Increased caloric and fluid requirement; increased catabolism

Loss of protein, fluid, and minerals

Inadequate amounts; various nutrients in each formula

Inadequate intake and malabsorption of nutrients

Inadequate intake of nutrients; increased consumption of calories without

nutrients; vitamin deficiencies

Loss of appetite; inability to shop, cook, eat
Inadequate caloric and protein intake; loss of fluid, electrolytes, and minerals
Inadequate intake due to medication side effects, such as dry mouth, loss of

appetite, decreased taste perception, difficulty swallowing, nausea and
vomiting, physical problems that limit shopping, cooking, eating;
malabsorption of nutrients

Restricted ambulation or disability

Inability to help self to food, liquids, other nutrients
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Between 5% and 10% of community-dwelling elderly are estimated
to be malnourished, and the prevalence ranges from 30% to 60% in
home-bound or elderly living in retirement homes (Griep, Mets,
Colly et al., 2000). Elderly people who are malnourished tend to
have longer and more expensive hospital stays than those who are ad-
equately nourished; the risk of costly complications is also increased
in those who are malnourished (Bender et al., 2000; Braunschweig,
Gomez & Sheean, 2000; Cammon & Hackshaw, 2000).

Inadequate dietary intake in the elderly may result from physio-
logic changes in the gastrointestinal tract, social and economic fac-
tors, drug interactions, disease, excessive use of alcohol, and poor
dentition or missing teeth. Malnutrition is a common consequence
of these factors and in turn leads to illness and frailty of the elderly.
Important aspects of care of the elderly in the hospital, home, out-
patient setting, or extended care facility include recognizing risk fac-
tors and identifying those at risk for inadequate nutrition (Bender
et al., 2000; Cammon & Hackshaw, 2000; Morley, 2000).

Many elderly people take excessive and inappropriate medica-
tions; this is referred to as polypharmacy. The number of adverse re-
actions increases proportionately with the number of prescribed and
over-the-counter medications taken. Age-related physiologic and
pathophysiologic changes may alter the metabolism and elimination
of many medications. Medications can influence food intake by
producing side effects such as nausea, vomiting, decreased appetite,
and changes in sensorium (Morley, 2000). They may also interfere
with the distribution, utilization, and storage of nutrients. Disorders
affecting any part of the gastrointestinal tract can alter nutritional
requirements and health status in people of any age; however, they
are likely to occur quickly and more frequently in the elderly.

Nutritional problems in the elderly often occur or are precipi-
tated by such illnesses as pneumonia and urinary tract infections.
Acute and chronic diseases may affect the metabolism and utiliza-
tion of nutrients, which already are altered by the aging process. Flu
and pneumonia immunizations, prompt treatment of bacterial in-
fections, and social programs such as Meals on Wheels may reduce
the risk of illness-associated malnutrition.

Even the well elderly may be nutritionally at risk because of de-
creased odor perception, poor dental health, limited ability to shop
and cook, financial hardship, and the fact that they often eat alone
(Griep, Mets, Colly et al., 2000). Also, reduction in exercise with
age without concomitant changes in carbohydrate intake places the
elderly at risk for obesity. Nutritional screening in the elderly is a
first step in maintaining adequate nutrition and replacing nutrient
losses to maintain the individual’s health and well being.

hospital, outpatient clinic, or office setting. Privacy is provided
and the person is made as comfortable as possible.

A call made to the patient’s home before the first home visit
lets the patient know when to expect the home care nurse and
also provides the opportunity for the patient’s primary caregiver
to be available. During the home visit, the nurse’s assessment
is not limited to physical assessment of the patient. Other aspects
of assessment include the home environment, safety factors
(eg, smoke alarms, obstacles, safety bars in the bathroom), ade-
quacy of facilities required for the patient’s care and recovery,
food preparation and storage facilities, bathroom facilities, ac-
cess to a telephone, and the availability of family and commu-
nity supports. Because patients may have no family members
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available to assist them and may live alone in substandard hous-
ing or homeless shelters, the nurse needs to be aware of re-
sources available in the community and methods of obtaining
those resources for the patient. Figure 5-8 provides an example
of a checklist that may be useful in conducting an assessment in
the home.

Physical Facilities (check all that apply)

Exterior
steps
unsafe steps
porch
litter
noise
inadequate lighting
other

terior

accessible bathroom
level, safe floor surface
number of rooms
privacy
sleeping arrangements
refrigeration
trash management
animals
adequate lighting
steps/stairs
other

Ooooooooobooos bobooooao

Safety Hazards found in the patient’s current residence
(check all that apply)

none
inadequate floor, roof, or windows
inadequate lighting

unsafe gas/electric appliances
inadequate heating

inadequate cooling

lack of fire safety devices

unsafe floor coverings

inadequate stair rails

lead-based paint

improperly stored hazardous material
improper wiring/electrical cords

other

Ooooooooooooo

Safety Factors (check all that apply)

[0 smoke/fire detectors
O telephone
O placement of electrical cords

emergency plan

O

O emergency phone numbers displayed
[J safe portable heaters
O
O

obstacle-free paths
other

FIGURE 5-8 Home assessment checklist.
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7. Compare the approach and techniques you would use in
assessing a patient who is experiencing severe abdominal
pain. How would your approach and technique differ if your
patient has dementia? If your patient has dementia and is
blind or hard of hearing? If your patient is from a culture
with very different values from yours?

2. Your health history and physical examination of an el-
derly patient alerts you to the possibility of abuse. Explain
how you would pursue this further. What assessments are
available to assist in assessing this in a more comprehensive
manner?

3. You are conducting a health history on a patient who is
admitted to the emergency room after he was hit by a car
while walking down the center of a major street at 10 PM.
He is responsive and able to talk and has no apparent major
physical injuries. The ambulance crew that brought him to
the emergency room tells you that the patient has probably
been drinking. How would this history affect your assess-
ment? How would you assess history of alcohol use in an
emergency room setting? How would you do so in a patient
in a primary care office? Explain the rationale for your re-
sponses.

4. Your nutritional assessment reveals that a female adoles-
cent patient has a high fat intake and minimal calcium in-
take. What dietary recommendations would you make for
this clent? What dietary instructions would you develop for
her if she is a vegetarian?

5. You have received a referral for home care for a 75-year-
old patient who has recently had a stroke and who lives
alone in a travel trailer. What physical and environmental
factors are important to assess on the initial home visit?
Identify the elements in the home that would be safety haz-
ards and those that would be safety factors.
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in promoting adaptation and maintaining the steady state.
Identify physiologic and psychosocial stressors.

Compare the sympathetic-adrenal-medullary response to stress to
the hypothalamic-pituitary response to stress.

Describe the general adaptation syndrome as a theory of adapta-
tion to biologic stress.

Describe the relationship of the process of negative feedback to
the maintenance of the steady state.

Compare the adaptive processes of hypertrophy, atrophy, hyper-
plasia, dysplasia, and metaplasia.

Describe the inflammatory and reparative processes.

Assess the health patterns of an individual and determine their
effects on maintenance of the steady state.

Identify ways in which maladaptive responses to stress can
increase the risk of illness and cause disease.

Identify measures that are useful in reducing stress.

Specify the functions of social networks and support groups in
reducing stress.
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Men the body is threatened or suffers an injury, its response
may involve functional and structural changes; these changes may
be adaptive (having a positive effect) or maladaptive (having a
negative effect). The defense mechanisms that the body exhibits
determine the difference between adaptation and maladaptation—
health and disease.

Stress and Function

Physiology is the study of the functional activities of the living or-
ganism and its parts. Pathophysiology is the study of disordered
function of the body. Each different body system performs spe-
cific functions to sustain optimal life for the organism. Mecha-
nisms for adjusting internal conditions promote the normal steady
state of the organism and ultimately its survival. These mecha-
nisms are compensatory in nature and work to restore balance in
the body. An example of this restorative effort is the development
of rapid breathing (hyperpnea) after intense exercise in an at-
tempt to compensate for an oxygen deficit and excess lactic acid
accumulated in the muscle tissue.

Pathophysiologic processes result when cellular injury occurs
at such a rapid rate that the body’s compensatory mechanisms can
no longer make the adaptive changes necessary to remain healthy.
An example of a pathophysiologic change is the development of
heart failure: the body reacts by retaining sodium and water and
increasing venous pressure, which worsens the condition. These
pathophysiologic mechanisms give rise to signs that are observed
by the patient, nurse, or other health care provider, or symptoms
that are reported by the patient. These observations, plus a sound
knowledge of physiologic and pathophysiologic processes, can as-
sist in determining the existence of a problem and can guide the
nurse in planning the appropriate course of action.

Physiologic mechanisms must be understood in the context of the

body as a whole. The person, as a living system, has both an in-
ternal and an external environment, between which information

—
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External environment:
Family

Group

Community
Society as a whole

Organ system

FIGURE 6-7 Constellation of systems. Each system is a subsystem of the
larger system (suprasystem) of which it is a part. In this figure the cell is the
smallest system, being a subsystem of all other systems.

and matter are continuously exchanged. Within the internal
environment each organ, tissue, and cell is also a system or sub-
system of the whole, each with its own internal and external en-
vironment, each exchanging information and matter (Fig. 6-1).
The goal of the interaction of the body’s subsystems is to pro-
duce a dynamic balance or steady state (even in the presence of
change), so that all subsystems are in harmony with each other.
Four concepts—constancy, homeostasis, stress, and adaptation—
enhance the nurse’s understanding of steady state.

qlomu:y

adaptation: a change or alteration designed
to assist in adapting to a new situation or
environment

adrenocorticotropic hormone (ACTH): a
hormone produced by the anterior lobe of
the pituitary gland that stimulates the se-
cretion of cortisone and other hormones
by the adrenal cortex

antidiuretic hormone (ADH): a hormone
secreted by the posterior lobe of the pitu-
itary gland that constricts blood vessels,
elevates blood pressure, and reduces the
excretion of urine

catecholamines: any of the group of amines
(such as epinephrine, norepinephrine, or
dopamine) that serve as neurotransmitters

coping: the cognitive and behavioral strate-
gies used to manage the stressors that tax a
person’s resources

dysplasia: a change in the appearance of a
cell after exposure to chronic irritation

glucocorticoids: the group of steroid hor-
mones, such as cortisol, that are produced

by the adrenal cortex; they are involved in
carbohydrate, protein, and fat metabolism
and have anti-inflammatory propertics

gluconeogenesis: the formation of glucose,
especially by the liver from noncarbohy-
drate sources such. as amino acids and the
glycerol portion of fats

guided imagery: use of the imagination to
achieve relaxation or direct attention away
from uncomfortable sensations or situations

homeostasis: a steady state within the bodys;
the stability of the internal environment

hyperplasia: an increase in the number of]
new cells

hypoxia: inadequate supply of oxygen to
the cell

infectious agents: biologic agents, such as
viruses, bacteria, rickettsiae, mycoplasmas,
fungi, protozoa, and nematodes, that
cause disease in people

inflammation: a localized, protective reac-
tion of tissue to injury; irritation, or infec-

tion, manifested by pain) redness, heat,
swelling, and sometimes 10ss of function

metabolic rate: the speed at which some
substances are| broken'down to yicld ent
ergy for bodily processes and other sub-
stances are|synthesized

metaplasia: a cell cransformacion in which a
highly/specialized cell changes to a less
specialized|cell

negative feedback: feedback that decreases
the outputiofa system

positive feedback: feedback chat increases
the output ofa system

steady state: a stable condition cthat does not
change over time, or when change in‘one
direction [is balanced by c¢hange in'an |op-
posite direction

stress: a distuptive condition that occurs in!
response to adverse influences from the
internal orlexternal environments

vasoconstriction: the narrowing of(a blood
vessel




HISTORICAL THEORIES
OF THE STEADY STATE

Claude Bernard, a 19th-century French physiologist, developed
the biologic principle that for life there must be a constancy or
“fixity of the internal milieu” despite changes in the external en-
vironment. The internal milieu was the fluid that bathed the cells,
and the constancy was the balanced internal state maintained by
physiologic and biochemical processes. His principle implied a
static process.

Later, Walter Cannon used the term Aomeostasis to describe
the stability of the internal environment, which, he said, was co-
ordinated by homeostatic or compensatory processes that re-
sponded to changes in the internal environment. Any change
within the internal environment initiated a “righting” response
to minimize the change. These biologic processes sought physio-
logic and chemical balance and were under involuntary control.

Rene Jules Dubos (1965) provided further insight into the dy-
namic nature of the internal environment with his theory that
two complementary concepts, homeostasis and adaptation, were
necessary for balance. Homeostatic processes occurred quickly in
response to stress, rapidly making the adjustments necessary to
maintain the internal environment. Adaptive processes resulted
in structural or functional changes over time. Dubos also em-
phasized that acceptable ranges of response to stimuli existed and
that these responses varied for different individuals: “Absolute
constancy is only a concept of the ideal.” Homeostasis and adap-
tation were both necessary for survival in a changing world.

Homeostasis, then, refers to a steady state within the body.
When a change or stress occurs that causes a body function to de-
viate from its stable range, processes are initiated to restore and
maintain the dynamic balance. When these adjustment processes
or compensatory mechanisms are not adequate, the steady state
is threatened, function becomes disordered, and pathophysio-
logic mechanisms occur. The pathophysiologic processes can lead
to disease and may be active during disease, which is a threat to
the steady state. Disease is an abnormal variation in the structure
or function of any part of the body. It disrupts function and
therefore limits the person’s freedom of action.

STRESS AND ADAPTATION

Stress is a state produced by a change in the environment that is
perceived as challenging, threatening, or damaging to the per-
son’s dynamic balance or equilibrium. The person is, or feels, un-
able to meet the demands of the new situation. The change or
stimulus that evokes this state is the stressor. The nature of the
stressor is variable; an event or change that will produce stress in
one person may be neutral for another, and an event that pro-
duces stress at one time and place for one person may not do so
for the same person at another time and place. A person appraises
and copes with changing situations. The desired goal is adapta-
tion, or adjustment to the change so that the person is again in
equilibrium and has the energy and ability to meet new demands.
This is the process of coping with the stress, a compensatory
process with physiologic and psychological components.
Adaptation is a constant, ongoing process that requires a change
in structure, function, or behavior so that the person is better
suited to the environment; it involves an interaction between the
person and the environment. The outcome depends on the de-
gree of “fit” between the skills and capacities of the person, the
type of social support available, and the various challenges or
stressors being confronted. As such, adaptation is an individual
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process: each individual has varying abilities to cope or respond.
As new challenges are met, this ability to cope and adapt can
change, thereby providing the individual with a wide range of
adaptive ability. Adaptation occurs throughout the life span as the
individual encounters many developmental and situational chal-
lenges, especially related to health and illness. The goal of these
encounters is to promote adaptation. In situations of health and
illness, this goal is realized by optimal wellness.

Because both stress and adaptation may exist at different lev-
els of a system, it is possible to study these reactions at the cellu-
lar, tissue, and organ levels. Biologists are concerned mainly with
subcellular components or with subsystems of the total body. Be-
havioral scientists, including many nurse researchers, study stress
and adaptation in individuals, families, groups, and societies; they
focus on how a group’s organizational features are modified to
meet the requirements of the social and physical environment in
which they exist. Adaptation is a continuous process of seeking
harmony in an environment. The desired goals of adaptation for
any system are survival, growth, and reproduction.

Each person operates at a certain level of adaptation and regularly
encounters a certain amount of change. Such change is expected;
it contributes to growth and enhances life. Stressors, however, can
upset this equilibrium. A stressor may be defined as an internal or

external event or situation that creates the potential for physio-
logic, emotional, cognitive, or behavioral changes in an individual.

TYPES OF STRESSORS

Stressors exist in many forms and categories. They may be de-
scribed as physical, physiologic, or psychosocial. Physical stres-
sors include cold, heat, and chemical agents; physiologic stressors
include pain and fatigue. Examples of psychosocial stressors are
fear of failing an examination and losing a job. Stressors can also
occur as normal life transitions that require some adjustment,
such as going from childhood into puberty, getting married, or
giving birth.

Stressors have also been classified as: (1) day-to-day frustra-
tions or hassles; (2) major complex occurrences involving large
groups, even entire nations; and (3) stressors that occur less fre-
quently and involve fewer people. The first group, the day-to-day
stressors, includes such common occurrences as getting caught in
a traffic jam, experiencing computer downtime, and having an
argument with a spouse or roommate. These experiences vary in
effect; for example, encountering a rainstorm while one is vaca-
tioning at the beach will most likely evoke a more negative response
than it might at another time. These less dramatic, frustrating,
and irritating events—daily hassles—have been shown to have a
greater health impact than major life events because of the cu-
mulative effect they have over time. They can lead to high blood
pressure, palpitations, or other physiologic problems (Jalowiec,
1993).

The second group of stressors influences larger groups of peo-
ple, possibly even entire nations. These include events of history,
such as terrorism and war, which are threatening situations when
experienced either directly, in the war zone, or indirectly, as
through live news coverage. The demographic, economic, and
technological changes occurring in society also serve as stressors.
The tension produced by any stressor is sometimes a result not
only of the change itself, but also of the speed with which the
change occurs.



The third group of stressors has been studied most extensively
and concerns relatively infrequent situations that directly affect
the individual. This category includes the influence of life events
such as death, birth, marriage, divorce, and retirement. It also in-
cludes the psychosocial crises described by Erikson as occurring
in the life cycle stages of the human experience. More enduring
chronic stressors have also been placed in this category and may
include such things as having a permanent functional disability
or coping with the difficulties of providing long-term care to a
frail elderly parent.

A stressor can also be categorized according to duration. It
may be

e An acute, time-limited stressor, such as studying for final
examinations

e A stressor sequence—a series of stressful events that result
from an initial event such as job loss or divorce

e A chronic intermittent stressor, such as daily hassles

e A chronic enduring stressor that persists over time, such as
chronic illness, a disability, or poverty

STRESS AS A STIMULUS FOR DISEASE

Relating life events to illness (the theoretical approach that de-
fines stress as a stimulus) has been a major focus of psychosocial
studies. This can be traced to Adolph Meyer, who in the 1930s
observed in “life charts” of his patients a linkage between illnesses
and critical life events. Subsequent research revealed that people
under constant stress have a high incidence of psychosomatic
disease.

Holmes and Rahe (1967) developed life events scales that as-
sign numerical values, called life-change units, to typical life
events. Because the items in the scales reflect events that require
a change in a person’s life pattern, and stress is defined as an ac-
cumulation of changes in one’s life that require psychological
adaptation, one can theoretically predict the likelihood of illness
by checking off the number of recent events and deriving a total
score. The Recent Life Changes Questionnaire (Tausig, 1982)
contains 118 items such as death, birth, marriage, divorce, pro-
motions, serious arguments, and vacations. The events listed
include both desirable and undesirable circumstances.

Sources of stress for patients have been well researched (Bal-
lard, 1981; Bryla, 1996; Jalowiec, 1993). People typically experi-
ence distress related to alterations in their physical and emotional
health status, changes in their level of daily functioning, and de-
creased social support or the loss of significant others. Fears of im-
mobilization, isolation, loneliness, sensory changes, financial
problems, and death or disability increase a person’s anxiety level.
Loss of one’s role or perceived purpose in life can cause intense
discomfort. Any of these identified variables plus a myriad of
other conditions or overwhelming demands are likely to cause in-
effective coping, and a lack of necessary coping skills is often a
source of additional distress for an individual. When a person en-
dures prolonged or unrelenting suffering, the outcome is fre-
quently the development of a stress-related illness. Nurses possess
the skills to assist people to alter their distressing circumstances
and manage their responses to stress.

PSYCHOLOGICAL RESPONSES
TO STRESS

After the recognition of a stressor, an individual consciously or un-
consciously reacts to manage the situation. This is called the medi-
ating process. A theory developed by Lazarus (1991a) emphasizes
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cognitive appraisal and coping as important mediators of stress.
Appraisal and coping are influenced by antecedent variables that
include the internal and external resources of the person.

Appraisal of the Stressful Event

Cognitive appraisal (Lazarus, 1991a; Lazarus & Folkman, 1984)
is a process by which an event is evaluated with respect to what is
at stake (primary appraisal) and what might and can be done (sec-
ondary appraisal). What individuals see as being at stake is influ-
enced by their personal goals, commitments, or motivations.
Important factors include how important or relevant the event is
to them, whether the event conflicts with what they want or de-
sire, and whether the situation threatens their own sense of
strength and ego identity.

As an outcome of primary appraisal, the situation is identified
as either nonstressful or stressful. If nonstressful, the situation is ir-
relevant or benign (positive). A stressful situation may be one of
three kinds: (1) one in which harm or loss has occurred; (2) one that
is threatening, in that harm or loss is anticipated; and (3) one that
is challenging, in that some opportunity or gain is anticipated.

Secondary appraisal is an evaluation of what might and can be
done about this situation Actions include assigning blame to
those responsible for a frustrating event, thinking about whether
one can do something about the situation (coping potential), and
determining future expectancy, or whether things are likely to
change for better or worse (Lazarus, 1991a, 1991c). A compari-
son of what is at stake and what can be done about it (a type of
risk—benefit analysis) determines the degree of stress.

Reappraisal, a change of opinion based on new information,
also occurs. The appraisal process is not necessarily sequential; pri-
mary and secondary appraisal and reappraisal may occur simulta-
neously. Information learned from an adaptational encounter can
be stored, so that when a similar situation is encountered again the
whole process does not need to be repeated.

The appraisal process contributes to the development of an
emotion. Negative emotions such as fear and anger accompany
harm/loss appraisals, and positive emotions accompany challenge.
In addition to the subjective component or feeling that accompa-
nies a particular emotion, each emotion also includes a tendency
to act in a certain way. For example, an unexpected quiz in the
classroom might be judged as threatening by unprepared students.
They might feel fear, anger, and resentment and might express
these emotions outwardly with hostile behavior or comments.

Lazarus (1991a) expanded his former ideas about stress, ap-
praisal, and coping into a more complex model relating emotion
to adaptation. He called this model a “cognitive-motivational-
relational theory,” with the term relational “standing for a focus
on negotiation with a physical and social world” (p. 13). A theory
of emotion was proposed as the bridge to connect psychology,
physiology, and sociology: “More than any other arena of psy-
chological thought, emotion is an integrative, organismic concept
that subsumes psychological stress and coping within itself and
unites motivation, cognition, and adaptation in a complex con-
figuration” (p. 40).

Coping With the Stressful Event

Coping, according to Lazarus, consists of the cognitive and be-
havioral efforts made to manage the specific external or internal
demands that tax a person’s resources and may be emotion-
focused or problem-focused. Coping that is emotion focused seeks
to make the person feel better by lessening the emotional distress



felt. Problem-focused coping aims to make direct changes in the
environment so that the situation can be managed more effec-
tively. Both types of coping usually occur in a stressful situation.
Even if the situation is viewed as challenging or beneficial, cop-
ing efforts may be required to develop and sustain the chal-
lenge—that is, to maintain the positive benefits of the challenge
and to ward off any threats. In harmful or threatening situations,
successful coping reduces or eliminates the source of stress and re-
lieves the emotion it generated.

Appraisal and coping are affected by internal characteristics
such as health, energy, personal belief systems, commitments or
life goals, self-esteem, control, mastery, knowledge, problem-
solving skills, and social skills. The characteristics that have been
studied most often in nursing research are health-promoting
lifestyles and hardiness. A health-promoting lifestyle buffers the
effect of stressors. From a nursing practice standpoint, this out-
come—buffering the effect of stressors—supports nursing’s goal
of promoting health. In many circumstances, promoting a
healthy lifestyle is more achievable than altering the stressors.

Hardiness is the name given to a general quality that comes
from having rich, varied, and rewarding experiences. It is a per-
sonality characteristic composed of control, commitment, and
challenge. Hardy people perceive stressors as something they can
change and therefore control. To them, potentially stressful situ-
ations are interesting and meaningful; change and new situations
are viewed as challenging opportunities for growth. Some posi-
tive support has been found for hardiness as a significant variable
that positively influences rehabilitation and overall improvement
after an onset of an acute or chronic illness (Felton, 2000;
Williams, 2000).

PHYSIOLOGIC RESPONSE TO STRESS

The physiologic response to a stressor, whether it is a physical
stressor or a psychological stressor, is a protective and adaptive
mechanism to maintain the homeostatic balance of the body. The
stress response is a “cascade of neural and hormonal events that
have short- and long-lasting consequences for both brain and
body . . .; a stressor is an event that challenges homeostasis, with
a disease outcome being looked upon as a failure of the normal
process of adaptation to the stress” (McEwen & Mendelson,
1993, p. 101).

The General Adaptation Syndrome

Hans Selye developed a theory of adaptation that profoundly
influenced the scientific study of stress. In 1936, Selye, experi-
menting with animals, first described a syndrome consisting of en-
largement of the adrenal cortex; shrinkage of the thymus, spleen,
lymph nodes, and other lymphatic structures; and the appearance
of deep, bleeding ulcers in the stomach and duodenum. He iden-
tified this as a nonspecific response to diverse, noxious stimuli.
From this beginning, he developed a theory of adaptation to bio-
logic stress that he named the general adaptation syndrome.

PHASES OF THE GENERAL ADAPTATION SYNDROME

The general adaptation syndrome has three phases: alarm, resis-
tance, and exhaustion. During the alarm phase, the sympathetic
“fight-or-flight” response is activated with release of catechol-
amines and the onset of the adrenocorticotropic hormone
(ACTH)-adrenal cortical response. The alarm reaction is defen-
sive and anti-inflammatory but self-limited. Because living in a
continuous state of alarm would result in death, the person moves
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into the second stage, resistance. During this stage, adaptation to
the noxious stressor occurs, and cortisol activity is still increased.
If exposure to the stressor is prolonged, exhaustion sets in and en-
docrine activity increases. This produces deleterious effects on the
body systems (especially the circulatory, digestive, and immune
systems) that can lead to death. Stages one and two of this syn-
drome are repeated, in different degrees, throughout life as the
person encounters stressors.

Selye compared the general adaptation syndrome with the life
process. During childhood, there are too few encounters with
stress to promote the development of adaptive functioning, and
the child is vulnerable. During adulthood, the person encounters
a number of life’s stressful events and develops a resistance or adap-
tation. During the later years, the accumulation of life’s stressors
and the wear and tear on the organism again deplete the person’s
ability to adapt, resistance falls, and eventually death occurs.

LOCAL ADAPTATION SYNDROME

According to Selye’s theory, a local adaptation syndrome also oc-
curs. This syndrome includes the inflammatory response and re-
pair processes that occur at the local site of tissue injury. The local
adaptation syndrome occurs in small, topical injuries, such as
contact dermatitis. If the local injury is severe enough, the gen-
eral adaptation syndrome is activated as well.

Selye emphasized that stress is the nonspecific response com-
mon to all stressors, regardless of whether they are physiologic,
psychological, or social. The many conditioning factors in each
person’s environment account for why different demands are in-
terpreted by different people as stressors. Conditioning factors also
account for differences in the tolerance of different people for
stress: some people may develop diseases of adaptation, such as
hypertension and migraine headaches, while others are unaffected.

Interpretation of Stressful Stimuli
by the Brain

Physiologic responses to stress are mediated by the brain through
a complex network of chemical and electrical messages. The
neural and hormonal actions that maintain homeostatic balance
are integrated by the hypothalamus, which is located in the cen-
ter of the brain, surrounded by the limbic system and the cerebral
hemispheres. The hypothalamus integrates autonomic nervous
system mechanisms that maintain the chemical constancy of the
internal environment of the body. Together with the limbic sys-
tem, it also regulates emotions and many visceral behaviors nec-
essary for survival (eg, eating, drinking, temperature control,
reproduction, defense, aggression). The hypothalamus is made
up of a number of nuclei; the limbic system contains the amyg-
dala, hippocampus, and septal nuclei, along with other structures.

Literature supports the concept that each of these structures
responds differently to stimuli, and each has its own characteris-
tic response (Watkins, 1997). The cerebral hemispheres are con-
cerned with cognitive functions: thought processes, learning, and
memory. The limbic system has connections with both the cere-
bral hemispheres and the brain stem. In addition, the reticular ac-
tivating system, which is a network of cells that forms a two-way
communication system, extends from the brain stem into the
midbrain and limbic system. This network controls the alert or
waking state of the body.

In the stress response, afferent impulses are carried from sen-
sory organs (eye, ear, nose, skin) and internal sensors (barorecep-
tors, chemoreceptors) to nerve centers in the brain. The response
to the perception of stress is integrated in the hypothalamus,



which coordinates the adjustments necessary to return to homeo-
static balance. The degree and duration of the response varies;
major stress evokes both sympathetic and pituitary adrenal
responses.

Neural and neuroendocrine pathways under the control of
the hypothalamus are also activated in the stress response. First,
there is a sympathetic nervous system discharge, followed by a
sympathetic-adrenal-medullary discharge. If the stress persists,
the hypothalamic-pituitary system is activated (Fig. 6-2).

SYMPATHETIC NERVOUS SYSTEM RESPONSE

The sympathetic nervous system response is rapid and short-
lived. Norepinephrine is released at nerve endings that are in di-
rect contact with their respective end organs to cause an increase
in function of the vital organs and a state of general body arousal.
The heart rate is increased and peripheral vasoconstriction oc-
curs, raising the blood pressure. Blood is also shunted away from
abdominal organs. The purpose of these activities is to provide
better perfusion of vital organs (brain, heart, skeletal muscles).

Physiology/Pathophysiology

FIGURE 6-2 Integrated responses to stress me-
diated by the sympathetic nervous system and the
hypothalamic—pituitary—adrenocortical axis. The
responses are mutually reinforcing, at both the cen-
tral and peripheral levels. Negative feedback by cor-
tisol also can limit an overresponse that might be
harmful to the individual. Colored arrows, stimula-
tion; open arrows, inhibition; CRH, corticotropin-
releasing hormone; ACTH, adrenocorticotropic
hormone. Reproduced with permission from
Berne, R. M., & Levy, M. N. (1993). Physiology.
St. Louis: C. V. Mosby.
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Blood glucose is increased, supplying more readily available en-
ergy. The pupils are dilated, and mental activity is increased; a
greater sense of awareness exists. Constriction of the blood ves-
sels of the skin limits bleeding in the event of trauma. The per-
son is likely to experience cold feet, clammy skin and hands,
chills, palpitations, and a knot in the stomach. Typically, the per-
son appears tense, with the muscles of the neck, upper back, and
shoulders tightened; respirations may be rapid and shallow, with
the diaphragm tense.

SYMPATHETIC-ADRENAL-MEDULLARY RESPONSE

In addition to its direct effect on major end organs, the sympa-
thetic nervous system also stimulates the medulla of the adrenal
gland to release the hormones epinephrine and norepinephrine
into the bloodstream. The action of these hormones is similar to
that of the sympathetic nervous system and have the effect of sus-
taining and prolonging its actions. Epinephrine and norepineph-
rine are catecholamines that stimulate the nervous system and
produce metabolic effects that increase the blood glucose level



and increase the metabolic rate. The effect of the sympathetic
and adrenal-medullary responses is summarized in Table 6-1.

This effect is called the “fight-or-flight” reaction.

HYPOTHALAMIC-PITUITARY RESPONSE

The longest-acting phase of the physiologic response, which is
more likely to occur in persistent stress, involves the hypothalamic-
pituitary pathway. The hypothalamus secretes corticotropin-
releasing factor, which stimulates the anterior pituitary to produce
ACTH. ACTH in turn stimulates the adrenal cortex to produce
glucocorticoids, primarily cortisol. Cortisol stimulates protein
catabolism, releasing amino acids; stimulates liver uptake of amino
acids and their conversion to glucose (gluconeogenesis); and in-
hibits glucose uptake (anti-insulin action) by many body cells but
not those of the brain and heart. These cortisol-induced meta-
bolic effects provide the body with a ready source of energy
during a stressful situation. This effect has some important im-
plications. For example, a person with diabetes who is under stress,
such as that caused by an infection, needs more insulin than
usual. Any patient who is under stress (caused, for example, by
illness, surgery, trauma or prolonged psychological stress) catab-
olizes body protein and needs supplements. Children subjected
to severe stress have retarded growth.

The actions of the catecholamines (epinephrine and norepi-
nephrine) and cortisol are the most important in the general
response to stress. Other hormones released are antidiuretic hor-
mone (ADH) from the posterior pituitary and aldosterone from
the adrenal cortex. ADH and aldosterone promote sodium and
water retention, which is an adaptive mechanism in the event of
hemorrhage or loss of fluids through excessive perspiration. ADH
has also been shown to influence learning and may thus facilitate
coping in new and threatening situations. Secretion of growth
hormone and glucagon stimulates the uptake of amino acids by
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cells, helping to mobilize energy resources. Endorphins, which
are endogenous opiates, increase during stress and enhance the
threshold for tolerance of painful stimuli. They may also affect
mood and have been implicated in the so-called “high” that long-
distance runners experience. The secretion of other hormones is
also affected, but their adaptive function is less clear.

IMMUNOLOGIC RESPONSE

Research findings show that the immune system is connected to
the neuroendocrine and autonomic systems. Lymphoid tissue is
richly supplied by autonomic nerves capable of releasing a num-
ber of different neuropeptides that can have a direct effect on
leukocyte regulation and the inflammatory response. Neuro-
endocrine hormones released by the central nervous system and
endocrine tissues can inhibit or stimulate leukocyte function. The
wide variety of stressors people experience may result in different
alterations in autonomic activity and subtle variations in neuro-
hormone and neuropeptide synthesis. All of these possible auto-
nomic and neuroendocrine responses can interact to initiate,
weaken, enhance, or terminate an immune response (Watkins,
1997).

The study of the relationships among the neuroendocrine sys-
tem, the central and autonomic nervous systems, and the im-
mune system and the effects of these relationships on overall
health outcomes is called psychoneuroimmunology. Because one’s
perception of events and coping styles determine whether, and to
what extent, an event activates the stress response system, and be-
cause the stress response affects immune activity, one’s percep-
tions, ideas, and thoughts can have profound neurochemical and
immunologic consequences. Multiple studies have demonstrated
alteration of immune function in people who are under stress, as
evidenced by a decrease in the number of leukocytes, impaired
immune response to immunizations, and diminished cytotoxic-

Table 6-1 o Sympathetic—Adrenal-Medullary Response to Stress

EFFECT PURPOSE

MECHANISM

Increased heart rate and blood
pressure

Increased blood glucose level

Mental acuity Alert state
Dilated pupils

Increased tension of skeletal
muscles

Increased ventilation (may be

rapid and shallow)

Increased coagulability of

blood

Better perfusion of vital organs

Increased available energy

Increased awareness

Preparedness for activity,
decreased fatigue

Provision of oxygen for energy

Prevention of hemorrhage in
event of trauma

Increased cardiac output due
to increased myocardial con-
tractility and heart rate; in-
creased venous return
(peripheral vasoconstriction)

Increased liver and muscle
glycogen breakdown;
increased breakdown of
adipose tissue triglycerides

Increase in amount of blood
shunted to the brain from
the abdominal viscera and
skin

Contraction of radial muscle
of iris

Excitation of muscles; increase
in amount of blood shunted
to the muscles from the ab-
dominal viscera and skin

Stimulation of respiratory
center in medulla;
bronchodilation

Vasoconstriction of surface
vessels




ity of natural killer cells (Andersen et al., 1998; Constantino, Sec-
ula, Rabin, & Stone, 2000; Glaser & Kiecolt-Glaser, 1997; Pike
et al., 1997; Robinson, Matthews, & Witek-Janusek, 2000).
Other studies have identified certain personality traits, such as op-
timism and active coping, as having positive effects on health or
specific immune measures (Chalfont & Bennett, 1999; Goodkin
et al., 1996; Kennedy, 2000; Sergerstrom, Fahey, Kemeny, &
Taylor, 1998). As research continues, this new field of study will
continue to uncover to what extent and by what mechanisms
people can consciously influence their immunity.

MALADAPTIVE RESPONSES TO STRESS

The stress response, which, as indicated earlier facilitates adapta-
tion to threatening situations, has been retained from our evolu-
tionary past. The “fight-or-flight” response, for example, is an
anticipatory response that mobilized the bodily resources of our
ancestors to deal with predators and other harsh factors in their
environment. This same mobilization comes into play in re-
sponse to emotional stimuli unrelated to danger. For example, a
person may get an “adrenaline rush” when competing over a de-
cisive point in a ball game, or when excited about attending a
party.

When the responses to stress are ineffective, they are referred
to as maladaptive. Maladaptive responses are chronic, recurrent
responses or patterns of response over time that do not promote
the goals of adaptation. The goals of adaptation are somatic or
physical health (optimal wellness); psychological health or hav-
ing a sense of well-being (happiness, satisfaction with life,
morale); and enhanced social functioning, which includes work,
social life, and family (positive relationships). Maladaptive re-
sponses that threaten these goals include faulty appraisals and in-
appropriate coping (Lazarus, 1991a).

The frequency, intensity, and duration of stressful situations
contribute to the development of negative emotions and sub-
sequent patterns of neurochemical discharge. By appraising sit-
uations more adequately and coping more appropriately, it is
possible to anticipate and defuse some of these situations. For
example, frequent potentially stressful encounters (eg, marital
discord) might be avoided with better communication and prob-
lem solving, or a pattern of procrastination (eg, delaying work
on tasks) could be corrected to reduce stress when deadlines
approach.

Coping processes that include the use of alcohol or drugs to
reduce stress increase the risk of illness. Other inappropriate cop-
ing patterns may increase the risk of illness less directly. For ex-
ample, people who demonstrate “type A” personality behaviors
such as impatience, competitiveness, and achievement orienta-
tion and have an underlying hostile approach to life are more
prone than others to develop stress-related illnesses. Type A be-
haviors increase the output of catecholamines, the adrenal-
medullary hormones, with their attendant effects on the body.

Other forms of inappropriate coping include denial, avoid-
ance, and distancing. Denial may be illustrated by the woman
who feels a lump in her breast but downplays its seriousness and
delays seecking medical attention. The intent of denial is to con-
trol the threat, but it may also endanger life.

Models of illness frequently cite stress and maladaptation as
precursors to disease. A general model of illness, based on Selye’s
theory, suggests that any stressor elicits a state of disturbed phys-
iologic equilibrium. If this state is prolonged or the response is ex-
cessive, it will increase the susceptibility of the person to illness.
This susceptibility, coupled with a predisposition in the person
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(whether from genetic traits, health, or age), leads to illness. If the
sympathetic adrenal-medullary response is prolonged or exces-
sive, a state of chronic arousal develops that may lead to high
blood pressure, arteriosclerotic changes, and cardiovascular dis-
ease. If the production of the ACTH is prolonged or excessive,
behavior patterns of withdrawal and depression are seen. In ad-
dition, the immune response is decreased, and infections and tu-
mors may develop.

Selye (1976) proposed a list of disorders that he called diseases
of maladaptation: high blood pressure, diseases of the heart and
blood vessels, diseases of the kidney, hypertension of pregnancy,
rheumatic and rheumatoid arthritis, inflammatory diseases of the
skin and eyes, infections, allergic and hypersensitivity diseases, ner-
vous and mental diseases, sexual derangements, digestive diseases,
metabolic diseases, and cancer.

INDICATORS OF STRESS

Indicators of stress and the stress response include both subjec-
tive and objective measures. Chart 6-1 lists signs and symptoms
that may be observed directly or reported by the person. They are
psychological, physiologic, or behavioral and reflect social be-
haviors and thought processes. Some of these reactions may be
coping behaviors. Over time, each person tends to develop a
characteristic pattern of behavior during stress that is a warning
that the system is out of balance.
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Laboratory measurements of indicators of stress have helped
in understanding this complex process. Among the measures,
blood and urine analyses can be used to demonstrate changes in
hormonal levels and hormonal breakdown products. Reliable
measures of stress include blood levels of catecholamines, corti-
coids, ACTH, and eosinophils. The serum creatine/creatinine
ratio and elevations of cholesterol and free fatty acids can also be
measured. Immunoglobulin assays may be determined. With
greater attention to neuroimmunology, improved laboratory
measures are likely to follow. Increases in blood pressure and
heart rate can also be measured.

In addition to using laboratory tests, researchers have devel-
oped questionnaires to identify and assess stressors, stress, and
coping strategies. Many of these are discussed in the research
monograph developed by Barnfather and Lyon (1993), which
was based on a synthesis conference held by nurse scientists on
the state of the science in stress and coping nursing research.
Some examples of the research instruments that nurses com-
monly use to measure levels of client distress and client func-
tioning can be found in a variety of research reports (Cronquist,
Wredding, Norlander, Langius, & Bjorvell, 2000; Starzonski &
Hilton, 2000). Miller and Smith (1993) provided a stress audit
and a stress profile measurement tool that is available in the pop-
ular lay literature.

NURSING IMPLICATIONS

It is important for the nurse to realize that the optimal point of
intervention to promote health is during the stage when the in-
dividual’s own compensatory processes are still functioning. Early
identification of both physiologic and psychological stressors re-
mains a major role of the nurse, and information on the interre-
lationships between physical and emotional health can be found
in research journals. The nurse should be able to relate the pre-
senting signs and symptoms of distress to the physiology they rep-
resent and identify the individual’s position on the continuum of
function, from health and compensation to pathophysiology and
disease. For example, if an anxious middle-aged woman pre-
sented for a checkup and was found to be overweight, with a
blood pressure of 130/85 mm Hg, the nurse would counsel her
with respect to diet, stress management, and activity. The nurse
would also encourage weight loss and discuss the woman’s in-
take of salt (which affects fluid balance) and caffeine (which pro-
vides a stimulant effect). The patient and the nurse would
identify both individual and environmental stressors and discuss
strategies to decrease the lifestyle stress, with the ultimate goal
being to create a healthy lifestyle and prevent hypertension and
its sequelae.

Stress at the Cellular level

Pathologic processes may occur at all levels of the biologic or-
ganism. If the cell is considered the smallest unit or subsystem
(tissues being aggregates of cells, organs aggregates of tissues, and
so forth), the processes of health and disease or adaptation and
maladaptation can all occur at the cellular level. Indeed, patho-
logic processes are often described by scientists at the subcellular
or molecular level.

The cell exists on a continuum of function and structure,
ranging from the normal cell, to the adapted cell, to the injured
or diseased cell, to the dead cell (Fig. 6-3). Changes from one
state to another may occur rapidly and may not be readily de-
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FIGURE 6-3 The cell on a continuum of function and structure. Changes
in the cell are not as easily discerned as the diagram depicts. The point at which
compensation subsides and pathophysiology begins is not clearly defined.

tectable, because each state does not have discrete boundaries,
and disease represents an extension and distortion of normal
processes. The earliest changes occur at the molecular or subcel-
lular level and are not perceptible until steady-state functions or
structures are altered. With cell injury, some changes may be re-
versible; in other instances, the injuries are lethal. For example,
tanning of the skin is an adaptive, morphologic response to expo-
sure to the rays of the sun. If the exposure is continued, however,
sunburn and injury occur, and some cells may die, as evidenced
by desquamation (“peeling”).

Different cells and tissues respond to stimuli with different
patterns and rates of response; some cells are more vulnerable to
one type of stimulus or stressor than others. The cell involved,
its ability to adapt, and its physiologic state are determinants of
the response. For example, cardiac muscle cells respond to hy-
poxia (inadequate oxygenation) more quickly than smooth mus-
cle cells do.

Other determinants of cellular response are the type or nature
of the stimulus, its duration, and its severity. For example, neu-
rons that control respiration can develop a tolerance to regular,
small amounts of a barbiturate, but one large dose may result in
respiratory depression and death.

CONTROL OF THE STEADY STATE

The concept of the cell as existing on a continuum of function
and structure includes the relationship of the cell to compen-
satory mechanisms, which occur continuously in the body to
maintain the steady state. Compensatory processes are regulated
primarily by the autonomic nervous system and the endocrine
system, with control achieved through negative feedback.

Negative Feedback

Negative feedback mechanisms throughout the body monitor
the internal environment and restore homeostasis when condi-
tions shift out of the normal range. These mechanisms work by
sensing deviations from a predetermined set point or range of
adaptability and triggering a response aimed at offsetting the
deviation. Blood pressure, acid—base balance, blood glucose
level, body temperature, and fluid and electrolyte balance are
examples of functions regulated through such compensatory
mechanisms.



Most of the human body’s control systems are integrated by
the brain and influenced by the nervous and endocrine systems.
Control activities involve detecting deviations from the predeter-
mined reference point and stimulating compensatory responses
in the muscles and glands of the body. The major organs affected
are the heart, lungs, kidneys, liver, gastrointestinal tract, and skin.
When stimulated, these organs alter their rate of activity or the
amount of secretions they produce. Because of this, they have
been called the “organs of homeostasis or adjustment.”

In addition to the responses controlled by the nervous and en-
docrine systems, local responses consisting of small feedback
loops in a group of cells or tissues are possible. The cells detect a
change in their immediate environment and initiate an action to
counteract its effect. For example, the accumulation of lactic acid
in an exercised muscle stimulates dilation of blood vessels in the
area to increase blood flow and improve the delivery of oxygen
and removal of waste products.

The net result of the activities of feedback loops is homeosta-
sis. A steady state is achieved by the continuous, variable action
of the organs involved in making the adjustments and by the con-
tinuous small exchanges of chemical substances among cells, in-
terstitial fluid, and blood. For example, an increase in the carbon
dioxide concentration of the extracellular fluid leads to increased
pulmonary ventilation, which decreases the carbon dioxide level.
On a cellular level, increased carbon dioxide raises the hydrogen
ion concentration of the blood. This is detected by chemosensi-
tive receptors in the respiratory control center of the medulla of
the brain. The chemoreceptors stimulate an increase in the rate
of discharge of the neurons that innervate the diaphragm and in-
tercostal muscles, which increases the rate of respiration. Excess
carbon dioxide is exhaled, the hydrogen ion concentration returns
to normal, and the chemically sensitive neurons are no longer
stimulated.

Table 6-2 o Cellular Adaptation to Stressors

ADAPTATION STIMULUS

o
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Positive Feedback

Another type of feedback, positive feedback, perpetuates the
chain of events set in motion by the original disturbance instead
of compensating for it. As the system becomes more unbalanced,
disorder and disintegration occur. There are some exceptions to
this; blood clotting in humans, for example, is an important pos-
itive feedback mechanism.

CELLULAR ADAPTATION

Cells are complex units that dynamically respond to the chang-
ing demands and stresses of daily life. They possess a maintenance
function and a specialized function. The maintenance function
refers to the activities that the cell must perform with respect to
itself; specialized functions are those that the cell performs in re-
lation to the tissues and organs of which it is a part. Individual
cells may cease to function without posing a threat to the organ-
ism. As the number of dead cells increases, however, the special-
ized functions of the tissues are altered and the individual’s health
is threatened.

Cells can adapt to environmental stress through structural and
functional changes. Some of these adaptations are hypertrophy,
atrophy, hyperplasia, dysplasia, and metaplasia (Table 6-2).

Hypertrophy and atrophy lead to changes in the size of cells
and hence the size of the organs they form. Compensatory hy-
pertrophy is the result of an enlarged muscle mass and commonly
occurs in skeletal and cardiac muscle that experiences a pro-
longed, increased workload. One example is the bulging muscles
of the athlete who engages in body building.

Atrophy can be the consequence of a disease or of decreased
use, decreased blood supply, loss of nerve supply, or inadequate
nutrition. Disuse of a body part is often associated with the aging

EXAMPLE

Hypertrophy—increase in cell
size leading to increase in
organ size

Atrophy—shrinkage in size of Decrease in:

cell, leading to decrease in Use
organ size Blood supply
Nutrition

Increased workload

Leg muscles of runner

Arm muscles in tennis player

Cardiac muscle in person with
hypertension

Secondary sex organs in aging
person

Extremity immobilized in plas-
ter cast

Hormonal stimulation

Innervation

Hyperplasia—increase in
number of new cells (increase
in mitosis)

Hormonal influence

Breast changes of a girl in pu-
berty or of a pregnant
woman

Regeneration of liver cells

New red blood cells in blood

loss

Dysplasia—change in the ap-
pearance of cells after they
have been subjected to
chronic irritation

Metaplasia—transformation of
one adult cell type to another
(reversible)

Reproduction of cells with re-
sulting alteration of their size

and shape

Stress applied to highly spe-
cialized cell

Alterations in epithelial cells of
the skin or the cervix, pro-
ducing irregular tissue
changes that could be the

precursors of a malignancy

Changes in epithelial cells lin-
ing bronchi in response to
smoke irritation (cells be-
come less specialized)
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process. Cell size and organ size decrease; structures principally
affected are the skeletal muscles, the secondary sex organs, the
heart, and the brain.

Hyperplasia is an increase in the number of new cells in an
organ or tissue. As cells multiply and are subjected to increased
stimulation, the tissue mass enlarges. It is a mitotic response
(a change occurring with mitosis), but it is reversible when the
stimulus is removed. This distinguishes it from neoplasia or ma-
lignant growth, which continues after the stimulus is removed.
Hyperplasia may be hormonally induced. An example is the in-
crease in the size of the thyroid gland caused by thyroid-stimulating
hormone (secreted from the pituitary gland) when a deficit in thy-
roid hormone is detected.

Dysplasia is the change in the appearance of cells after they
have been subjected to chronic irritation. Dysplastic cells have a
tendency to become malignant; dysplasia is seen commonly in
epithelial cells in the bronchi of smokers.

Metaplasia is a cell transformation in which a highly special-
ized cell changes to a less specialized cell. This serves a protective
function, because the less specialized cell is more resistant to
the stress that stimulated the change. For example, the ciliated
columnar epithelium lining the bronchi of smokers is replaced
by squamous epithelium. The squamous cells can survive; loss of
the cilia and protective mucus, however, can have damaging
consequences.

These adaptations allow the survival of the organism. They
also reflect changes in the normal cell in response to stress. If the
stress is unrelenting, the function of the adapted cell may suc-
cumb, and cell injury will occur.

CELLULAR INJURY

Injury is defined as a disorder in steady-state regulation. Any
stressor that alters the ability of the cell or system to maintain op-
timal balance of its adjustment processes will lead to injury.
Structural and functional damage then occurs, which may be re-
versible (permitting recovery) or irreversible (leading to disability
or death). Homeostatic adjustments are concerned with the small
changes within the body’s systems. With adaptive changes, com-
pensation occurs and a steady state is achieved, although it may
be at new levels. With injury, steady-state regulation is lost, and
changes in functioning ensue.

Causes of disorder and injury in the system (cell, tissue, organ,
body) may arise from the external or internal environment
(Fig. 6-4) and include hypoxia, nutritional imbalance, physical
agents, chemical agents, infectious agents, immune mecha-
nisms, genetic defects, and psychogenic factors. The most com-
mon causes are hypoxia (oxygen deficiency), chemical injury, and
infectious agents. In addition, the presence of one injury makes
the system more susceptible to another injury. For example, in-
adequate oxygenation and nutritional deficiencies make the sys-
tem vulnerable to infection. These agents act at the cellular level
by damaging or destroying

e The integrity of the cell membrane, necessary for ionic bal-
ance

e The ability of the cell to transform energy (aerobic respira-
tion, production of adenosine triphosphate)

e The ability of the cell to synthesize enzymes and other nec-
essary proteins

e The ability of the cell to grow and reproduce (genetic in-

tegrity)
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FIGURE 6-4 Influences leading to disorder may arise from the internal
environment and the external environment of the system. Excesses or deficits
of information and matter may occur, or there may be faulty regulation of
processing.

Hypoxia

Inadequate cellular oxygenation (hypoxia) interferes with the
cell’s ability to transform energy. Hypoxia may be caused by:

e A decrease in blood supply to an area

e A decrease in the oxygen-carrying capacity of the blood (de-
creased hemoglobin)

e A ventilation/perfusion or respiratory problem that reduces
the amount of oxygen available in the blood

e A problem in the cell’s enzyme system that makes it unable
to use the oxygen delivered to it

The usual cause is ischemia, or deficient blood supply. Ischemia
is commonly seen in myocardial cell injury in which arterial
blood flow is decreased because of atherosclerotic narrowing
of blood vessels. Ischemia also results from intravascular clots
(thrombi or emboli) that may form and interfere with blood sup-
ply. Thrombi and emboli are common causes of cerebrovascular
accidents (strokes). The length of time different tissues can sur-
vive without oxygen varies. For example, brain cells may succumb
in 3 to 6 minutes, depending on the situation. If the condition
leading to hypoxia is slow and progressive, collateral circulation
may develop, whereby blood is supplied by other blood vessels
in the area. However, this mechanism is not highly reliable.

Nutritional Imbalance

Nutritional imbalance refers to a relative or absolute deficiency
or excess of one or more essential nutrients. This may be mani-
fested as undernutrition (inadequate consumption of food or
calories) or overnutrition (caloric excess). Caloric excess to the
point of obesity overloads cells in the body with lipids. By re-
quiring more energy to maintain the extra tissue, obesity places a
strain on the body and has been associated with the development
of disease, especially pulmonary and cardiovascular disease.
Specific deficiencies arise when an essential nutrient is defi-
cient or when there is an imbalance of nutrients. Protein defi-
ciencies and avitaminosis (deficiency of vitamins) are typical
examples. An energy deficit leading to cell injury can occur if
there is insufficient glucose, or insufficient oxygen to transform
the glucose into energy. A lack of insulin, or the inability to use
insulin, may also prevent glucose from entering the cell from the



blood. This occurs in diabetes mellitus, a metabolic disorder that
can lead to nutritional deficiency.

Physical Agents

Physical agents, including temperature extremes, radiation, elec-
trical shock, and mechanical trauma, can cause injury to the cells
or to the entire body. The duration of exposure and the intensity
of the stressor determine the severity of damage.

EXTREMES OF HIGH TEMPERATURE

When a person’s temperature is elevated, hypermetabolism oc-
curs and the respiratory rate, heart rate, and basal metabolic rate
all increase. With fever induced by infections, the hypothalamic
thermostat may be reset at a higher temperature, then return to
normal when the fever abates. The increase in body temperature
is achieved through physiologic mechanisms. Body temperatures
greater than 41°C (106°F) suggest hyperthermia, because the
physiologic function of the thermoregulatory center breaks down
and the temperature soars. This physiologic condition occurs in
people with heat stroke. Eventually, the high temperature causes
coagulation of cell proteins, and the cells die. The body must be
cooled rapidly to prevent brain damage.

The local response to thermal or burn injury is similar. There
is an increase in metabolic activity, and, as heat increases, protein
is coagulated, enzyme systems are destroyed, and, in the extreme,
charring or carbonization occurs. Burns of the epithelium are
classified as partial-thickness burns if epithelializing elements re-
main to support healing. Full-thickness burns lack such elements
and must be grafted for healing. The amount of body surface in-
volved determines the prognosis for the patient. If the injury is
severe, the entire body system becomes involved, and hyper-
metabolism develops as a pathophysiologic response.

EXTREMES OF LOW TEMPERATURE

Extremes of low temperature, or cold, cause vasoconstriction.
Blood flow becomes sluggish and clots form, leading to ischemic
damage in the involved tissues. With still lower temperatures, ice
crystals may form, and the cells may burst.

RADIATION AND ELECTRICAL SHOCK

Radiation is used for diagnosis and treatment of diseases. Ioniz-
ing forms of radiation may cause injury by their destructive ac-
tion. Radiation decreases the protective inflammatory response of
the cell, creating a favorable environment for opportunistic in-
fections. Electrical shock produces burns as a result of the heat
generated when electrical current travels through the body. It

may also abnormally stimulate nerves, leading, for example, to
fibrillation of the heart.

MECHANICAL TRAUMA

Mechanical trauma can result in wounds that disrupt the cells and
tissues of the body. The severity of the wound, the amount of
blood loss, and the extent of nerve damage are significant factors
in the outcome.

Chemical Agents

Chemical injuries are caused by poisons, such as lye, which has a
corrosive action on epithelial tissue, or by heavy metals, such as
mercury, arsenic, and lead, each with its own specific destructive
action. Many other chemicals are toxic in specific amounts, in
certain people, and in distinctive tissues. Excessive secretion of

—
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hydrochloric acid can damage the stomach lining; large amounts
of glucose can cause osmotic shifts, affecting the fluid and elec-
trolyte balance; and too much insulin can cause subnormal levels
of glucose in the blood (hypoglycemia) and can lead to coma.
Drugs, including prescribed medications, can also cause chem-
ical poisoning. Some individuals are less tolerant of medications
than others and manifest toxic reactions at the usual or custom-
ary dosages. Aging tends to decrease tolerance to medications.
Polypharmacy (taking many medications at one time) also occurs
frequently in the aging population and is a problem because of the
unpredictable effects of the resulting medication interactions.
Alcohol (ethanol) is also a chemical irritant. In the body, al-
cohol is broken down into acetaldehyde, which has a direct toxic
effect on liver cells that leads to a variety of liver abnormalities,
including cirrhosis in susceptible individuals. Disordered liver
cell function leads to complications in other organs of the body.

Infectious Agents

Biologic agents known to cause disease in humans are viruses,
bacteria, rickettsiae, mycoplasmas, fungi, protozoa, and nema-
todes. The severity of the infectious disease depends on the num-
ber of microorganisms entering the body, their virulence, and the
host’s defenses (eg, health, age, immune defenses).

Some bacteria, such as those that cause tetanus and diphtheria,
produce exotoxins that circulate and create cell damage. Others,
such as the gram-negative bacteria, produce endotoxins when they
are killed. The tubercle bacillus induces an immune reaction.

Viruses, the smallest living organisms, survive as parasites of
the living cells they invade. Viruses infect specific cells. Through
a complex mechanism, they replicate within the cells, then invade
other cells and continue to replicate. An immune response is
mounted by the body to eliminate the viruses, and the cells har-
boring the viruses can be injured in the process. Typically, an in-
flammatory response and immune reaction are the physiologic
responses of the body to the presence of infection.

Disordered Inmune Responses

The immune system is an exceedingly complex system; its pur-
pose is to defend the body from invasion by any foreign object or
foreign cell type, such as cancerous cells. This is a steady-state
mechanism, but like other adjustment processes it can become
disordered, and cell injury will occur. The immune response de-
tects foreign bodies by distinguishing non-self substances from
self substances and destroying the non-self entities. The entrance of
an antigen (foreign substance) into the body evokes the production
of antibodies that attack and destroy the antigen (antigen—antibody
reaction).

The immune system can be hypoactive or hyperactive. When
it is hypoactive, immunodeficiency diseases occur; when it is hy-
peractive, hypersensitivity disorders arise. A disorder of the im-
mune system itself can result in damage to the body’s own tissues.
Such disorders are labeled autoimmune diseases (see Unit 11).

Genetic Disorders

Genetic defects as causes of disease and their effects on genetic
structure are of intense research interest. Many of these defects
produce mutations that have no recognizable effect, such as lack
of a single enzyme; others contribute to more obvious congen-
ital abnormalities, such as Down syndrome. As a result of the
Human Genome Project, patients can be genetically assessed for
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conditions such as sickle cell disease, cystic fibrosis, hemophilia A
and B, breast cancer, obesity, cardiovascular disease, phenylke-
tonuria, and Alzheimer’s disease. The availability of genetic
information and technology enables health care providers to per-
form screening, testing, and counseling for patients with genetic
concerns. Knowledge obtained from the Human Genome Proj-
ect has also created opportunities for assessing a person’s genetic
profile and preventing or treating disease. Diagnostic genetics and
gene therapy have the potential to identify and modify a gene
before it begins to express traits that would lead to disease or

disability.

CELLULAR RESPONSE TO INJURY:
INFLAMMATION

Cells or tissues of the body may be injured or killed by any of the
agents (physical, chemical, infectious) described earlier. When this
happens, an inflammatory response (or inflammation) naturally
occurs in the healthy tissues adjacent to the site of injury. Inflam-
mation is a defensive reaction intended to neutralize, control, or
eliminate the offending agent and to prepare the site for repair. It
is a nonspecific response (not dependent on a particular cause) that
is meant to serve a protective function. For example, inflamma-
tion may be observed at the site of a bee sting, in a sore throat, in
a surgical incision, and at a burn site. Inflammation also occurs in
cell injury events, such as strokes and myocardial infarctions.

Inflammation is not the same as infection. An infectious agent
is only one of several agents that may trigger an inflammatory re-
sponse. An infection exists when the infectious agent is living,
growing, and multiplying in the tissues and is able to overcome
the body’s normal defenses.

Regardless of the cause, a general sequence of events occurs in
the local inflammatory response. This sequence involves changes
in the microcirculation, including vasodilation, increased vascu-
lar permeability, and leukocytic cellular infiltration (Fig. 6-5). As
these changes take place, five cardinal signs of inflammation are
produced: redness, heat, swelling, pain, and loss of function.

The transient vasoconstriction that occurs immediately after
injury is followed by vasodilation and an increased rate of blood
flow through the microcirculation. Local heat and redness resul.
Next, vascular permeability increases, and plasma fluids (includ-
ing proteins and solutes) leak into the inflamed tissues, produc-
ing swelling. The pain produced is attributed to the pressure of
fluids or swelling on nerve endings, and to the irritation of nerve
endings by chemical mediators released at the site. Bradykinin is
one of the chemical mediators suspected of causing pain. Loss of
function is most likely related to the pain and swelling, but the
exact mechanism is not completely known.

As blood flow increases and fluid leaks into the surrounding
tissues, the formed elements (red blood cells, white blood cells,
and platelets) remain in the blood, causing it to become more vis-
cous. Leukocytes (white blood cells) collect in the vessels, exit,
and migrate to the site of injury to engulf offending organisms
and to remove cellular debris in a process called phagocytosis.
Fibrinogen in the leaked plasma fluid coagulates, forming fibrin
for clot formation, which serves to wall off the injured area and
prevent the spread of infection.

Chemical Mediators

Injury initiates the inflammatory response, but chemical sub-
stances released at the site induce the vascular changes. Foremost
among these chemicals are histamine and the kinins. Histamine
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FIGURE 6-5 Inflammatory response. Chemical, physical, infectious, or
other factors cause cellular injury. Vasodilation and release of chemical-
mediators, leukocytes, and proteins occur. Leukocytes remove cellular debris.
Fibrinogen and plasma coagulate to prevent spread of infection.

is present in many tissues of the body but is concentrated in the
mast cells. It is released when injury occurs and is responsible
for the early changes in vasodilation and vascular permeability.
Kinins increase vasodilation and vascular permeability; they also
attract neutrophils to the area. Prostaglandins, another group of
chemical substances, are also suspected of causing increased per-

meability.

Systemic Response to Inflammation

The inflammatory response is often confined to the site, causing
only local signs and symptoms. However, systemic responses can
also occur. Fever is the most common sign of a systemic response
to injury, and it is most likely caused by endogenous pyrogens
(internal substances that cause fever) released from neutrophils
and macrophages (specialized forms of leukocytes). These sub-
stances reset the hypothalamic thermostat, which controls body
temperature, and produce fever. Leukocytosis, an increase in the
synthesis and release of neutrophils from bone marrow, may
occur to provide the body with greater ability to fight infection.
During this process, general, nonspecific symptoms develop, in-
cluding malaise, loss of appetite, aching, and weakness.

Types of Inflammation

Inflammation is categorized primarily by its duration and the type
of exudate produced. It may be acute, subacute, or chronic. Acute
inflammation is characterized by the local vascular and exudative
changes described earlier and usually lasts less than 2 weeks. An
acute inflammatory response is immediate and serves a protective



function. After the injurious agent is removed, the inflammation
subsides and healing takes place with the return of normal or near-
normal structure and function.

Chronic inflammation develops if the injurious agent persists
and the acute response is perpetuated. Symptoms are present for
many months or years. Chronic inflammation may also begin in-
sidiously and never have an acute phase. The chronic response
does not serve a beneficial and protective function; on the con-
trary, it is debilitating and can produce long-lasting effects. As the
inflammation becomes chronic, changes occur at the site of in-
jury and the nature of the exudate becomes proliferative. A cycle
of cellular infiltration, necrosis, and fibrosis begins, with repair
and breakdown occurring simultaneously. Considerable scarring
may occur, resulting in permanent tissue damage.

Subacute inflammation falls between acute and chronic in-
flammation. It includes elements of the active exudative phase of
the acute response as well as elements of repair, as in the chronic
phase. The term subacute inflammation is not widely used.

CELLULAR HEALING

The reparative process begins at approximately the same time as
the injury and is interwoven with inflammation. Healing pro-
ceeds after the inflammatory debris has been removed. Healing
may occur by regeneration, in which gradual repair of the defect
occurs by proliferation of cells of the same type as those de-
stroyed, or by replacement, in which cells of another type, usu-
ally connective tissue, fill in the tissue defect and result in scar
formation.

Healing by Regeneration

The ability of cells to regenerate depends on whether they are la-
bile, permanent, or stable. Labile cells multiply constantly to re-
place cells worn out by normal physiologic processes; these
include epithelial cells of the skin and those lining the gastroin-
testinal tract. Permanent cells include neurons—the nerve cell
bodies, not their axons. Destruction of a neuron is a permanent
loss, but axons may regenerate. If normal activity is to return, tis-
sue regeneration must occur in a functional pattern, especially in
the growth of several axons. Stable cells have a latent ability to re-
generate. Under normal physiologic processes, they are not shed
and do not need replacement, but if they are damaged or de-
stroyed, they are able to regenerate. These include functional cells
of the kidney, liver, and pancreas.

Healing by Replacement

Depending on the extent of damage, tissue healing may occur by
primary intention or by secondary intention. In primary inten-
tion healing, the wound is clean and dry and the edges are ap-
proximated, as in a surgical wound. Little scar formation occurs,
and the wound is usually healed in a week. In secondary inten-
tion healing, the wound or defect is larger and gaping and has
necrotic or dead material. The wound fills from the bottom up-
ward with granulation tissue. The process of repair takes longer
and results in more scar formation, with loss of specialized func-
tion. People who have recovered from myocardial infarction, for
example, have abnormal electrocardiographic (ECG) tracings be-
cause the electrical signal cannot be conducted through the con-
nective tissue that has replaced the infarcted area.

The condition of the host, the environment, and the nature
and severity of the injury affect the processes of inflammation and
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repair. Any of the injuries previously discussed can lead to death
of the cell. Essentially, the cell membrane becomes impaired, re-
sulting in a nonrestricted flow of ions. Sodium and calcium enter
the cell, followed by water, which leads to edema, and energy
transformation ceases. Nerve impulses are no longer transmitted;
muscles no longer contract. As the cells rupture, lysosomal en-
zymes that destroy tissues escape, and cell death and necrosis
occur.

NURSING IMPLICATIONS

In the assessment of the person who seeks health care, both ob-
jective signs and subjective symptoms are the primary indicators
of the physiologic processes that are occurring. The following
questions are addressed during the assessment:

e Are the heart rate, respiratory rate, and temperature normal?
e What emotional distress may be contributing to the pa-
tient’s health problems?

Are there other indicators of steady-state deviation?

What is the person’s blood pressure, height, and weight?
Are there any problems in movement or sensation?

Does the person demonstrate any problems with affect, be-
havior, speech, cognitive ability, orientation, or memory?
e Are there obvious impairments, lesions, or deformities?

Further signs of change are indicated in diagnostic studies
such as computed tomography (CT), magnetic resonance imaging
(MRI), and positron emission tomography (PET). Objective evi-
dence can also be obtained from laboratory data, including elec-
trolytes, blood urea nitrogen (BUN), blood glucose, and urinalysis.

In making a nursing diagnosis, the nurse must relate the symp-
toms or complaints expressed by the patient to the physical signs
that are present. Management of specific biologic disorders is dis-
cussed in subsequent chapters; however, the nurse can assist any
patient to respond to stress-inducing biologic or psychological
disorders with stress-management interventions.

Stress or the potential for stress is ubiquitous; that is, it is every-
where and anywhere at once. Anxiety, frustration, anger, and feel-
ings of inadequacy, helplessness, or powerlessness are emotions
often associated with stress. In the presence of these emotions, the
customary activities of daily living may be disrupted; for example,
a sleep disturbance may be present, eating and activity patterns
may be altered, and family processes or role performance may be
disrupted.

Many nursing diagnoses are possible for patients suffering from
stress. One nursing diagnosis related to stress is Anxiety, which is
defined as a vague, uneasy feeling, the source of which may be
nonspecific or not known to the person. Stress may also be man-
ifested as ineffective coping patterns, impaired thought processes,
or disrupted relationships. These human responses are reflected in
the nursing diagnoses of Impaired adjustment, Ineffective coping,
Defensive coping, and Ineffective denial, all of which indicate
poor adaptive responses. Other possible nursing diagnoses include
Social isolation, Risk for impaired parenting, Spiritual distress,
Readiness for family coping, Decisional conflict, Situational low
self-esteem, and Powerlessness, among others. Because human re-
sponses to stress are varied, as are the sources of stress, arriving at
an accurate diagnosis allows interventions and goals to be more
specific and leads to improved outcomes.
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Stress management is directed toward reducing and control-
ling stress and improving coping. Nurses might use these meth-
ods not only with their patients but also in their own lives. The
need to prevent illness, improve the quality of life, and decrease
the cost of health care makes efforts to promote health essential,
and stress control is a significant health-promotion goal. Stress-
reduction methods and coping enhancements can derive from
either internal or external sources. For example, adopting healthy
eating habits and practicing relaxation techniques are internal re-
sources that help to reduce stress; developing a broad social net-
work is an external resource that helps reduce stress. Goods and
services that can be purchased are also external resources for stress
management, and it is much easier for individuals with adequate
financial resources to cope with constraints in the environment,
because their sense of vulnerability to threat is decreased.

PROMOTING A HEALTHY LIFESTYLE

An individual’s personal resources that aid in coping include
health and energy. A health-promoting lifestyle provides these re-
sources and buffers or cushions the impact of stressors. Lifestyles
or habits that contribute to the risk of illness can be identified
through a health risk appraisal.

A health risk appraisal is an assessment method that is de-
signed to promote health by examining an individual’s personal
habits and recommending changes when a health risk is identi-
fied. Health risk questionnaires estimate the likelihood that a per-
son with a given set of characteristics will become ill. It is hoped
that if people are provided with this information, they will alter
their activities (eg, stop smoking, have periodic screening exami-
nations) to improve their health. Questionnaires typically address
the following information:

1. Demographic data: age, sex, race, ethnic background
2. Personal and family history of diseases and health problems
3. Lifestyle choices
a. Eating, sleeping, exercise, smoking, drinking, sexual ac-
tivity, and driving habits
b. Stressors at home and on the job
c. Role relationships and associated stressors
4. Physical measurements
a. Blood pressure
b. Height, weight
c. Laboratory analyses of blood and urine
5. Participation in high-risk behaviors

The personal information is compared with average popula-
tion risk data, and the risk factors are identified and weighted.
From this analysis, the person’s risks and major health hazards are
identified. Further comparisons with population data can esti-
mate how many years will be added to the person’s life span if the
suggested changes are made. However, research so far has not
demonstrated that providing people with such information en-
sures that they will change their habits. The single most impor-
tant factor for determining health status is social class, and within
a social class the research suggests that the major factor influenc-

ing health is level of education (Mickler, 1997).

ENHANCING COPING STRATEGIES
McCloskey and Bulechek (1999) identified “coping enhance-

ment” as a nursing intervention and defined it as “assisting a pa-
tient to adapt to perceived stressors, changes, or threats that
interfere with meeting life demands and roles” (Chart 6-2). The
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nurse can build on the patient’s existing coping strategies, as iden-
tified in the health appraisal, or teach new strategies for coping if
necessary.

The five predominant ways of coping with illness identified in
a review of 57 nursing research studies were as follows (Jalowiec,

1993):

e Trying to be optimistic about the outcome

¢ Using social support

e Using spiritual resources

e Trying to maintain control either over the situation or over
feelings

¢ Trying to accept the situation

Other ways of coping included seeking information, repriori-
tizing needs and roles, lowering expectations, making compro-
mises, comparing oneself to others, planning activities to conserve
energy, taking things one step at a time, listening to one’s body,
and using self-talk for encouragement.

The nurse can implement the coping enhancement interven-
tions and explore methods for improving the patient’s coping
abilities.

TEACHING RELAXATION TECHNIQUES

Relaxation techniques are a major method used to relieve stress.
Commonly used techniques include progressive muscle relax-
ation, the Benson Relaxation Response, and relaxation with
guided imagery. The goal of relaxation training is to produce a
response that counters the stress response. When this goal is
achieved, the action of the hypothalamus adjusts and decreases
the activity of the sympathetic and parasympathetic nervous sys-
tems. The sequence of physiologic effects and their signs and
symptoms are interrupted, and psychological stress is reduced.
This is a learned response and requires practice to achieve.

The different relaxation techniques share four similar ele-
ments: (1) a quiet environment, (2) a comfortable position, (3) a
passive attitude, and (4) a mental device (something on which to
focus the attention, such as a word, phrase, or sound).

Progressive Muscle Relaxation

Progressive muscle relaxation involves tensing and releasing the
muscles of the body in sequence and sensing the difference in feel-
ing. It is best if the person lies on a soft cushion on the floor, in a
quiet room, breathing easily. Someone usually reads the instruc-
tions in a low tone and with a slow and relaxed manner, or a tape
of the instructions may be played. The person tenses the muscles
in the whole body (one muscle group at a time), holds, senses the
tension, and then relaxes. As each muscle group is tensed, the per-
son keeps the rest of the body relaxed. Each time the focus is on
feeling the tension and relaxation. When the exercise is com-
pleted, the whole body should be relaxed (Benson, 1993; Benson
& Stark, 1996).

Benson’s Relaxation Response
Benson (1993) describes the following steps of the Benson Re-

laxation Response:

1. Pick a brief phrase or word that reflects your basic belief
system.

2. Choose a comfortable position.

3. Close your eyes.

4

. Relax your muscles.



5. Become aware of your breathing, and start using your se-
lected focus word.

6. Maintain a passive attitude.

7. Continue for a set period of time.

8. Practice the technique twice daily.

This response combines meditation with relaxation. Along
with the repeated word or phrase, a passive attitude is essential. If
other thoughts or distractions (noises, the pain of an ailment)
occur, Benson recommends not fighting the distraction but sim-
ply continuing to repeat the focus phrase. The time of day is not
important, but the exercise works best on an empty stomach.

Relaxation With Guided Imagery

Simple guided imagery is the “purposeful use of imagination to
achieve relaxation or direct attention away from undesirable sen-
sations” (McCloskey & Bulechek, 1999, p. 506). The nurse helps
the person select a pleasant scene or experience, such as watching
the ocean or dabbling the feet in a cool stream. This image serves
as the mental device in this technique. As the person sits com-
fortably and quietly, the nurse guides the individual to review the
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scene, trying to feel and relive the imagery with all of the senses.
A tape recording may be made of the description of the image, or
commercial tape recordings for guided imagery and relaxation
can be used.

Other relaxation techniques include meditation, breathing
techniques, massage, Reiki, music therapy, biofeedback, and the
use of humor.

EDUCATING

Two commonly prescribed nursing educational interventions—
providing sensory information and providing procedural infor-
mation (eg, preoperative teaching)—have the goal of reducing
stress and improving the patient’s coping ability. This prepara-
tory education includes giving structured content, such as a les-
son in childbirth preparation to expectant parents, a review of
cardiovascular anatomy to the cardiac patient, or a description of
sensations the patient will experience during cardiac catheteriza-
tion. These techniques may alter the person—environment rela-
tionship such that something that might have been viewed as
harmful or a threat will now be perceived more positively. Giv-
ing patients information also reduces the emotional response so
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that they can concentrate and solve problems more effectively
(Calvin & Lane, 1999; Millo & Sullivan, 2000).

ENHANCING SOCIAL SUPPORT

The nature of social support and its influence on coping have
been studied extensively; social support has been demonstrated
to be an effective moderator of life stress. Social support has been
found to provide the individual with several different types of
emotional information (Heitzman & Kaplan, 1988; Wineman,
1990). The first type of information leads people to believe that
they are cared for and loved. This emotional support appears
most often in a relationship between two people in which mutual
trust and attachment are expressed by helping one another meet
their emotional needs. The second type of information leads peo-
ple to believe that they are esteemed and valued. This is most
effective when there is recognition that demonstrates the indi-
vidual’s favorable position in the group. It elevates the person’s
sense of self-worth and is called esteem support. The third type
of information leads people to believe that they belong to a net-
work of communication and mutual obligation. Members of this
network share information and make goods and services available
to the members on demand.

Social support also facilitates an individual’s coping behaviors;
this depends, however, on the nature of the social support. Peo-
ple can have extensive relationships and interact frequently, but
the necessary support comes only when there is a deep level of in-
volvement and concern, not when people merely touch the sur-
face of each other’s lives. The critical qualities within a social
network are the exchange of intimate communications and the
presence of solidarity and trust.

Emotional support from family and significant others pro-
vides a person with love and a sense of sharing the burden. The
emotions that accompany stress are unpleasant and often increase
in a spiraling fashion if relief is not provided. Being able to talk
with someone and express feelings openly may help the person to
gain mastery of the situation. Nurses can provide this support;
however, it is important to identify the person’s social support
system and encourage its use. People who are loners, who are iso-
lated, or who withdraw in times of stress have a high risk of cop-
ing failure.

Because anxiety can also distort a person’s ability to process in-
formation, it helps to seek information and advice from others
who can assist with analyzing the threat and developing a strat-
egy to manage it. Again, this use of others helps the person to
maintain mastery of a situation and to retain self-esteem.

Thus, social networks assist with management of stress by pro-
viding the individual with

e A positive social identity

Emotional support

Material aid and tangible services

Access to information

Access to new social contacts and new social roles

RECOMMENDING SUPPORT
AND THERAPY GROUPS

Support groups exist especially for people in similar stressful sit-
uations. Groups have been formed by parents of children with
leukemia, people with ostomies, mastectomy patients, and those
with other kinds of cancer or other serious diseases, chronic ill-
nesses, and disabilities. There are groups for single parents, sub-
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stance abusers and their family members, and victims of child
abuse. Professional, civic, and religious support groups are active
in many communities. There are also encounter groups, as-
sertiveness training programs, and consciousness-raising groups
to help people modify their usual behaviors in their transactions
with their environment. Being a member of a group with similar
problems or goals has a releasing effect on a person that promotes
freedom of expression and exchange of ideas.

As previously noted, a person’s psychological and biologic
health, internal and external sources of stress management, and
relationships with the environment are predictors of health out-
comes. These factors are directly related to the health patterns of
the individual. The nurse has a significant role and responsibility
in identifying the health patterns of the person receiving care. If
those patterns are not achieving physiologic, psychological, and
social balance, the nurse is obligated, with the assistance and
agreement of the patient, to seek ways to promote balance.

Although this chapter has presented some physiologic mech-
anisms and perspectives on health and disease, the way that one
copes with stress, the way one relates to others, and the values and
goals held are also interwoven into those physiologic patterns. To
evaluate a patient’s health patterns and to intervene if a problem
exists requires a total assessment of the person. Specific problems
and their nursing management are addressed in greater depth in
other chapters.

7. Think about a patient who has survived a major motor
vehicle crash and is hospitalized for severe burns, a frac-
tured hip, and multiple lacerations and abrasions. Identify
the actual and potential physical, physiological, and
psychosocial stressors evident from this person’s trauma.
Determine nursing strategies to reduce or alleviate these
Stressors.

2. A 50-year-old woman is diagnosed with osteoporosis
after sustaining a rib fracture. The nurse is evaluating the
coping style of the woman. What indications would the
nurse note in her interactions and follow-up care for this
patient that demonstrate that the woman uses problem-
focused coping and emotion-focused coping?

3. Select a patient to whom you are assigned who has an
acute illness or injury. Describe the manner in which home-
ostasis has been maintained or disrupted and the compen-
satory mechanisms that are evident. How does the patient’s
medical treatment support the compensatory mechanisms?
How do you determine the nursing interventions that are
appropriate for promoting the healing process?

4. A family composed of two parents, two adolescent male
sons, and the maternal grandfather explore with the nurse
their health promotion needs. The family’s health history
reveals that the mother has adult-onset diabetes; the father
has coronary artery disease; the sons are somewhat over-
weight; and the grandfather has mild congestive heart fail-
ure. The family has ample resources for making changes in
their lifestyle. What interventions would the nurse initiate
to promote a healthier lifestyle for this family?
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3. Identify variables that influence the ability to cope with stress and
that are antecedents to emotional disorders.

7. Explain the concepts of anxiety, posttraumatic stress disorder, de-
pression, loss, and grief.

5. Describe a framework for understanding death and dying.

6. Assess the impact of illness on the patient’s family and on family
functioning.

7. Determine the role of the nurse in identifying substance abuse
problems and in assisting the family to cope.

8. Explore the concept of spirituality and address the spiritual needs
of patients.

9. Identify nursing actions that promote effective coping for both the
patient and the family.
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Men people experience threats to their health, they seek out
various care providers for the purpose of maintaining or restor-
ing health. In recent years, both the patient and the family have
become more involved participants in health care and health pro-
motion activities. At the same time, greater numbers of con-
sumers and practitioners have recognized the interconnectedness
of mind, body, and spirit in sustaining well-being and overcom-
ing or coping with illness. This holistic approach to health and
wellness and the increased consumer involvement reflect a re-
newed emphasis on the concepts of choice, healing, and patient—
practitioner partnerships. The holistic perspective focuses not
only on promoting well-being but also on understanding how
one’s emotional state contributes to health and illness. By using
this knowledge, people are better able to prevent the reoccurrence
or exacerbation of problems and to develop strategies to improve
their future health status.

Since the 1980s, holistic therapies have more frequently accom-
panied traditional health care. A survey on the use of holistic
health practices reported that about 34% of the 1539 respon-
dents in a national random sample of adults older than 18 years
of age (732 women and 807 men) had consulted with at least one
holistic health care practitioner within the past year. The study
further noted that although many of the people were also seeing
a traditional health care provider, 72% did not inform the physi-
cian that they were obtaining holistic treatment (Eisenberg, et al.,
1993). Several additional research studies (Sparber, et al., 2000;
Wynia, Eisenberg, & Wilson, 1999) support the original work of
Eisenberg’s group indicating that adult clients, even clients par-
ticipating in clinical research trials, frequently use complemen-
tary therapies to assist them in coping with their illnesses and
treatments. The need to discuss the use of these adjunct therapies
with clients in all settings is imperative. During their clinical as-
sessments, nurses must obtain information about the client’s use
of complementary therapies. Some of the most commonly used
complementary therapies are listed in Chart 7-1.

For some people, the holistic approach is viewed as a way to cap-
italize on personal strengths and recultivate the values and beliefs
about health that were common before the age of technological in-
novations and the sophistication of biomedical science. A lack of
focus on the individual patient, the family, and the environment by
some health care providers has created feelings of disillusionment
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Common Complementary

and Alternative Therapies

e Alternative medical systems including acupuncture, Ayurveda,
homeopathic medicine, and naturopathic medicine

¢ Mind-body interventions including meditation, certain uses of
hypnosis, dance, music, art therapy and prayer

e Biologically based therapies including herbal, special dietary,
orthomolecular, and individual biological therapies

¢ Manipulative and body-based methods including chiropractic
and osteopathy

e Energy therapies including Qi gong, Reiki, and therapeutic touch

Reprinted with permission from Dossey, B. M., Guzzetta, C., & Keegan, L.
(2002). Holistic nursing: A handbook for practice. Gaithersburg, MD: Aspen

Publications.

and depersonalization in many patients. The cost of illness, espe-
clally chronic illness care, continues to escalate and accounts for an
increasing percentage of health care dollars. At the same time, pa-
tient satisfaction with the health care received has decreased.

Active participation of the patient and family in promoting
health supports the self-care model historically embraced by the
nursing profession. This model is congruent with the philosophy
that seeks to balance and integrate the use of crisis medicine and
advanced technology with the influence of the mind and spirit on
healing. A holistic approach to health reconnects the traditionally
separate approaches to mind and body. Factors such as the physi-
cal environment, economic conditions, sociocultural issues, emo-
tional state, interpersonal relationships, and support systems
can work together or alone to influence health. The connections
among physical health, emotional health, and spiritual well-being
must be understood and considered when providing health care.
It is the nurse’s conceptual integration of the physiologic health
condition with the emotional and social context, along with the
tasks and developments of the patient’s life stage, that allows for
the development of a holistic plan of nursing care.

Research on brain structure and function, neurochemical mes-
senger systems (neurotransmitters), and brain-body connections
suggests fundamental, delicate, two-way relationships between
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anxiety: an emotional state characterized by
feelings of apprehension, discomfort, rest-
lessness, or worry

bereavement: feclings, thoughts, and
responses that occur after a loss

complementary therapies: used as an ad-
junct to traditional health modalities; they
typically influence the effects of stress,
anxiety, depression, and other physical
and emotional states

depression: state in which a person feels sad,
distressed, and hopeless, with little to no
energy for normal activities

faith: belief and trust in a God or higher
power

family: a group whose members are related
by reciprocal caring, mutual responsibili-
ties, and loyalties

grief: a universal response to any/loss

holistic health: promotion of the total
health of mind, body, and spirit

homeopathic medicine: a system of medi-
cine that promotes healing of the whole
person by/stimulating the natural healing
processes within the person

mental disorder: a state in which a person
has deficits in functioning, has a distorted
sense of self or the world, is unable to sus-
tain relationships, or cannot handle stress
or conflict effectively

mental health: a state in which a person! can!
meet basic|needs, assume responsibilitics,
sustain relationships, resolve conflicts, and
grow throughout life

posttraumatic stress disorder (PTSD): the
development of severe anxiety-type symp-
toms after the experience of a traumatic
life event

substance abuse: a maladaptive pattern of
drug use that causes physical and emor
tional harm jwith the potential for distup-
tion of daily life
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the brain’s environment and mood, behavior, and resistance to
disease (Cohen & Herbert, 1996). One focus of brain research
has been to identify and integrate traditional medical and psy-
chiatric knowledge with new psychobiologic and psychoneu-
roimmunologic data. Researchers in the field of psychobiology
study the biologic basis of mental disturbances and have estab-
lished some relationships between mental disorders and changes
in the structure and function of the brain. Researchers in the field
of psychoneuroimmunology study the connections between the
emotions, the central nervous system, the neuroendocrine sys-
tem, and the immune system and have established compelling
evidence that psychosocial variables can affect the functioning
of the immune system.

As this neuroscientific research continues, data about neuro-
transmitters and the functioning of the brain will augment exist-
ing understanding of emotions, intelligence, memory, and many
aspects of general body functioning. In the future, an accepted
definition of mental illness may well include biologic informa-
tion. By enhancing the biologic knowledge base about the brain
and nervous system, scientists establish the foundation for break-
throughs in the treatment of both symptoms and illnesses.

These findings suggest that the health care community ought
to place as much emphasis on emotional health as it places on
physiologic health and ought to recognize how biologic, emo-
tional, and societal problems combine to affect individual pa-
tients, families, and communities. Some problems that nurses
and other health care providers must address include substance
abuse, homelessness, family violence, eating disorders, trauma,
and chronic mental health conditions such as anxiety and de-
pression. To focus attention on these and other mental health
problems, the U.S. Department of Health and Human Services
initiated a mental health agenda for the nation in the document
entitled Healthy People 2010 (U.S. Public Health Service, 2000).
The objectives identified are summarized in Chart 7-2. Nurses in
all settings encounter patients with mental health problems and
have an integral role in helping to achieve the national goals
by recognizing and treating emotional distress and promoting
emotional health.

—

The concept of emotional health encompasses a person’s ability
to function as comfortably and productively as possible. Typi-
cally, people who are mentally healthy are satisfied with them-
selves and their life situations. In the usual course of living,
emotionally healthy people focus on activities geared to meet
their needs and attempt to accomplish personal goals while con-
currently managing everyday challenges and problems. Often,
people must work hard to balance their feelings, thoughts, and
behaviors to alleviate emotional distress, and much energy is used
to change, adapt, or manage the obstacles inherent in daily living.
A mentally healthy person accepts reality and has a positive sense
of self. Emotional health is also manifested by having moral and
humanistic values and beliefs, having satisfying interpersonal re-
lationships, doing productive work, and maintaining a realistic
sense of hope (Chart 7-3).

When people have unmet emotional needs or distress, they ex-
perience an overall feeling of unhappiness. As tension escalates,
security and survival are threatened. How different people re-
spond to these troublesome situations reflects their level of cop-
ing and maturity. Emotionally healthy people endeavor to meet
the demands of distressing situations while still facing the typical
issues that emerge in their lives. The ways in which people re-
spond to uncomfortable stimuli reflect their exposure to various
biologic, emotional, and sociocultural experiences.

When stress interferes with a person’s ability to function com-
fortably and inhibits the effective management of personal needs,
that person is at risk for emotional problems. The use of ineffective
and unhealthy methods of coping is manifested by dysfunctional
behaviors, thoughts, and feelings. These behaviors are aimed at
relieving the overwhelming stress, even though they may cause
further problems.

Coping ability is strongly influenced by biologic or genetic fac-
tors, physical and emotional growth and development, family and
childhood experiences, and learning. Typically, a person reverts to
the strategies observed early in life that were used by family

¢ Reduce the proportion of children and adolescents with disabili-
ties who are reported to be sad, unhappy, or depressed.

¢ Reduce the proportion of adults with disabilities who report feel-
ings such as sadness, unhappiness, or depression that prevent
them from being active

e Increase the proportion of adults with disabilities reporting suffi-
cient emotional support.

¢ Increase the proportion of adults with disabilities reporting satis-
faction with life.

¢ Reduce the suicide rate.

¢ Reduce the rate of suicide attempts by adolescents.

¢ Reduce the proportion of homeless adults who have serious men-
tal illness.

¢ Increase the proportion of persons with serious mental illness
who are employed.

¢ Reduce the relapse rates for persons with eating disorders includ-
ing anorexia nervosa and bulimia nervosa.

ernment Printing Office.

U.S. Public Health Service. (2000). Healthy people 2010: Understanding and improving health. Washington, DC: U.S. Gov-

e Increase the number of persons in primary care who receive men-
tal health screening and assessment.

e Increase the proportion of children with mental health problems
who receive treatment.

e Increase the proportion of juvenile justice facilities that screen ad-
missions for mental health problems.

e Increase the proportion of adults with mental disorders who re-
ceive treatment.

e Increase the proportion of persons with co-occurring substance
abuse and mental disorders who receive treatment for both
disorders.

¢ Increase the number of states and the District of Columbia that
track consumer satisfaction with the mental health services they
receive.

e Increase the number of states, territories, and the District of Co-
lumbia with an operational mental health plan that addresses cul-
tural competence.
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Characteristics Associated With Mental Health

Positive sense of self

Satisfying interpersonal relationships

Wide range of appropriate emotions

Love and care for self and others

Realistic and responsible behavior

Effective coping skills

Ability to negotiate and resolve conflict

Cooperative and interdependent in working with others
Engagement in rewarding, productive work

Adaptable to the daily challenges of life

Finds meaning and purpose in life

Has hopes and dreams

Knowledge of personal strengths and areas needing improvement
Sense of humor

Respect for the rights and differences of others

members, caregivers, and others to solve conflict. If these strate-
gies were not adaptive, the person exhibits a range of painful and
nonproductive behaviors. Dysfunctional behavior in one person
not only seriously affects that person’s emotional health but can
also put others at risk for injury or death. As these destructive be-
haviors are repeated, a cyclic pattern becomes evident: impaired
thinking, negative feelings, and more dysfunctional actions that
prevent the person from meeting the demands of daily living
(Chart 7-4).

No universally accepted definition of what constitutes an
emotional disorder exists. But many views and theories share in
common the idea that a number of variables can interfere with
emotional growth and development and impede successful adap-
tation to the environment. Most clinicians have adopted the state-
ment from the American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV TR), which de-
fines the term mental disorder as a group of behavioral or psycho-
logical symptoms or a pattern that manifests itself in significant
distress, impaired functioning, or accentuated risk of enduring se-
vere suffering or possible death (American Psychiatric Association,
2000, p. xxi). Risk factors for mental health problems are listed in
Chart 7-5.

Characteristics Associated

=== With Mental Disorders

Severe anxiety

Severe depression

Ineffective coping mechanisms

Extreme feelings of helplessness or powerlessness
Maladaptive ways of dealing with stress

Uncomfortable with self and others

Lack of pleasure from living

Extreme negative thoughts, feelings, and behaviors
Disorganized or disturbed thoughts

Inability to accept reality

Personality traits that contribute to dysfunctional behaviors
Desire to hurt self or others

History of traumatic experience

Inability to satisfy basic needs

Lack of a support system

Physiologic problems resulting from severe, unrelenting stress
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Risk Factors for Mental Health Problems

A

Risk Factors That Cannot Be Changed
Age

Gender

Genetic background

Family history

Risk Factors That Can Be Changed
Marital status

Family environment

Housing problems

Poverty or economic difficulties

Physical health

Nutritional status

Stress level

Social environment and activities
Exposure to trauma

Alcohol and drug use

Environmental toxins or other pollutants
Availability, accessibility, and cost of health services

- S

Patients seen in medical-surgical settings often struggle with
psychosocial issues of anxiety, depression, loss, and grief. Abuse,
addiction, chemical dependency, body image disturbances, and
eating disorders are a few examples of health situations that require
extensive physical and emotional care to restore optimal func-
tioning. The dual challenge for the health team is to understand
how the patient’s emotions influence current physiologic condi-
tions and to identify the best care for the patient experiencing un-
derlying emotional and spiritual distress.

The family plays a central role in the life of the patient and is a
major part of the context of the patient’s life. It is within families
that people grow, are nurtured, attain a sense of self, cultivate be-
liefs and values about life, and progress through life’s develop-
mental stages (Chart 7-6). The family is also the first source for
socialization and teaching about health and illness. The family
prepares the person with strategies for balancing closeness with
separateness and togetherness with individuality. A major role
of the family is to provide physical and emotional resources to
maintain health and a system of support in times of crises, such
as in periods of illness. Educating families has been shown to add
to their resiliency, adaptation, and adjustment to life stressors
(Friedman, 1998).

When a family member becomes ill, all members of the fam-
ily are affected. Depending on the nature of the health problem,
family members may need to make several adaptations to their
existing lifestyles or even restructure their lifestyles.

Health problems often have an impact on the family’s abil-
ity to function. Five family functions described by Wright and
Leahey (2000) are viewed as essential to the individual’s and fam-
ily’s growth. The first function, management, involves the use of
power, decision making about resources, establishment of rules,
provision of finances, and future planning—responsibilities as-
sumed by the adults of the family. The second function, bound-
ary setting, makes clear distinctions between the generations and
the roles of adults and children within the family structure. Com-
munication is the third function that is important to individual
and family growth; healthy families have a full range of clear, di-
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Adult Developmental Tasks

Developmental stage and associated tasks can have an impact on
how individuals cope with illness.

Young Adult

Establish independence
Establish lifestyle

Develop career

Develop intimate relationships
Marry and start a family

Middle Adult

Establish financial security

Prepare for retirement

Launch children

Refocus on marital relationship

Support growing children and aging parents

Older Adult

Adapt to retirement and alteration in role
Adapt to declining physical stamina
Review life’s accomplishments

Prepare for death

rect, and meaningful communication among their members. The
fourth function is education and support. Education involves
modeling skills for living a physically, emotionally, and socially
healthy life; support is manifested by actions that tell family
members they are cared about and loved. Family support pro-
motes health and is seen as a critical factor in coping with crises
and illness situations. The final function is socialization. Families
transmit culture and the acceptable behaviors needed to perform
adequately in the home and in the world.

NURSING IMPLICATIONS

There are many degrees of family functioning. The nurse assesses
family functioning to determine how the family will cope with
the impact of the health condition. If the family is chaotic or dis-
organized, promoting coping skills becomes a priority in the plan
of care. The family with preexisting problems may require addi-
tional assistance before participating fully in the current health
situation. In performing a family assessment, the nurse must eval-
uate the present family structure and function. Areas of appraisal
include demographic data, developmental information (keeping
in mind that family members can be in several different develop-
mental stages simultaneously), family structure, family function-
ing, and coping abilities. The role that the environment plays in
family health is also assessed.

Interventions with family members are based on strengthening
coping skills through direct care, communication skills, and edu-
cation. Healthy family communication has a strong influence on
the quality of family life and can help the family to make appro-
priate choices, consider alternative strategies, or persevere through
complex circumstances. Within a family system, for example, the
identified patient may be undergoing extensive surgery for cancer
while the partner has cardiac disease, the adolescent has type 1
diabetes, and the child has a fractured arm. In this situation, there
are multiple health concerns along with competing developmen-
tal tasks and needs. Despite the obvious concerns of the family
members, both individually and collectively, a crisis may or may
not be present. This family may be coping effectively; alternatively,
the family may be in crisis or may manifest a chronic inability to

W

handle the situation. The health team conducts a careful and com-
prehensive family assessment, develops interventions tailored to
handle the stressors, implements the specified treatment protocols,
and facilitates the construction of social support systems.

The use of existing family strengths, resources, and education
is augmented by therapeutic family interventions. The nurse’s
primary goals are to maintain and improve the patient’s present
level of health and to prevent physical and emotional deteriora-
tion. Next, the nurse intervenes in the cycle that the illness cre-
ates: patient illness, stress for other family members, generation
of potential for illness in other family members, and additional
stress for the patient.

Helping the family members handle the myriad stressors that
bombard them daily involves working with family members to
develop coping skills. In a 1994 study, Burr and associates iden-
tified seven traits that enhance coping of family members under
stress. Communication skills and spirituality were the most use-
ful traits. Cognitive abilities, emotional strengths, relationship ca-
pabilities, willingness to use community resources, and individual
strengths and talents were also associated with effective coping.
As nurses work with families, they must not underestimate the
impact that their therapeutic interactions, educational informa-
tion, positive role modeling, provision of direct care, and correc-
tive teaching have on promoting health.

Without the active support of the family members and the
health team, the potential for using maladaptive coping mecha-
nisms increases. Often, denial and blaming of individuals occur.
Sometimes, physiologic illness, emotional withdrawal, and physical
distancing are the results of severe family conflict, violent behaviors,
oraddiction to drugs and alcohol. Substance abuse is sometimes the
outcome for family members who view their ability to cope or solve
problems as impossible. Often, people engage in these dysfunc-
tional behaviors when faced with difficult or problematic situations.

Anxiety

All people experience some degree of anxiety (a tense emotional
state) as they face new, challenging, or threatening life situations.
In clinical settings, fear of the unknown, unexpected news about
one’s health, and any impairment of bodily functions engenders
anxiety. Although a mild level of anxiety can mobilize people to
take a position, act on the task that needs to be done, or learn to
alter lifestyle habits, a more severe level can be almost paralyzing.
Anxiety that escalates to a near panic state can be incapacitating.
When patients receive unwelcome news about results of diagnostic
studies, they are sure to experience anxiety. Different patients man-
ifest the physiologic, emotional, and behavioral signs and symptoms
of anxiety in various ways (Nursing Research Profile 7-1).

NURSING IMPLICATIONS

Early clinical observations of guilt or anxiety are an essential
component of nursing care (Chart 7-7). A high level of anxiety in
a patient will probably exacerbate physiologic distress. For exam-
ple, a postoperative patient who is in pain may discover that anx-
iety intensifies the sensation of pain. A patient newly diagnosed
with type 1 diabetes mellitus may be worried and fearful and
therefore unable to focus on or complete essential self-care activ-
ities. The possibility of developing somatic symptoms is high in
any patient who is experiencing moderate to severe anxiety.

The DSM-IV TR (2000) lists general medical conditions that
cause anxiety. They include endocrine diseases, such as hypo-
thyroidism, hyperthyroidism, hypoglycemia, and hyperadrenocor-
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Dropkin, M. J. (2001). Anxiety, coping strategies, and coping behaviors
in patients undergoing head and neck cancer surgery. Cancer Nursing,
24(2), 143-148.

NURSING RESEARCH PROFILE 7-1

Amxiety and Copinﬁ Behaviors

Purpose

This research study described the relationships between preopera-
tive anxiety and the use of coping strategies, and between post-
operative self-care and resocialization behaviors, in patients who
have facial disfigurement or dysfunction as a result of head and neck
cancer surgery.

Study Sample and Design

The sample for this descriptive correlational study consisted of
75 participants (53 men and 22 women) who were about to sustain
facial disfigurement and dysfunction as an outcome of head and
neck surgery. Subjects were requested to complete the State Trait
Anxiety Inventory and the Ways of Coping Questionnaire before
their surgery and the Coping Behaviors Score and the Disfigure-
ment/Dysfunction Scale afterward.

Findings

The results of the study revealed no significant correlations between
preoperative anxiety and the percentage of problem-focused cop-
ing strategies used to handle disfiguring surgery. A high level of anx-
iety was present, which was equivalent to the anxiety of people
admitted to a psychiatric treatment center for an acute anxiety re-
action. Although there was low use of problem-focused coping
strategies before the surgery, postoperative coping behaviors oc-
curred early in the recovery period. Scores indicated that severe
functional impairment was present immediately after surgery. The
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Chart 7-7 ¢« ASSESSMENT

Poor concentration

Assessing Signs and Symptoms of Anxiety

Physiologic Symptoms Frustration
Appetite change Depression
Headaches Crying periods
Muscle tension Irritability
Fatigue or lethargy Worrying
Weight change Feeling discouraged
Cold and flu symptoms Nervous laughter
Digestive upsets Relational Symptoms
Grinding teeth lealkifom
Palpitations Intolerance
Hypertension Resentment
Restlessness Loneliness
Difficulty sleeping Lashing out
Skin irritations “Clamming up”
Injury prone Nagging
Increased use of any alcohol Distrust

or drugs Few friends
Emotional Symptoms No intimacy
Forgetfulness Using people
Low productivity Spiritual Symptoms
Feeling dull Emptiness

Loss of meaning

anxiety scores for these patients decreased over time, but there was
no significant correlation between disfigurement/dysfunction and
anxiety. The level of anxiety was negatively correlated with self-care
after surgery on the fourth and fifth postoperative days. These find-
ings indicate that anxiety is decreased by the performance of self-
care behaviors in the early postoperative period.

Nursing Implications

For the nurse caring for a postoperative patient who is undergoing
head and neck surgery, it is important to recognize that early par-
ticipation in self-care behaviors is associated with reduced anxiety
in these patients. This relationship between anxiety and self-care in-
creases over time. Therefore, nurses need to facilitate self-care ac-
tivities in this population, because this intervention can help to
promote positive postoperative outcomes.

ticism; cardiovascular conditions, such as cardiac dysrhythmia, con-
gestive heart failure, and pulmonary emboli; respiratory problems,
such as pneumonia and chronic obstructive pulmonary disease; and
neurologic conditions, such as encephalitis and neoplasms.

Every nurse must be vigilant about the patient who worries ex-
cessively and demonstrates deterioration in emotional, social, or
occupational functioning. If participation in the therapeutic reg-
imen (eg, administration of insulin) becomes a problem because
of extreme anxiety, nursing interventions must be immediately
initiated. Caring strategies emphasize ways for the patient to ver-
balize feelings and fears and to identify sources of anxiety. The
need to teach and promote effective coping abilities and the use
of relaxation techniques are the priorities of care. In some cases,
antianxiety medication may be prescribed. Chart 7-8 provides a
list of basic nursing principles that are useful for assisting patients
to manage severe anxiety. Chapter 6 presents additional infor-
mation about stress and the relaxation response.

Negative attitude Doubt

Confusion Unforgiving attitude
Whirling mind Martyrdom

No new ideas Loss of direction
Boredom Cynicism

Negative self-talk Apathy

Anxiety

p  Stress Disord

In medical-surgical settings, especially in emergency depart-
ments, burn units, and rehabilitation centers, nurses care for ex-
tremely anxious patients who have experienced devastating events
that are typically considered to be outside the realm of normal
human experience. Many of these patients suffer from posttrau-
matic stress disorder (PTSD). PTSD has been described as a

e Listen actively and focus on having the patient discuss personal
feelings.

¢ Use positive remarks and focus on the positive aspects of life in
the “here and now.”

¢ Use appropriate touch (with patient permission) to demon-
strate support.

¢ Discuss the importance of safety and the patient’s overall sense
of well-being.

e Explain all procedures, policies, diagnostic studies, medica-
tions, treatments, or protocols for care.

¢ Explore coping strategies and work with the patient to practice
and use them effectively (eg, breathing, progressive relaxation,
visualization, imagery).

¢ Use distraction as indicated to relax and prevent self from
being overwhelmed.
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condition that generates waves of anxiety, anger, aggression, de-
pression, and suspicion that threaten the person’s sense of self and
interfere with daily functioning. Specific examples of events that
place a person at risk for PTSD are rape, family violence, torture,
terrorism, fire, earthquake, and military combat. Patients who
have suffered a traumatic event are often frequent users of the
health care system by virtue of their extensive injuries, the vari-
ous treatment modalities that they require, and the overall emo-
tional and physical difficulties experienced.

The physiologic responses noted in people who have been se-
verely traumatized include increased activity of the sympathetic
nervous system, increased plasma catecholamine levels, and in-
creased urinary epinephrine and norepinephrine levels. It has
been postulated (Gelles, 1997; Gelles & Loseke, 1993) that peo-
ple with PTSD lose the ability to control their response to stim-
uli. The resulting excessive arousal can increase overall body
metabolism and trigger emotional reactivity. In this situation, the
nurse would observe that the patient has difficulty sleeping, has
an exaggerated startle response, and is excessively vigilant.

Older people are more susceptible to the physical effects of
trauma and the effects of PTSD because of the increased neural
inactivation associated with aging. It has also been speculated
that when people have a preexisting tendency to become ex-
tremely anxious, their vulnerability to PTSD increases (Nursing
Research Profile 7-2).

Symptoms of PTSD can occur hours to years after the trauma
is experienced. Acute PTSD is defined as the experience of symp-
toms for less than a 3-month period. Chronic PTSD is defined as
the experience of symptoms lasting longer than 3 months. In the
case of delayed PTSD, up to 6 months may elapse between the
trauma and the manifestation of symptoms (American Psychi-
atric Association, 2000). For more information see Chart 7-9.

NURSING IMPLICATIONS

It is often thought that the incidence of PTSD is very low in the
overall population; when high-risk groups are studied, however,
the results indicate that more than 50% of study participants have
PTSD (McCann & Pearlman, 1990). Therefore, it is important
that nurses consider which of their patients are at risk for PTSD
and be knowledgeable about the common symptoms associated
with it.

The sensitivity and caring of the nurse creates the inter-
personal relationship necessary to work with patients who have
PTSD. These patients are physically compromised and are strug-
gling emotionally with situations that are outside the realm of
normal human experience-situations that violate the commonly
held perceptions of human social justice. Treatment of patients
with PTSD includes several essential components: establishing a
trusting relationship, addressing and working through the trauma
experience, and providing education about the coping skills needed
for recovery and self-care. The patient’s progress can be influenced
by the ability to cope with the various aspects of both the physical
and the emotional distress.

Depression

Depression is a common response to health problems and is an
often underdiagnosed problem in the patient population. People
may become depressed as a result of injury or illness; may be suf-
fering from an earlier loss that is compounded by a new health
problem; or they may seck health care for somatic complaints that
are bodily manifestations of depression.
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Posttraumatic Stvess Disovder

Hampton, M. R., & Frombach, I. (2000). Women’s experience of trau-
matic stress in cancer treatment. Health Care of Women International,

21(1), 67-76.

Purpose

A review of literature revealed that few articles in health care jour-
nals acknowledge that women’s and men’s experiences in the health
care setting may often be different. The purpose of this study was
to examine gender differences in the prevalence and predictors of
cancer-related posttraumatic stress disorder (PTSD) in a group of
cancer patients.

Study Sample and Design

A total of 225 consecutive patients going to a local cancer clinic
were invited to complete a questionnaire packet. The final sample
size included 87 patients (59 women and 28 men). Subjects com-
pleted the Impact of Events Scale (to measure PTSD), the Appraisal
of Life Threat and Treatment Intensity Scale (to differentiate be-
tween trauma related to cancer treatment and cancer diagnosis),
Ways of Coping—Cancer Version (to measure coping strategies
commonly used by cancer patients), and the Meaning of Illness
Scale (to assess the meaning the patients constructed out of their
experience and three measures of social support).

Findings

The symptoms of PTSD were significantly higher for women than
for men (p >.05). Major predictors of PTSD for women were per-
ceived intensity of the cancer treatment, problems with health care
professionals, and a cognitive avoidance in their coping style. The
only predictor of increased PTSD in men was behavioral avoid-
ance. The women reported significantly higher (p > .05) levels of
treatment intensity, many more types of treatments and number of
treatments, and more difficulties with health care professionals. It
was further reported by the women that the interpersonal and rela-
tional facets of their illnesses were more stressful and were the most
difficult aspects of having cancer. Men indicated that their stress
was associated with the work role and loss of finances.

Nursing Implications

Some women find the experience of cancer treatment to be very dif-
ficult. The intensity of the treatment may place women at risk for
development of PTSD. Overall, women need support from health
care professionals, additional control over their treatment, oppor-
tunity to tell their stories and concerns, support groups, and access
to complementary therapies. Having psychosocial resources avail-
able could assist in the prevention of, assessment for, and interven-
tions with patients encountering cancer-related PTSD.

Clinical depression is distinguished from everyday feelings of
sadness by its duration and severity. Most people occasionally feel
down or depressed, but these feelings are short-lived and do not re-
sult in impaired functioning. Clinically depressed people usually
have had signs of a depressed mood or a decreased interest in plea-
surable activities for at least a 2-week period. An obvious impair-
ment in social, occupational, and overall daily functioning occurs
in some people. Others function appropriately in their interactions
with the outside world by exerting great effort and forcing them-
selves to mask their distress. Sometimes they are successful at cam-
ouflaging their depression for months or years and astonish family
members and others when they finally succumb to the problem.

Many people experience depression but seek treatment for so-
matic complaints. The leading somatic complaints of patients
struggling with depression are headache, backache, abdominal
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Assessing Physiologic and Psychological

106
Indicators of PTSD

Physiologic Indicators
Dilated pupils

Headaches

Sleep pattern disturbances
Tremors

Elevated blood pressure
Tachycardia or palpitations
Diaphoresis with cold, clammy skin
Hyperventilation

Dyspnea

Smothering or choking sensation
Nausea, vomiting, or diarrhea
Stomach ulcers

Dry mouth

Abdominal pain

Muscle tension or soreness
Exhaustion

Psychological Indicators

Anxiety

Anger

Depression

Fears or phobias

Survivor guilt

Hypervigilance

Nightmares or flashbacks

Intrusive thoughts about the trauma

Impaired memory

Dissociative states

Restlessness or irritability

Strong startle response

Substance abuse

Self-hatred

Feelings of estrangement

Feelings of helplessness, hopelessness, or powerlessness
Lack of interest in life

Inability to concentrate

Difficulty communicating, caring, and expressing love
Problems with relationships

Sexual problems ranging from acting out to impotence
Difficulty with intimacy

Inability to trust

Lack of impulse control

Aggressive, abusive, or violent behavior, including suicide
Thrill-seeking behaviors

Copel, L. C. (2000). Nurse’s clinical guide: Psychiatric and mental health
care (2nd ed.). Springhouse, PA: Springhouse.

pain, fatigue, malaise, anxiety, and decreased desire or problems
with sexual functioning (Stuart & Laraia, 2000). These sensa-
tions are frequently manifestations of depression. The depression
is undiagnosed about half of the time and masquerades as physi-
cal health problems (Carson, 1999). People with depression also
exhibit poor functioning and high rates of absenteeism from work
and school.

Specific symptoms of clinical depression include feelings of
sadness, worthlessness, fatigue, and guilt and difficulty concen-
trating or making decisions. Changes in appetite, weight gain or
loss, sleep disturbances, and psychomotor retardation or agita-
tion are also common. Often, patients have recurrent thoughts
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about death or suicide or have made suicide attempts (American
Psychiatric Association, 2000). A diagnosis of clinical depression
is made when a person presents with at least five of nine diag-
nostic criteria for depression. Chart 7-10 lists these criteria
(American Psychiatric Association, 2000). Unfortunately, only
one of three depressed people is properly diagnosed and appro-
priately treated.

In the United States, about 15% of severely depressed people
commit suicide, and two-thirds of patients who have committed
suicide had been seen by health care practitioners during the
month before their death (National Institute of Mental Health,
1999). When patients make statements that are self-deprecating,
express feelings of failure, or are convinced that things are hope-
less and will not improve, they may be at risk for suicide. Risk fac-
tors for suicide include the following:

e Age younger than 20 or older than 45 years, especially older
than 65 years

¢ Gender—women make more attempts, men are more
successful

¢ Dysfunctional family—members have experienced cumu-

lative multiple losses and possess limited coping skills

Family history of suicide

Severe depression

Severe, intractable pain

Chronic, debilitating medical problems

Substance abuse

Severe anxiety

Overwhelming problems

Severe alteration in self-esteem or body image

Lethal suicide plan

NURSING IMPLICATIONS

Because any loss in function, change in role, or alteration in body
image is a possible antecedent to depression, nurses in all settings
encounter patients who are depressed or who have thought about
suicide. Depression is suspected if changes in the patient’s thoughts
or feelings and a loss of self-esteem are noted. See Chart 7-11 for a
list of risk factors for depression. Depression can occur at any age,
and it is diagnosed more frequently in women than in men. For el-
derly patients, the nurse should be aware that decreased mental
alertness and withdrawal-type responses may be indicative of de-

Diagnostic Criteria for Depression

===""" Based on the DSM-IV TR

A person experiences at least five out of nine characteristics, with
one of the first two symptoms present most of the time.
1. Depressed mood
. Loss of pleasure or interest
. Weight gain or loss
. Sleeping difficulties
. Psychomotor agitation or retardation
. Fatigue
. Feeling worthless
. Inability to concentrate

. Thoughts of suicide or death

QNN N
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American Psychiatric Association. (2000). Diagnostic and statistical man-
ual of mental disorders (DSM IV-TR) (4th ed.). Washington, DC: Author.
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Risk Factors for Depression

Family history

Stressful situations

Female gender

Prior episodes of depression
Onset before age 40 years

Medical comorbidity

Past suicide attempts

Lack of support systems

History of physical or sexual abuse
Current substance abuse

pression. Consultation with the psychiatric liaison nurse to assess
and differentiate between dementia-like symptoms and depression
is often helpful.

For all patients, talking about their fears, frustration, anger,
and despair can help alleviate a sense of helplessness and facilitate
the process of obtaining the necessary treatment. Helping pa-
tients learn to cope effectively with conflict, interpersonal prob-
lems, and grief, and encouraging patients to discuss actual and
potential losses may hasten their recovery from depression. Pa-
tients can also be helped to identify and decrease negative self-talk
and unrealistic expectations and shown how negative thinking
contributes to depression. Because physical health and self-care
activities are adversely affected by depression, nurses should mon-
itor patients for the onset of new problems. All patients with de-
pression should be evaluated to determine whether they would
benefit from antidepressant therapy.

In addition to the measures cited previously for helping pa-
tients manage depression, research studies indicate a reduction in
distress when anxiety and depression are treated with psycho-
educational programs, the establishment of support systems, and
counseling (Devine & Westlake, 1995). Referrals to psychoedu-
cational programs can be instrumental in helping patients and
their families understand depression, treatment options, and cop-
ing strategies. (In crisis situations, it is better to refer the patient
to a psychiatrist, psychiatric nurse specialist, or crisis center.) Ex-
plaining to patients that depression is a medical illness and not a
sign of personal weakness, and that effective treatment will allow
them to feel better and stay emotionally healthy, is an important
aspect of care (Stuart & Laraia, 2000).

Substance Abuse

Some people use mood-altering substances in an attempt to
cope with life’s challenges. A person who abuses substances has
an inability to make healthy decisions and to solve problems ef-
fectively. Typically, people who abuse substances are unable to
identify and implement adaptive behaviors and use illegally ob-
tained drugs, prescribed or over-the-counter medications, and
alcohol alone or in combination with other drugs in an inef-
fective attempt to cope with the pressures, strains, and burdens
of life. Over time, physiologic, emotional, cognitive, and be-
havioral problems develop as a result of continuous substance
use. These problems cause distress for the individual, the family,
and the community. Some people may respond to personal ill-
ness or the illness of a loved one by using substances to decrease
emotional pain.

~

NURSING IMPLICATIONS

Substance abuse is encountered in all clinical settings. Intoxica-
tion and withdrawal are two common substance abuse problems.
Often, the nurse sees patients who have experienced trauma as a
result of inebriation. Other patients who are active substance
abusers enter the primary care setting with a diagnosis other than
that of substance abuse. Many do not disclose the extent of their
substance use. The patient’s use of denial or lack of knowledge
about the devastating effects of psychoactive substances can be
detected by the nurse who performs a substance use assessment
(Chart 7-12). In addition, the nurse can incorporate tools into the
assessment that enable drug use to be detected. Examples of such
instruments are the CAGE Questionnaire (Ewing, 1984), the
Michigan Alcohol Screening Test (Selzer, 1971), and the Addic-
tion Severity Index (McLellan, Kushner, Metzger, & Peters, 1992).
The CAGE Questions Adapted to Include Drugs (CAGEAID) is
presented in Chapter 5, Chart 5-2.

Health professionals are in pivotal positions for identifying a
substance abuse problem, instituting treatment protocols, and
making follow-up referrals. Because substance abuse severely af-
fects the family, the nurse helps the family members confront the
situation, decrease their enabling behaviors, and motivate the per-
son to obtain treatment.

Caring for codependent family members is another nursing
priority. A codependent person tends to manifest unhealthy
patterns in relationships with others. Codependents struggle
with a need to be needed, an urge to control others, and a will-
ingness to remain involved and suffer with a person who has a
drug problem.

The family may approach the health care team to help set lim-
its on the dysfunctional behavior of a person who abuses sub-
stances. At these times, a therapeutic intervention is organized for
the purpose of confronting the patient about substance use and
the need to obtain drug or alcohol treatment. The nurse or other
knowledgeable addiction counselor helps the family present the
addicted person with a realistic perspective about the problem,
their concerns about and caring for the person, and a specific
plan for treatment. This therapeutic intervention works on the
premise that honest and caring confrontation can break through
the person’s denial of the addiction. If the person refuses to par-
ticipate in the designed plan, the family members define the con-
sequences and state their commitment to follow through with
them. This intervention is empowering to the family and usually
provides the structure needed to secure treatment.

Even with treatment, however, patients may experience re-
lapse. Nurses work with patients and their families to prevent re-
lapse and to be prepared if relapse occurs. Relapse is considered a

Chart 7-12 « ASSESSMENT

Assessing Substance Abuse

e Past and recurrent use of the substance

e Patient’s view of substance use as a problem

o Age when first used and last used substance

e Length and duration of use of substance

o Preferred method of use of substance

e Amount of substance used

e How substance is procured

o Effect of or reaction to substance

e All attempts to cease or decrease substance use
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part of the illness process and therefore must be viewed and ad-
dressed in the same way that chronic illness is treated.

The nurse who is working with a patient and family struggling
with an addiction must dispel the myth that addiction is a defect
in character or a moral fault. Views on substance abuse vary within
our society. A person’s background may help determine whether
he or she uses drugs, what drugs are used, and when they are used
(Copel, 2000). The combination of variables, such as values and
beliefs, family and personal norms, spiritual convictions, and con-
ditions of the current social environment, predisposes a person to
the possibility of drug use, motivation for treatment, and contin-
ual recovery (Copel, 2000). It has also been said that a person’s at-
titude, especially toward alcohol, reflects the overall beliefs and
attitudes of that individual’s culture (Giger & Davidhizer, 1999).

Loss and Grief

Loss is a part of the life cycle. All people experience loss in the form
of change, growth, and transition. The experience of loss is painful,
frightening, and lonely, and it triggers an array of emotional re-
sponses (Chart 7-13). People may vacillate between denial, shock,
disbelief, anger, inertia, intense yearning, loneliness, sadness, loss
of control, depression, and spiritual despair (Brewster, 1999).

In addition to normal losses associated with life cycle stages
there are the potential losses of health, a body part, self-image,
self-esteem, and even one’s life. When loss is not acknowledged
or there are multiple losses, anxiety, depression, and health prob-
lems may occur. Likewise, people with physical health problems,
such as diabetes mellitus, acquired immunodeficiency syndrome
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(AIDS), cardiac conditions, gastrointestinal disorders, disabili-
ties, and neurologic impairments, tend to respond to these ill-
nesses with feelings of grief.

People grieve in different ways, and there is no time line for
completing the grief process. The time of grieving often depends
on the significance of the loss, the length of time the person was
known and loved, the anticipation of or preparation for the loss,
the person’s emotional stability and maturity, and the person’s
coping ability (Arnold & Boggs, 1999).

Regardless of the duration of the grieving process, there are two
basic goals: (1) healing the self, and (2) recovering from the loss.
Other factors that influence grieving are the type of loss, life expe-
riences with various changes and transitions, religious beliefs, cul-
tural background, and personality type (Kemp, 2000). Some
patients may resort to abuse of prescription medications, illegal
drugs, or alcohol if they find it difficult to cope with the loss; the
grief process is then complicated by the use of addictive substances.

NURSING IMPLICATIONS

Nurses identify patients and family members who are grieving
and work with them to accomplish the four major tasks of the
grief process: (1) acceptance of the loss, (2) acknowledgment of
the intensity of the pain, (3) adaptation to life after the loss, and
(4) cultivation of new relationships and activities (Worden,
1982). Chart 7-14 outlines nursing care activities useful for those
who are bereaved.

Another responsibility of the nurse is to assess and differenti-
ate between grief and depression by knowing the common
thoughts, feelings, physical or bodily reactions, and behaviors as-
sociated with grief compared with depression (see Chart 7-14).
The physical response to grief includes the sensation of somatic
distress, a tightness in the throat followed by a choking sensation
or shortness of breath, the need to sigh, an empty feeling inside
the abdomen, lack of muscle power, and intense disabling dis-
tress. Grief can further debilitate an already compromised patient
and can have a strong impact on family functioning.

Caring for the Bereaved

¢ Have contact physically (with the patient’s permission) and

emotionally with the person.

Assess where the person is in the grieving process.

Demonstrate genuine compassion and caring.

Give permission to grieve and normalize the grieving process.

Mention the loss or the deceased person’s name.

Encourage the person to talk about the relationship he or she

had with the deceased person.

e Understand that people need to talk about the events and feel-
ings around the death and will repeat themselves.

o Tell the person to expect mood swings, pain, and various life
changes.

e Focus on clarifying and using coping skills.

Allow the person to take a break from grieving and focus on

self-care.

Encourage sources of comfort such as religion or nature.

Identify secondary losses and unfinished business.

Acknowledge that there will be eventual recovery.

Discuss the anniversary phenomenon.

Encourage medical or psychiatric care as needed.
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Coping with death, one’s own or a loved one’s, is considered the
ultimate challenge. The idea of death is threatening and anxiety-
provoking to many people. Kubler-Ross (1975, p. 1) stated, “The
key to the question of death unlocks the door of life. . . . For those
who seek to understand it, death is a highly creative force.” Com-
mon fears of dying people are fear of the unknown, pain, suffer-
ing, loneliness, loss of the body, and loss of personal control.

In recent years, the process of dying has changed as advances
have been made in the care of chronically and terminally ill pa-
tents. Technological innovations and modern therapeutic treat-
ments have prolonged the life span, and many deaths are now the
result of chronic illnesses that result in physiologic deterioration
and subsequent multisystem failure.

Preparation for an impending death can precipitate the expe-
rience of anticipatory grieving. Although anticipatory grief can
have positive effects on later grief, this does not hold true for all
people. For some family members, anticipatory grief is seen as a
risk factor for poor early bereavement adjustment (Levy, 1991).
The nurse must be aware of the uniqueness and individuality in-
herent in the grieving process and work to meet the needs of those
involved in the best way possible.

DEATH AND DYING FRAMEWORKS

Various frameworks for understanding the concept of grief and
the stages of death and dying may be useful to the nurse. The
stages of bereavement described by Bowlby (1961) are protest,
disorganization, and reorganization. Kubler-Ross (1975) con-
ceptualized five stages of grieving: denial, anger, bargaining, de-
pression, and acceptance. Often, the dying person and the
survivors do not experience these responses in an orderly or lin-
ear fashion; rather, there is random movement between all the
stages for differing periods of time. Another model for successful
grieving, proposed by Engel (1964), is shock and disbelief, de-
velopment of awareness, and restitution. The themes common to
almost all models of grieving are periods of avoidance, con-
frontation, and acceptance (Cooley, 1992).

Another framework for understanding the individuality of the
dying process is provided by the “patterns of living while dying” de-
scribed by Martocchio (1982). There are four identified patterns of
living based on the clinical trajectories of dying people. The first is
referred to as peaks and valleys or periods of hope and periods of de-
pression. Despite the hopeful times, there is still an overall move-
ment toward decline and death. The second pattern is one described
as distinct but descending plateaus. This course also reflects a
downward trend with progressive debilitation and eventual death.
The third pattern is a clear downward slope with many physiologic
parameters indicating that death is imminent. This pattern is often
observed in the critical care unit when people and families have no
time to prepare for the death. The last pattern is a downward slant
that reveals a crisis event, such as a severe cerebral hemorrhage with
almost no hope of recovery. Often, a patient in this pattern is being
maintained on life support systems. The nurse should recognize that
a person may experience one or more of these living—dying patterns.

NURSING IMPLICATIONS

Nursing care involves providing comfort, maintaining safety,
addressing physical and emotional needs, and teaching coping
strategies to terminally ill patients and their families. More than
ever, the nurse must explain what is happening to the patient and

10

o

the family and be a confidante who listens to them talk about
dying. Hospice care, attention to family and individual psy-
chosocial issues, and symptom and pain management are all part
of the nurse’s responsibilities. The nurse must also be concerned
with ethical considerations and quality-of-life issues that affect
dying people. Of utmost importance to the patient is assistance
with the transition from living to dying, maintaining and sus-
taining relationships, finishing well with the family, and accom-
plishing what needs to be said and done.

The nurse is the consistent link in promoting understanding
of the patient’s disease and the dying process and in making the
event more manageable for the patient and family, who will re-
quire assistance to resolve problems and proceed through the grief
work. Retaining as much control as possible during the process
of dying allows the patient and family to make as much sense as
possible out of an overwhelming situation. In the hospital, in
long-term care facilities, and in home settings, the nurse explores
choices and end-of-life decisions with the patient and family.
Referrals to home care and hospice services, as well as specific re-
ferrals appropriate for the management of the situation, are initi-
ated. The nurse is also an advocate for the dying person and works
to uphold that person’s rights. The use of living wills and advance
directives allows the patient to exercise the right to have a “good”
death or to die with dignity. Additional information about end-
of-life care is presented in Chapter 17.

Spirituality is defined as connectedness with self; others, a life force,
or God that allows people to experience self-transcendence and find
meaning in life. Spirituality helps people discover a purpose in life,
understand the vicissitudes of life, and develop their relationship
with God or a Higher Power. Within the framework of spiritual-
ity, a person discovers truths about the self, about the world, and
about concepts such as love, compassion, wisdom, honesty, com-
mitment, imagination, reverence, and morality. Often, spiritual be-
havior is expressed through sacrifice, self-discipline, and spending
time in activities that focus on the inner self or the soul. Religion
and nature are two vehicles that people use to connect themselves
with God or a Higher Power; however, bonds to religious institu-
tions, beliefs, or dogma are not required to experience the spiritual
sense of self. Faith, considered the foundation of spirituality, is a
belief in something that a person cannot see (Carson, 1999). The
spiritual part of a person views life as a mystery that unfolds over
the lifetime, encompassing questions about meaning, hope, relat-
edness to God, acceptance or forgiveness, and transcendence (Byrd,
1999; Sheldon, 2000; Sussman, Nezami, & Mishra, 1997).

A strong sense of spirituality or religious faith can have a pos-
itive impact on health (Dunn & Horgas, 2000; Kendrick &
Robinson, 2000; Matthews & Larson, 1995). Spirituality is also
a component of hope, and, especially during chronic, serious, or
terminal illness, patients and their families often find comfort and
emotional strength in their religious traditions or spiritual beliefs.
At other times, illness and loss can cause a loss of faith or mean-
ing in life and a spiritual crisis. The nursing diagnosis of spiritual
distress is applicable to those who have a disturbance in the belief
or value system that provides strength, hope, and meaning in life.

NURSING IMPLICATIONS

Spiritually distressed patients (or family members) may show de-
spair, discouragement, ambivalence, detachment, anger, resent-
ment, or fear. They may question the meaning of suffering, life,
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and death, and express a sense of emptiness. The nurse assesses
spiritual strength by inquiring about the person’s sense of spiritual
well-being, hope, and peacefulness. Have spiritual beliefs and val-
ues changed in response to illness or loss? The nurse assesses cur-
rent and past participation in religious or spiritual practices and
notes the patient’s response to questions about spiritual needs—
grief, anger, guilt, depression, doubt, anxiety, or calmness—to
help determine the patient’s need for spiritual care. Another sim-
ple assessment technique is to inquire about the patient’s and fam-
ily’s desire for spiritual support.

For nurses to provide spiritual care, they must be open to being
present and supportive when patients experience doubt, fearfulness,
suffering, despair, or other difficult psychological states of being. In-
terventions that foster spiritual growth or reconciliation include
being fully present; listening actively; conveying a sense of caring,
respect, and acceptance; using therapeutic communication tech-
niques to encourage expression; suggesting the use of prayer, med-
itation, or imagery; and facilitating contact with spiritual leaders or
performance of spiritual rituals (Sumner, 1998; Sussman, 2000).

Patients with serious, chronic, or terminal illnesses face physical
and emotional losses that threaten their spiritual integrity. During
acute and chronic illness, rehabilitation, or the dying process, spir-
itual support can stimulate patients to regain or strengthen their
connections with their inner selves, their loved ones, and their God
or Higher Power to transcend suffering and find meaning. Nurses
can alleviate distress and suffering and enhance wellness by meet-
ing their patients’ spiritual needs.

7. A 55-year old man tells the nurse that he is not going to
be a part of a clinical drug investigation. He states, “I may
not get the drug. I may end up with a placebo. I'm going to
try some alternative methods. I feel like traditional medicine
is letting me down.” How does the nurse handle this situa-
tion? What assessment data need to be collected and dis-
cussed with other members of the health care team?

2. The nurse is working with a family to develop therapeu-
tic interventions for a family member who has a cocaine and
alcohol addiction problem. One family member tells the
nurse she will never be able to support the plan decided on
by the rest of the family. How would you approach this per-
son? What strategies would be useful for this person and for
the entire family?

3. The family of a man who is dying from lung cancer tells
the hospice nurse that they are overwhelmed by the hope-
lessness of their father’s situation. What can the nurse do to
provide guidance and find hope within terminal illness?
How does the nurse assist this family to meet their emo-
tional, social, and spiritual needs?
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L the health care delivery system, as in society, the nurse inter-
acts with people of similar and diverse cultural backgrounds. Peo-
ple may have similar or different frames of reference and varied
preferences regarding their health and health care needs. Ac-
knowledging and adapting to the cultural needs of the patient and
significant others is an important component of nursing care. To
plan and deliver culturally competent care, the nurse must under-
stand the definitions of culture and cultural competence and the
various aspects of culture that should be explored for each patient.

Definitions of Culture

The concept of culture and its relationship to the health care be-
liefs and practices of patients and their families and friends pro-
vide the foundation for transcultural nursing. This awareness of
culture in the delivery of nursing care has been described in dif-
ferent ways, including respect for cultural diversity, culturally
sensitive or comprehensive care, and culturally competent or ap-
propriate nursing care (American Association of Colleges of
Nursing, 1996; Giger & Davidhizar, 1999; Spector, 2000), or
culturally congruent nursing care (Leininger, 2001). Two com-
monly discussed concepts are cultural diversity and culturally
competent care.

The term culture was initially defined by the British anthro-
pologist Sir Edward Tylor in 1871 as the knowledge, belief, art,
morals, laws, customs, and any other capabilities and habits ac-
quired by humans as members of society. During the past century,
and especially during recent decades, hundreds of definitions of
culture have been offered that integrate the themes stated by Tylor
and the themes of ethnic variations of a population based on race,
nationality, religion, language, physical characteristics, and geog-
raphy (Spector, 2000). To fully appreciate the impact of culture,
aspects such as disabilities, gender, social class, physical appearance
(eg, weight, height), ideologies (political views), or sexual orienta-
tion must be integrated into the definition of culture as well
(Gooden, Porter, Gonzalez, & Mims, 2001).

Madeleine Leininger, founder of the specialty called transcul-
tural nursing, indicates that culture involves learned and trans-
mitted knowledge about values, beliefs, rules of behavior, and
lifestyle practices that guide designated groups in their thinking
and actions in patterned ways (2001). Giger and Davidhizar
(1999) state that transcultural nursing is a practice based on the
differences and similarities between cultures in relation to health,
health care, and illness, with consideration of patient values, be-
liefs, and practices. Further, culture develops over time as a result
of “imprinting the mind through social and religious structures
and intellectual and artistic manifestations” (p. 3).

The concept of ethnic culture has four basic characteristics:

e Itislearned from birth through language and socialization.

e It is shared by members of the same cultural group, and it
includes an internal sense and external perception of dis-
tinctiveness.

e Itis influenced by specific conditions related to environmen-
tal and technical factors and to the availability of resources.

e It is dynamic and ever-changing.

With the exception of the first characteristic, culture related
to age, physical appearance, lifestyle, and other less frequently ac-
knowledged aspects also adhere to the above characteristics.

Cultural diversity has also been defined in a number of ways.
Often, skin color, religion, and geographic area are the only ele-
ments used to identify diversity, with ethnic minorities being
considered the primary sources of cultural diversity. As stated ear-
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lier, however, there are several other possible sources of cultural
diversity. In addition, to truly acknowledge the cultural differ-
ences that may influence health care delivery, the nurse must rec-
ognize the influence of his or her own culture and cultural
heritage (Krumberger, 2000).

Culturally competent nursing care has been defined as effective,
individualized care that considers cultural values, is culturally
aware and sensitive, and incorporates cultural skills (Hunt, 2000;
Krumberger, 2000; Wilkinson, 2001). Culturally competent care
is a dynamic process that requires comprehensive knowledge of
culture-specific information and an awareness of, and sensitivity
to, the effect that culture has on the care situation. It requires the
nurse to integrate cultural knowledge, awareness of his or her own
cultural perspective, and the patient’s cultural perspectives into
the plan of care (Giger & Davidhizar, 1999). Exploring one’s
own cultural beliefs and how they might conflict with the beliefs
of the patients being cared for is a first step toward becoming cul-
turally competent (Krumberger, 2000). Understanding the di-
versity within cultures, such as subcultures, is also important.

SUBCULTURES AND MINORITIES

Although culture is a universal phenomenon, it takes on specific
and distinctive features for a particular group, since it encompasses
all of the knowledge, beliefs, customs, and skills acquired by the
members of that group. When such groups function within a
larger cultural group, they are referred to as subcultures.

The term subculture is used for relatively large groups of people
who share characteristics that enable them to be identified as a dis-
tinct entity. Examples of American subcultures based on ethnicity
(ie, subcultures with common traits such as physical characteristics,
language, or ancestry) include African Americans, Hispanic/Latino
Americans, and Native Americans. Each of these subcultures may
be further divided; for example, Native Americans consist of Amer-
ican Indians and Alaska Natives, who represent more than 500 fed-
erally and state-recognized tribes in addition to an unknown
number of tribes that receive no official recognition.

Subcultures may also be based on religion (more than 1200
exist in the United States), occupation (eg, nurses, physicians,
other members of the health care team), or shared disability or ill-
ness (eg, the Deaf community). In addition, subcultures may be
based on age (eg, infants, children, adolescents, adults, older adults),
gender (eg, male, female); sexual orientation (eg, homosexual or
bisexual men and women), or geographic location (eg, Texans,
Southerners, Appalachians).

The nurse should also be sensitive to the intraracial applica-
tions of cultural competence. Tensions between subcultures within
a designated group could add to the complexity of planning cul-
turally competent care. Some members of one ethnic subculture
may be offended or angered if mistaken for members of a differ-
ent subculture. Similarly, if the attributes of one subculture are
mistakenly generalized to a patient belonging to a different sub-
culture, extreme offense could result, as well as inappropriate care
planning and implementation (Fields, 2000). It is crucial that
nurses refrain from culturally stereotyping a patient in an attempt
to be culturally competent. Instead, the patient or significant
others should be consulted regarding personal values, beliefs, pref-
erences and cultural identification. This strategy is also applica-
ble for members of nonethnic subcultures.

The term minority refers to a group of people whose physical
or cultural characteristics differ from the majority of people in a
society. At times, minorities may be singled out or isolated from
others in society or treated in different or unequal ways. Although



there are four federally identified minority groups—Blacks/African
Americans, Hispanics, Asian/Pacific Islanders, and Native Ameri-
cans (Andrews & Boyle, 1999)—the concept of “minority” varies
widely and must be understood in a cultural context. For example,
men may be considered a minority within the nursing profession,
but they constitute a majority within the field of medicine. In ad-
dition, Caucasians may be in the minority in some communities
in the United States, but they are currently the majority group in
the country (although it has been projected that by the middle to
late 21st century, Caucasians will be in the minority in the United
States). Because at times the term minority connotes inferiority,
members of many racial and ethnic groups object to being identi-
fied as minorities.
Transcultural nursing, a term sometimes used interchangeably
with cross-cultural, intercultural, or multicultural nursing, refers
to a formal area of study and practice that focuses on the cultural
care (caring) values, beliefs, and practices of individuals and
groups from a particular culture (Giger & Davidhizar, 1999).
The underlying focus of transcultural nursing is to provide cul-
ture-specific and culture-universal care that promotes the well-
being or health of individuals, families, groups, communities, and
institutions (Giger & Davidhizar, 1999; Leininger, 2001). When
culturally appropriate care is provided, all individuals, and the
community or institution at large, benefit. When the care is de-
livered beyond the nurse’s national boundaries, the term inter-
national or transnational nursing is often used.

Although many nurses, anthropologists, and others have writ-
ten about the cultural aspects of nursing and health care,
Leininger (2001) developed a comprehensive research-based the-
ory called Culture Care Diversity and Universality. The goal of
the theory is to provide culturally congruent nursing care to
improve care for people of different or similar cultures. This
means promoting recovery from illness, preventing conditions
that would limit the patient’s health or well-being, or facilitating
a peaceful death in ways that are culturally meaningful and ap-
propriate. Nursing care needs to be tailored to fit the patient’s
cultural values, beliefs, and lifestyle.

Leininger’s theory includes providing culturally congruent
nursing care (meaningful, beneficial, and satisfying health care
tailored to fit the patient’s cultural values) through culture care
accommodation and culture care restructuring (Fig. 8-1). Cul-
ture care accommodation refers to those professional actions and
decisions that a nurse makes in his or her care to help people of
a designated culture achieve a beneficial or satisfying health out-
come. Culture care restructuring or repatterning refers to those
professional actions and decisions that help patients reorder,
change, or modify their lifestyles toward new, different, or more
beneficial health care patterns. At the same time, the patient’s
cultural values and beliefs are respected, and a better or health-
ier lifestyle is provided. Other terms and definitions that pro-
vide further insight into culture and health care include the
following:

® Acculturation is the process by which members of a cultural
group adapt to or learn how to take on the behaviors of an-
other group.

o Cultural blindness is the inability of a person to recognize his
or her own values, beliefs, and practices and those of others
because of strong ethnocentric tendencies (the tendency to
view one’s own culture as superior to others).

o1

C/zafter 8 Perspectives in Transcultural Nursing 11

o Cultural imposition is the tendency to impose one’s cultural
beliefs, values, and patterns of behavior on a person or per-
sons from a different culture.

 Cultural taboos are those activities governed by rules of be-
havior that are avoided, forbidden, or prohibited by a par-
ticular cultural group.

Culturally Competent Nursing Care

Culturally competent or congruent nursing care refers to the com-
plex integration of attitudes, knowledge, and skills (including as-
sessment, decision making, judgments, critical thinking, and
evaluation) that enables the nurse to provide care in a culturally
sensitive and appropriate manner. Agency and institutional poli-
cies are important to achieve culturally competent care.

Policies that promote culturally competent care establish flex-
ible regulations pertaining to visitors (number, frequency, and
length of visits), provide translation services for non—English-
speaking patients, and train staff to provide care for patients with
different cultural values (Suro, 2000). Culturally competent poli-
cies also recognize the special dietary needs of patients from se-
lected cultural groups and create an environment in which the
traditional healing, spiritual, and religious practices of patients
are respected and encouraged.

Giger and Davidhizar (1999) created an assessment model to
guide the nurse in exploring cultural phenomena that might affect
nursing care. They identified communication, space, time orien-
tation, social organization, environmental control, and biologic
variations as relevant phenomena (Giger & Davidhizar, 1999).
This model has been used in various patient care settings to pro-
vide data essential to the provision of culturally competent care.

CROSS-CULTURAL COMMUNICATION

Establishing an environment of culturally congruent care and re-
spect begins with effective communication, which occurs not
only through words, but also through body language and other
cues, such as voice, tone, and loudness. Nurse—patient interactions,
as well as communications among members of a multicultural
health care team, are dependent on the ability to understand and
be understood.

Approximately 150 different languages are spoken in the
United States, with Spanish accounting for the largest percentage
after English. Obviously, nurses cannot become fluent in all lan-
guages, but certain strategies for fostering effective cross-cultural
communication are necessary when providing care for patients
who are not fluent in English. Cultural needs should be consid-
ered when choosing an interpreter; fluency in varied dialects, for
instance, is beneficial (Suro, 2000). The interpreter’s voice quality,
pronunciation, use of silence, use of touch, and use of nonverbal
communication should also be assessed (Giger & Davidhizar,
1999).

During illness, patients of all ages tend to regress, and the
regression often involves language skills. Chart 8-1 summarizes
suggested strategies for overcoming language barriers. The nurse
should also assess how well the patient and family have under-
stood what has been said. The following cues may signal lack of
effective communication:

e Efforts to change the subject. This could indicate that the
patient does not understand what you are saying and is at-
tempting to talk about something more familiar.
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e Absence of questions. Paradoxically, this often means that
the listener is not grasping the message and therefore has
difficulty formulating questions to ask.

e Inappropriate laughter. A self-conscious giggle may signal
poor comprehension and may be an attempt to disguise em-
barrassment.

e Nonverbal cues. Although a blank expression may signal
poor understanding, among some Asian Americans it may
reflect a desire to avoid overt expression of emotion. Simi-
larly, avoidance of eye contact may be a cultural expression
of respect for the speaker; some Native Americans and Asian
Americans use this gesture.

Nurses should be aware that patients act and behave in a variety
of ways, in part because of the influence of culture on behaviors
and attitudes. However, although certain attributes and attitudes
are frequently associated with particular cultural groups, as de-
scribed in the following pages, it is important to remember that
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FIGURE 8-71 Leininger’s Sunrise Model
depicts theory of cultural care diversity
and universality. From Leininger, M. M.
(Ed.). (2001). Culture care diversity and
university: A theory of nursing. New York:
New York: National League for Nursing
Press.

not all people from the same cultural background share the same
behaviors and views. Although the nurse who fails to consider a
patient’s cultural preferences and beliefs is considered insensitive
and possibly indifferent, the nurse who assumes that all members
of any one culture act and behave in the same way runs the risk
of stereotyping people. The best way to avoid stereotyping is to
view each patient as an individual and to find out the patient’s
cultural preferences. A thorough culture assessment using a cul-
ture assessment tool or questionnaire (see later discussion) is very
beneficial.

SPACE AND DISTANCE

People tend to regard the space in their immediate vicinity as an
extension of themselves. The amount of space they need between
themselves and others to feel comfortable is a culturally deter-
mined phenomenon.

Because nurses and patients usually are not consciously aware
of their personal space requirements, they frequently have diffi-
culty understanding different behaviors in this regard. For exam-



Overcoming Language Barriers

¢ Greet the patient using the last or complete name. Avoid being
too casual or familiar. Point to yourself and say your name.
Smile.

¢ Proceed in an unhurried manner. Pay attention to any effort by
the patient or family to communicate.

e Speak in a low, moderate voice. Avoid talking loudly. Remember
that there is a tendency to raise the volume and pitch of your
voice when the listener appears not to understand. The listener
may perceive that you are shouting and/or angry.

¢ Organize your thoughts. Repeat and summarize frequently.
Use audiovisual aids when feasible.

¢ Use short, simple sentence structure and speak in the active voice.

¢ Use simple words, such as “pain” rather than “discomfort.” Avoid
medical jargon, idioms, and slang. Avoid using contractions, such
as don’t, can’t, won’t.

¢ Use nouns repeatedly instead of pronouns. Example: Do not
say: “He has been taking his medicine, hasn’t he?” Do say:
“Does Juan take medicine?”

¢ Pantomime words (use gestures) and simple actions while
verbalizing them.

¢ Give instructions in the proper sequence. Example: Do not say:
“Before you rinse the bottle, sterilize it.” Do say: “First, wash
the bottle. Second, rinse the bottle.”

e Discuss one topic at a time, and avoid giving too much informa-
tion in a single conversation. Avoid using conjunctions. Example:
Do not say: “Are you cold and in pain?” Do say (while pan-
tomiming/gesturing): “Are you cold?” “Are you in pain?”

¢ Validate whether the person understands by having him or her
repeat instructions, demonstrate the procedure, or act out the
meaning,.

¢ Use any words you know in the person’s language. This indicates
that you are aware of and respect the patient’s primary means of
communicating.

e Try a third language. Many Indo-Chinese speak French. Euro-
peans often know three or four languages. Try Latin words or
phrases, if you are familiar with the language.

¢ Ask who among the patient’s family and friends could serve
as an interpreter. Be aware of culturally based gender and age
differences and diverse socioeconomic, educational, and
tribal/regional differences when choosing an interpreter.

¢ Obtain phrase books from a library or bookstore, make or pur-
chase flash cards, contact hospitals for a list of interpreters, and
use both formal and informal networking to locate a suitable
interpreter. Although they are costly, some telecommunication
companies provide translation services.

ple, one patient may perceive the nurse sitting close to him or her
as an expression of warmth and care; another patient may per-
ceive the nurse’s act as a threatening invasion of personal space.
Research reveals that people from the United States, Canada, and
Great Britain require the most personal space between themselves
and others, whereas those from Latin America, Japan, and the
Middle East need the least amount of space and feel comfortable
standing close to others.

If patients appear to position themselves too close or too far
away, the nurse should consider cultural preferences for space and
distance. Ideally, patients should be permitted to assume a position
that is comfortable to them in terms of personal space and distance.
Because a significant amount of communication during nursing
care requires close physical contact, the nurse should be aware of
these important cultural differences and consider them when de-
livering care (Davidhizar, Dowd, & Newman-Giger, 1999).

~
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EYE CONTACT

Eye contact is also a culturally determined behavior. Although
most nurses have been taught to maintain eye contact when speak-
ing with patients, some people from certain cultural backgrounds
may interpret this behavior differently. Some Asians, Native
Americans, Indo-Chinese, Arabs, and Appalachians, for example,
may consider direct eye contact impolite or aggressive, and they
may avert their own eyes when talking with nurses and others
whom they perceive to be in positions of authority. Some Native
Americans stare at the floor during conversations, a cultural be-
havior conveying respect and indicating that the listener is paying
close attention to the speaker. Some Hispanic patients maintain
downcast eyes as a sign of appropriate deferential behavior toward
others on the basis of age, gender, social position, economic sta-
tus, and position of authority. Being aware that whether a person
makes eye contact may be a result of the culture from which they
come will help the nurse understand a patient’s behavior and pro-
vide an atmosphere in which the patient can feel comfortable.

TIME

Attitudes about time vary widely among cultures and can be a
barrier to effective communication between nurses and patients.
Views about punctuality and the use of time are culturally deter-
mined, as is the concept of waiting. Symbols of time, such as
watches, sunrises, and sunsets, represent methods for measuring
the duration and passage of time (Giger & Davidhizar, 1999;
Spector, 2000).

For most health care providers, time and promptness are ex-
tremely important. For example, nurses frequently expect patients
to arrive at an exact time for an appointment, despite the fact that
the patient is often kept waiting by health care providers who are
running late. Health care providers are likely to function accord-
ing to an appointment system in which there are short intervals of
perhaps only a few minutes. For patients from some cultures, how-
ever, time is a relative phenomenon, with little attention paid to
the exact hour or minute. Some Hispanic people, for example,
consider time in a wider frame of reference and make the primary
distinction between day and night. Time may also be determined
according to traditional times for meals, sleep, and other activities
or events. For people from some cultures, the present is of the
greatest importance, and time is viewed in broad ranges rather
than in terms of a fixed hour. Being flexible in regard to schedules
is the best way to accommodate these differences.

Value differences also may influence a person’s sense of prior-
ity when it comes to time. For example, responding to a family
matter may be more important to a patient than meeting a sched-
uled health care appointment. Allowing for these different views
is essential in maintaining an effective nurse-patient relationship.
Scolding or acting annoyed at a patient for being late undermines
the patient’s confidence in the health care system and might re-
sult in further missed appointments or indifference to health care
suggestions.

TOUCH

The meaning people associate with touching is culturally deter-
mined to a great degree. In some cultures (eg, Hispanic, Arab),
male health care providers may be prohibited from touching or
examining certain parts of the female body. Similarly, it may be
inappropriate for females to care for males. Among many Asian
Americans, it is impolite to touch a person’s head because the



spirit is believed to reside there. Therefore, assessment of the head
or evaluation of a head injury requires alternative approaches.
The patient’s culturally defined sense of modesty must also be
considered when providing nursing care. For example, some Jew-
ish and Islamic women believe that modesty requires covering
their head, arms, and legs with clothing.

COMMUNICATION

Many aspects of care may be influenced by the diverse cultural
perspectives held by the health care providers, patient, family, or
significant others. One example is the issue of informed consent
and full disclosure. In general, a nurse may argue that patients
have the right to full disclosure about their disease and prognosis
and may feel that advocacy means working to provide that dis-
closure. Family members of some cultural backgrounds may be-
lieve it is their responsibility to protect and spare the patient, their
loved one, the knowledge of a terminal illness. Similarly, patients
may, in fact, not want to know about their condition and may ex-
pect their family members to “take the burden” of that knowl-
edge and related decision-making (Kudzma, 1999). The nurse
should not decide that the family or patient is simply wrong or
that the patient must know all details of his or her illness. Simi-
lar concerns may be noted when patients refuse pain medication
or treatment because of cultural beliefs regarding pain or belief in
divine intervention or faith healing. Determining the most ap-
propriate and ethical approach to patient care requires an explo-
ration of the cultural aspects of these situations. Self-examination
by the nurse and recognition of one’s own cultural bias and world
view, as discussed earlier, will play a major part in helping the
nurse to resolve cultural and ethical conflicts. The nurse must
promote open dialogue and work with the patient, family, physi-
cian, and other health care providers to reach the culturally ap-
propriate solution for the patient.

OBSERVANCE OF HOLIDAYS

People from all cultures celebrate civil and religious holidays.
Nurses should familiarize themselves with major holidays for
members of the cultural groups they serve. Information about
these important celebrations is available from various sources,
including religious organizations, hospital chaplains, and patients
themselves. Routine health appointments, diagnostic tests, surgery,
and other major procedures should be scheduled to avoid those
holidays a patient identifies as significant. Efforts should also be
made to accommodate patients and family or significant others,
when not contraindicated, as they perform holiday rituals in the
health care setting.

DIET

The cultural meanings associated with food vary widely but usu-
ally include one or more of the following: relief of hunger; pro-
motion of health and healing; prevention of disease or illness;
expression of caring for another; promotion of interpersonal
closeness among individuals, families, groups, communities, or
nations; and promotion of kinship and family alliances. Food
may also be associated with solidification of social ties; celebra-
tion of life events (eg, birthdays, marriages, funerals); expression
of gratitude or appreciation; recognition of achievement or ac-
complishment; validation of social, cultural, or religious ceremo-
nial functions; facilitation of business negotiations; and expression
of affluence, wealth, or social status.
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Culture determines which foods are served and when they are
served, the number and frequency of meals, who eats with whom,
and who is given the choicest portions. Culture also determines
how foods are prepared and served; how they are eaten (with
chopsticks, hands, or fork, knife, and spoon); and where people
shop for their favorite food items (eg, ethnic grocery stores, spe-
cialty food markets).

Religious practices may include fasting (eg, Mormons,
Catholics, Buddhists, Jews, Muslims), abstaining from selected
foods at particular times (eg, Catholics abstain from meat on Ash
Wednesday and on Fridays during Lent), and considerations for
medications (eg, Muslims may prefer to use non-pork-derived in-
sulin). Practices may also include the ritualistic use of food and
beverages (eg, Passover dinner, consumption of bread and wine
during religious ceremonies). Chart 8-2 summarizes some dietary
practices of selected religious groups.

Many groups tend to feast, often in the company of family
and friends, on selected holidays. For example, many Christians
eat large dinners on Christmas and Easter and consume other
traditional high-calorie, high-fat foods, such as seasonal cookies,
pastries, and candies. These culturally-based dietary practices are
especially significant in the care of patients with diabetes, hy-
pertension, gastrointestinal disorders, and other conditions in
which diet plays a key role in the treatment and health mainte-
nance regimen.

Prohibited Foods and Beverages

of Selected Religious Groups

Hinduism
All meats
Animal shortenings

Islam

Pork

Alcoholic products and beverages (including extracts, such as
vanilla and lemon)

Animal shortenings

Gelatin made with pork, marshmallow, and other confections made
with gelatin

Judaism

Pork

Predatory fowl

Shellfish and scavenger fish (eg, shrimp, crab, lobster, escargot,
catfish). Fish with fins and scales are permissible.

Mixing milk and meat dishes at same meal

Blood by ingestion (eg, blood sausage, raw meat). Blood by transfu-
sion is acceptable.

Note: Packaged foods will contain labels identifying kosher (“prop-

erly preserved” or “fitting”) and pareve (made without meat or milk)

items.

Mormonism (Church of Jesus Christ of Latter-Day Saints)

Alcohol

Tobacco

Beverages containing caffeine stimulants (coffee, tea, colas, and
selected carbonated soft drinks)

Seventh-Day Adventism

Pork

Certain seafood, including shellfish
Fermented beverages

Note: Optional vegetarianism is encouraged.




BIOLOGIC VARIATIONS

Along with psychosocial adaptations, nurses must also consider
the physiologic impact of culture on patient response to treat-
ment, particularly medications. Data have been collected for
many years regarding differences in the effect some medications
have on persons of diverse ethnic or cultural origins. Genetic
predispositions to different rates of metabolism cause some pa-
tients to be prone to overdose reactions to the “normal dose” of
a medication, while other patients are likely to experience a
greatly reduced benefit from the standard dose of the medication.
An antihypertensive agent, for example, may work well for a white
male client within a 4-week time span but may take much longer
to work or not work at all for an African-American male patient
with hypertension. General polymorphism—rvariation in response
to medications resulting from patient age, gender, size, and body
composition—has long been acknowledged by the health care
community (Kudzma, 1999). Culturally competent medication
administration requires that consideration of ethnicity and related
factors such as values and beliefs regarding the use of herbal sup-
plements, dietary intake, and genetic factors can affect the effec-
tiveness of treatment and compliance with the treatment regimen

(Giger & Davidhizar, 1999; Kudzma, 1999).

COMPLEMENTARY AND ALTERNATIVE
THERAPIES

Interventions for alterations in health and wellness vary among
cultures. Interventions most commonly used in the United
States have been labeled as conventional medicine by the Na-
tional Institutes of Health (n.d.). Other names for conventional
medicine were allopathy, Western medicine, regular medicine,
mainstream medicine, and biomedicine. Interest in interven-
tions that are not an integral part of conventional medicine
prompted the National Institutes of Health to create the Office
of Alternative Medicine (OAM) in 1992, and then to establish
the National Center for Complementary and Alternative Med-
icine (NCCAM) in 1999.

The NCCAM grouped complementary and alternative med-
icine interventions into five main categories: alternative medical
systems, mind-body interventions, biologically based therapies,
manipulative and body-based methods, and energy therapies
(National Institutes for Health, National Center for Comple-
mentary and Alternative Medicine, accessed 9/8/01).

o Alternative medical systems are defined as complete systems
of theory and practice that are different from conventional
medicine. Some examples are traditional Eastern medicine
(including acupuncture, herbal medicine, oriental massage,
and Qi gong); India’s traditional medicine, Ayurveda (in-
cluding diet, exercise, meditation, herbal medicine, mas-
sage, exposure to sunlight, and controlled breathing to restore
harmony of an individual’s body, mind, and spirit); homeo-
pathic medicine (including herbal medicine and minerals);
and naturopathic medicine (including diet, acupuncture,
herbal medicine, hydrotherapy, spinal and soft-tissue ma-
nipulation, electrical currents, ultrasound and light therapy,
therapeutic counseling, and pharmacology).

 Mind—body interventions are defined as techniques to facilitate
the mind’s ability to affect symptoms and bodily functions.
Some examples are meditation, dance, music, art therapy,
prayer, and mental healing.

* Biologically based therapies are defined as natural and bio-
logically based practices, interventions, and products. Some
examples are herbal therapies (an herb is a plant or plant

o
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part that produces and contains chemical substances that
act upon the body), special diet therapies (such as those of
Drs. Atkins, Ornish, and Pritikin), orthomolecular thera-
pies (magnesium, melatonin, megadoses of vitamins), and
biologic therapies (shark cartilage, bee pollen).

o Manipulative and body-based methods are defined as inter-
ventions based on body movement. Some examples are chi-
ropracty (primarily manipulation of the spine), osteopathic
manipulation, massage therapy (soft tissue manipulation),
and reflexology.

e Energy therapies are defined as interventions that focus on
energy fields within the body (biofields) or externally (elec-
tromagnetic fields). Some examples are Qi gong, Reiki,
therapeutic touch, pulsed electromagnetic fields, magnetic
fields, alternating electrical current, and direct electrical
current.

A patient may choose to seck an alternative to conventional
medical or surgical therapies. Many of these alternative therapies
are becoming widely accepted as feasible treatment options.
Therapies such as acupuncture and herbal treatments may be rec-
ommended by a patient’s physician to address aspects of a condi-
tion that are unresponsive to conventional medical treatment or
to minimize side effects associated with conventional medical
therapy. Alternative therapy used to supplement conventional
medicine may be referred to as complementary therapy.

Physicians and advanced practice nurses may work in collab-
oration with an herbalist or with a spiritualist or shaman to pro-
vide a comprehensive treatment plan for the patient. Out of
respect for the way of life and beliefs of patients from different
cultures, it is often necessary that the healers and health care
providers respect the strengths of each approach (Palmer, 2001).
Complementary therapy is becoming more common as health
care consumers become more aware of what is available through
information in printed media and on the Internet.

As patients become more informed, they are more likely to
participate in a variety of therapies in conjunction with their con-
ventional medical treatments. The nurse needs to assess each pa-
tient for use of complementary therapies, remain alert to the danger
of conflicting treatments, and be prepared to provide information
to the patient regarding treatment that may be harmful. The nurse
must, however, be accepting of the patient’s beliefs and right to
control his or her own care. As a patient advocate, the nurse facili-
tates the integration of conventional medical, complementary, and
alternative medical therapies.

Causes of lllness

Three major views, or paradigms, attempt to explain the causes
of disease and illness: the biomedical or scientific view, the natu-
ralistic or holistic perspective, and the magico-religious view.

BIOMEDICAL OR SCIENTIFIC

The biomedical or scientific world view prevails in most health
care settings and is embraced by most nurses and other health care
providers. The basic assumptions underlying the biomedical per-
spective are that all events in life have a cause and effect, that the
human body functions much like a machine, and that all of real-
ity can be observed and measured (eg, blood pressures, PaO,
levels, intelligence tests). One example of the biomedical or sci-
entific view is the bacterial or viral explanation of communicable
diseases.
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NATURALISTIC OR HOLISTIC

The second way that some cultures explain the cause of illness is
through the naturalistic or holistic perspective, a viewpoint that
is found among many Native Americans, Asians, and others. Ac-
cording to this view, the forces of nature must be kept in natural
balance or harmony.

One example of a naturalistic belief, held by many Asian
groups, is the yin/yang theory, in which health is believed to exist
when all aspects of a person are in perfect balance or harmony.
Rooted in the ancient Chinese philosophy of Taoism (which
translates as “The Way”), the yin/yang theory proposes that all
organisms and objects in the universe consist of yin and yang
energy. The seat of the energy forces is within the autonomic ner-
vous system, where balance between the opposing forces is main-
tained during health. Yin energy represents the female and negative
forces, such as emptiness, darkness, and cold, whereas the yang
forces are male and positive, emitting warmth and fullness. Foods
are classified as cold (yin) or hot (yang) in this theory and are
transformed into yin and yang energy when metabolized by the
body. Cold foods are eaten when the person has a hot illness (eg,
fever, rash, sore throat, ulcer, infection), and hot foods are eaten
with a cold illness (eg, cancer, headache, stomach cramps, colds).
The yin/yang theory is the basis for Eastern or Chinese medicine
and is embraced by some Asian Americans.

Many Hispanic, African American, and Arab groups also em-
brace the hot/cold theory of health and illness. The four humors
of the body—blood, phlegm, black bile, and yellow bile—regu-
late basic bodily functions and are described in terms of temper-
ature and moisture. The treatment of disease consists of adding
or subtracting cold, heat, dryness, or wetness to restore the bal-
ance of these humors. Beverages, foods, herbs, medicines, and
diseases are classified as hot or cold according to their perceived
effects on the body, not their physical characteristics. According
to the hot/cold theory, the individual as a whole, not just a par-
ticular ailment, is significant. Those who embrace the hot/cold
theory maintain that health consists of a positive state of total
well-being, including physical, psychological, spiritual, and social
aspects of the person.

According to the naturalistic world view, breaking the laws of
nature creates imbalances, chaos, and disease. People who em-
brace the naturalistic paradigm use metaphors such as “the heal-
ing power of Nature.” From the perspective of the Chinese, for
example, illness is seen, not as an intruding agent, but as a part of
life’s rhythmic course and an outward sign of disharmony within.

MAGICO-RELIGIOUS

The third major way in which people view the world and explain
the causes of illness is the magico-religious world view. This
view’s basic premise is that the world is an arena in which super-
natural forces dominate and that the fate of the world and those
in it depends on the action of supernatural forces for good or evil.
Examples of magical causes of illness include belief in voodoo or
witchcraft among some African Americans and others from
Caribbean countries. Faith healing is based on religious beliefs
and is most prevalent among selected Christian religions, includ-
ing Christian Science, while various healing rituals may be found
in many other religions, such as Roman Catholicism and Mor-
monism (Church of Jesus Christ of Latter Day Saints).

Of course, it is possible to hold a combination of world views,
and many patients offer more than one explanation for the cause of
their illness. As a profession, nursing largely embraces the scientific

20 Unit 2 BIOPHYSICAL AND PSYCHOSOCIAL CONCEPTS IN NURSING PRACTICE

or biomedical world view, but some aspects of holism have begun
to gain popularity, including a wide variety of techniques for
managing chronic pain, such as hypnosis, therapeutic touch, and
biofeedback. Belief in spiritual power is also held by many nurses
who credit supernatural forces with various unexplained phe-
nomena related to patients’ health and illness states.

Regardless of the view held and whether the nurse agrees with
the patient’s beliefs in this regard, it is important to be aware of
how people view their illness and their health and to work within
this framework to promote patients’ care and well-being.

Folk Healers

Several cultures believe in folk or indigenous healers. The nurse
may find some Hispanic patients, for instance, turning to a cu-
randero or curandera, espiritualista (spiritualist), yerbo (herbalist),
or sabador (healer who manipulates bones and muscles). Some
African American patients may seek assistance from a hougan
(voodoo priest or priestess), spiritualist, root doctor (usually a
woman who uses magic rituals to treat diseases), or “old lady” (an
older woman who has successfully raised a family and who spe-
cializes in child care and folk remedies). Native American patients
may seek assistance from a shaman or medicine man or woman.
Patients of Asian descent may mention that they have visited
herbalists, acupuncturists, or bone setters. Several cultures have
their own healers, most of whom speak the native tongue of the
patient, make house calls, and cost significantly less than healers
practicing in the conventional medical health care system.

People seeking complementary and alternative therapies have
expanded the practices of folk healers beyond their traditional
populations, so the nurse needs to ask patients about participa-
tion with folk healers regardless of their cultural background. It
is best not to disregard a patient’s belief in a folk healer or try to
undermine trust in the healer. To do so may alienate and drive
the patient away from receiving the care prescribed. A nurse
should make an effort to accommodate the patient’s beliefs while
also advocating the treatment proposed by health science.

Cultural Assessment

Cultural nursing assessment refers to a systematic appraisal or ex-
amination of individuals, families, groups, and communities in
terms of their cultural beliefs, values, and practices. The purpose
of such an assessment is to provide culturally competent care
(Giger & Davidhizar, 1999). In an effort to establish a database
for determining a patient’s cultural background, nurses have de-
veloped cultural assessment tools or modified existing assessment
tools (Spector, 2000; Leininger, 2001) to ensure that transcul-
tural considerations are included in the plan of care. Giger and
Davidhizar’s (1999) model has been used to design nursing care
from health promotion to nursing skills activities (Giger &
Davidhizar, 1999; Smith-Temple & Johnson, 2002). The infor-
mation presented in this chapter and the following general guide-
lines can be used to direct the nurse’s assessment of culture and
its influence on a patient’s health beliefs and practices.

e What is the patient’s country of origin? How long has the
patient lived in this country? What is the primary language
and literacy level?

e What is the patient’s ethnic background? Does he or she
identify strongly with others from the same cultural back-
ground?



e What is the patient’s religion, and how important is it to his
or her daily life?

® Does the patient participate in cultural activities such as

dressing in traditional clothing and observing traditional

holidays and festivals?

Are there any food preferences or restrictions?

e What are the patient’s communication styles? Is eye contact
avoided? How much physical distance is maintained? Is the
patient open and verbal about symptoms?

e Who is the head of the family, and is he or she involved in

decision making about the patient?

What does the patient do to maintain his or her health?

What does the patient think caused the current problem?

Has the advice of traditional healers been sought?

Have complementary therapies been utilized?

What kind of treatment does the patient think will help?

What are the most important results he or she hopes to get

from this treatment?

e Are there religious rituals related to health, sickness, or
death that the patient observes?

Additional Cultural Considerations:
Know Thyself

Because the nurse—patient interaction is the focal point of nurs-
ing, nurses should consider their own cultural orientation when
conducting assessment of the patient and the patient’s family and
friends.

e Know your own cultural attitudes, values, beliefs, and
practices.

e Regardless of “good intention,” everyone has cultural “bag-
gage” that ultimately results in ethnocentrism.

e In general, it is easier to understand those whose cultural
heritage is similar to our own, while viewing those who are
unlike us as strange and different.

* Maintain a broad, open attitude. Expect the unexpected.
Enjoy surprises.

* Avoid seeingall people as alike; that is, avoid cultural stereo-
types, such as “all Chinese like rice” or “all Italians eat
spaghetti.”

e Try to understand the reasons for any behavior by discussing
commonalities and differences.

e If a patient has said or done something that you do not un-
derstand, ask for clarification. Be a good listener. Most pa-
tients will respond positively to questions that arise from a
genuine concern for and interest in them.

e If at all possible, speak the patient’s language (even simple
greetings and social courtesies will be appreciated). Avoid
feigning an accent or using words that are ordinarily not
part of your vocabulary.

e Be yourself. There are no right or wrong ways to learn about
cultural diversity.

By the middle of the 21st century, the average American patient
will trace his or her ancestry to Africa, Asia, the Pacific Islands, or
the Hispanic or Arab worlds, rather than to Europe (Giger &
Davidhizar, 1999). As indicated previously, the concept of cul-
turally competent care applies to health care institutions, which

must develop culturally sensitive policies and provide an atmos-
phere that fosters the provision of culturally competent care by

—
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nurses. Those nurses, who reflect the multicultural complexion
of our society, must learn to acknowledge