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Activity Intolerance [specify level], 283
Activity Intolerance, risk for, 283
Airway Clearance, ineffective, 292
Allergy Response, latex, 70
Allergy response, latex, risk for, 70
Anxiety [specify level], 530
Anxiety, death, 548
Aspiration, risk for, 136
Attachment, risk for impaired
parent/infant/child, 659
Autonomic Dysreflexia, 299
Autonomic Dysreflexia, risk for, 299

Body Image, disturbed, 541

Body Temperature, risk for imbalanced, 739
Bowel Incontinence, 236

Breastfeeding, effective, 144
Breastfeeding, ineffective, /48
Breastfeeding, interrupted, 152

Breathing Pattern, ineffective, 307

Cardiac Output, decreased, 313

Caregiver Role Strain, 618

Caregiver Role Strain, risk for, 678
Communication, impaired verbal, 626
Communication, readiness for enhanced, 626
Conflict, parental role, 463

Confusion, acute, 454

Confusion, risk for acute, 454

Confusion, chronic, 454

Constipation, 240

Constipation, perceived, 240

Constipation, risk for, 240

Coping, defensive, 771

Coping, ineffective, 772

Coping, readiness for enhanced, 767
Coping, ineffective community, 756

Coping, readiness for enhanced community, 756
Coping, compromised family, 760

Coping, disabled family, 760

Coping, readiness for enhanced family, 767

Death Syndrome, risk for sudden infant, 777
Decisional Conflict (specify), 463

Denial, ineffective, 781

Dentition, impaired, 755

Development, risk for delayed, 353
Diarrhea, 248

Disuse Syndrome, risk for, 327

Diversional Activity, deficient, 327

Energy Field, disturbed (revised), 36
Environmental Interpretation Syndrome,
impaired, 469

Failure to Thrive, adult, 727

Falls, risk for, 336

Family Processes: alcoholism, dysfunctional, 635
Family Processes, interrupted, 635

Family Processes, readiness for enhanced, 635
Fatigue, 340

Fear (specify focus), 553

Fluid Balance, readiness for enhanced, 158
[Fluid Volume, deficient hyper/hypotonic]

Fluid Volume, deficient [isotonic], 161

Fluid Volume, excess, 167

Fluid Volume, risk for deficient, 161

Fluid Volume risk for imbalanced, 773

Gas Exchange, impaired, 346
Grieving, 646

Grieving, complicated, 654
Grieving, risk for complicated, 654
Growth, risk for disproportionate, 353
Growth & Development, delayed, 353

Health Maintenance, ineffective, 42
Health-Seeking Behaviors (specify), 49
Home Maintenance, impaired, 360
Hope, readiness for enhanced, 523
Hopelessness, 562

Hyperthermia, 176

Hypothermia, 182

Identify, disturbed personal, 575
Infant Behavior, disorganized, 365
Infant Behavior, organized, readiness

for enhanced, 365
Infant Behavior, risk for disorganized, 365
Infant Feeding Pattern, ineffective, 186
Infection, risk for, 54
Injury, risk for, 59
Injury, risk for perioperative positioning, 96
Intracranial Adaptive Capacity, decreased, 450

Knowledge, deficient [Learning Need]
[specify], 474
Knowledge [specify], readiness for enhanced, 474

Lifestyle, sedentary, 381
Loneliness, risk for, 569

Memory, impaired, 482

Mobility, impaired bed, 304
Mobility, impaired physical, 373
Mobility, impaired wheelchair, 475

Nausea, 189

Noncompliance, [Adherence, ineffective]
[specify], 80

Nutrition, less than body requirements,
imbalanced, 194

Nutrition, more than body requirements,
imbalanced, 204

Nutrition, readiness for enhanced, 793

Nutrition, more than body requirements, risk for
imbalanced, 204

Oral Mucous Membrane, impaired, 216

Pain, acute, 483

Pain, chronic, 483

Parenting, impaired, 662

Parenting, readiness for enhanced, 662
Parenting, risk for impaired, 662
Perioperative Positioning, risk for, 96
Peripheral Neurovascular Dysfunction, risk for, 370
Poisoning, risk for, 60

Post-Trauma Syndrome [specify stage], 785
Post-Trauma Syndrome, risk for, 785
Powerlessness [specify level], 579
Powerlessness, risk for, 579

Protection, ineffective, 100

Rape-Trauma Syndrome, 717

Rape-Trauma Syndrome: compound reaction, 717
Rape-Trauma Syndrome: silent reaction, 717
Religiosity, impaired, 802

Religiosity, risk for impaired, 802

Religiosity, readiness for enhanced, 807
Relocation Stress Syndrome, 673

Relocation Stress Syndrome, risk for, 673

Role Performance, ineffective, 678

Self-Care Deficit: bathing/hygiene, 386
Self-Care Deficit: dressing/grooming, 386
Self-Care Deficit: feeding, 386

Self-Care Deficit: toileting, 386
Self-Care, readiness for enhanced, 386
Self-Concept, readiness for enhanced, 586
Self-Esteem, chronic low, 590

Self Esteem, situational low, 590

Self Esteem, risk for situational low, 590
Self-Mutilation, 598

Self-Mutilation, risk for, 598

Sensory Perception, disturbed: (specify: visual,
auditory, kinesthetic, gustatory, tactile,
olfactory), 497

Sexual Dysfunction, 725

Sexuality Pattern, ineffective, 731

Skin Integrity, impaired, 216

Skin Integrity, risk for impaired, 276

Sleep, readiness for enhanced, 437

Sleep Deprivation, 425

Social Interaction, impaired, 684

Social Isolation, 688

Sorrow, chronic, 695

Spiritual Distress, 812

Spiritual Distress, risk for, 818

Spiritual Well-Being, readiness for enhanced, 824

Stress Overload, 740

Suicide, risk for, 791

Surgical Recovery, delayed, 107

Swallowing, impaired, 209

Therapeutic Regimen Management, effective, 75

Therapeutic Regimen Management, ineffective, 80

Therapeutic Regimen Management, ineffective
community, 80

Therapeutic Regimen Management, ineffective
family, 80

Therapeutic Regimen Management, readiness for
enhanced, 92

Thermoregulation, ineffective, 273

Thought Processes, disturbed, 506

Tissue Integrity, impaired, 276

Tissue Perfusion, ineffective (specify type: cerebral,
cardiopulmonary, renal, gastrointestinal,
peripheral), 396

Transfer Ability, impaired, 406

Unilateral Neglect Syndrome, 574

Urinary Elimination, readiness for enhanced, 252
Urinary Incontinence, functional, 254

Urinary Incontinence, reflex, 254

Urinary Incontinence, stress, 254

Urinary Incontinence, total, 254

Urinary Incontinence, urge, 255

Urinary Incontinence, risk for urge, 255

Urinary Retention [acute/chronic], 263

Ventilation, impaired spontaneous, 393
Ventilatory Weaning Response, dysfunctional, 332
Violence, [actual/] risk for other-directed, 700
Violence, [actual/] risk for self-directed, 700

Walking, impaired, 408
Wandering [specify sporadic or continual], 471/

[ ] author recommendations

Used with permission from NANDA International:
Definitions and Classification, 2007-2008. NANDA,
Philadelphia, PA 2007

New from NANDA 2007-2008

Blood Sugar, risk for unstable

Comfort, readiness for enhanced
Contamination

Contamination, risk for
Decision-Making, readiness for enhanced
Glucose, risk for unstable level

Health Behavior, risk prone

Human Dignity, risk for compromised
Immunization Status, readiness for enhanced
Insomnia

Liver Function, risk for impaired

Moral Distress

Power, readiness for enhanced
Suffocation, risk for

Trauma, risk for

Urinary Elimination, impaired

Urinary Incontinence, overflow
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HEALTH PERCEPTION-HEALTH

MANAGEMENT PATTERN

Disturbed energy field, 36

Effective therapeutic regimen management, 75

Health-seeking behaviors (specify), 49

Ineffective community therapeutic regimen
management, 80

Ineffective family therapeutic regimen
management, 80

Ineffective health maintenance, 42

Ineffective protection, 100

Ineffective therapeutic regimen management, 80

Noncompliance (specify), 80

Readiness for enhanced immunization status, 30

Readiness for enhanced therapeutic regimen
management, 92

Risk for falls, 336

Risk for infection, 54

Risk for injury (trauma), 59

Risk for perioperative positioning injury, 96

Risk for suffocation, 60

Risk for poisoning, 60

Sudden infant death syndrome, 171-115

NUTRITIONAL-METABOLIC PATTERN

Adult failure to thrive, 127

Deficient fluid volume, 161

Effective breastfeeding, 144

Excess fluid volume, 167

Hyperthermia, 176

Hypothermia, 182

Imbalanced nutrition: more than body
requirements, 204

Imbalanced nutrition: less than body
requirements, /94

Impaired dentition, /55

Impaired oral mucous membrane, 276

Impaired skin integrity, 216

Impaired swallowing, 209

Impaired tissue integrity (specify type), 216

Ineffective breastfeeding, 148

Ineffective infant feeding pattern, /86

Ineffective thermoregulation, 2173

Interrupted breastfeeding, 152

Latex allergy response, 70

Nausea, 189

Readiness for enhanced fluid balance, 158

Readiness for enhanced nutrition, /93

Risk for aspiration, 136

Risk for deficient fluid volume, 161

Risk for imbalanced fluid volume, /73

Risk for imbalanced body temperature, 139

Risk for imbalanced nutrition: more than body
requirements, 204

Risk for impaired skin integrity, 276

Risk for latex allergy response, 70

ELIMINATION PATTERN

Bowel incontinence, 236

Constipation, 240

Diarrhea, 248

Functional urinary incontinence, 254
Perceived constipation, 240

Readiness for enhanced urinary elimination, 252
Reflex urinary incontinence, 254

Risk for constipation, 240

Risk for urge urinary incontinence, 255
Stress urinary incontinence, 254

Total incontinence, 254

Urge urinary incontinence, 255
Urinary retention, 263

ACTIVITY-EXERCISE PATTERN

Activity intolerance, 283

Autonomic dysreflexia, 299

Decreased cardiac output, 373

Decreased intracranial adaptive capacity, 450

Deficient diversonal activity, 327

Delayed growth and development, 353

Delayed surgical recovery, 107

Disorganized infant behavior, 365

Dysfunctional ventilatory weaning response, 33/

Fatigue, 340

Impaired spontaneous ventilation, 393

Impaired bed mobility, 304

Impaired gas exchange, 346

Impaired home maintenance, 360

Impaired physical mobility, 373

Impaired transfer ability, 406

Impaired walking, 408

Impaired wheelchair mobility, 475

Ineffective airway clearance, 292

Ineffective breathing pattern, 307

Ineffective tissue perfusion (specify), 396

Readiness for enhanced organized infant behavior, 365

Readiness for enhanced self care, 386

Risk for delayed development, 353

Risk for disorganized infant behavior, 365

Risk for disproportionate growth, 353

Risk for activity intolerance, 283

Risk for autonomic dysreflexia, 299

Risk for disuse syndrome, 321

Risk for peripheral neurovascular dysfunction, 370

Sedentary lifestyle, 381

Self-care deficit (specify: bathing/hygiene,
dressing/grooming, feeding, toileting), 386

Wandering, 411

SLEEP-REST PATTERN

Disturbed sleep pattern, 431
Readiness for enhanced sleep, 437
Sleep deprivation, 425

COGNITIVE-PERCEPTUAL

PATTERN

Acute confusion, 454

Acute pain, 483

Chronic confusion, 454

Chronic pain, 483

Decisional conflict (specify), 463

Deficient knowledge (specify), 474

Disturbed sensory perception (specify), 497

Disturbed thought processes, 506

Impaired environmental interpretation
syndrome, 469

Impaired memory, 480

Readiness for enhanced knowledge (specify), 474

Risk for acute confusion, 454

Unilateral neglect, 514

SELF-PERCEPTION AND SELF-
CONCEPT PATTERN

Anxiety, 527

Body image disturbed, 54/

Chronic low self-esteem, 590

Death anxiety, 548

Disturbed personal identity, 575

Fear, 553

Hopelessness, 562

Powerlessness, 579

Readiness for enhanced hope, 523
Readiness for enhanced self-concept, 586
Risk for loneliness, 569

Risk for violence, self-directed, 700
Risk for powerlessness, 579

Risk for situational low self-esteem, 590
Situational low self-esteem, 590

ROLE-RELATIONSHIP PATTERN

Anticipatory grieving, 654

Caregiver role strain, 618

Chronic sorrow, 695

Dysfunctional family processes: alcoholism, 635

Dysfunctional grieving, 654

Impaired parenting, 662

Impaired social interaction, 684

Impaired verbal communication, 626

Ineffective role performance, 678

Interrupted family processes, 635

Parental role conflict, 662

Readiness for enhanced communication, 626

Readiness for enhanced family processes, 635

Readiness for enhanced parenting, 662

Relocation stress syndrome, 673

Risk for caregiver role strain, 6/8

Risk for violence directed at others, 700

Risk for dysfunctional grieving, 654

Risk for impaired parent/infant/child
attachment, 659

Risk for impaired parenting, 662

Risk for relocation stress syndrome, 673

Social isolation, 688

SEXUALITY-REPRODUCTIVE PATTERN
Ineffective sexuality patterns, 737/

Rape-trauma syndrome, 717

Rape-trauma syndrome: compound reaction, 717
Rape-trauma syndrome: silent reaction, 717
Sexual dysfunction, 718

COPING-STRESS TOLERANCE
PATTERN

Compromised family coping, 760
Defensive coping, 771

Disabled family coping, 760

Impaired adjustment, 747

Ineffective community coping, 756
Ineffective coping, 772

Ineffective denial, 7817

Post-trauma syndrome, 785

Readiness for enhanced community coping, 756
Readiness for enhanced coping, 767
Readiness for enhanced family coping, 767
Risk for self-mutilation, 598

Risk for suicide, 791

Risk for post-trauma syndrome, 785
Self-mutilation, 598

Stress overload, 740

VALUE-BELIEF PATTERN

Impaired religiosity, 804

Readiness for enhanced religiosity, 808
Readiness for enhanced spiritual well-being, 824
Risk for impaired religiosity, 804

Risk for spiritual distress, 818

Spiritual distress, 872

*Modified by Marjory Gordon, 2007, with permission.

FNew from NANDA 2007-2008
Contamination

Risk for exposure to contamination
Risk for impaired liver function

Risk for unstable blood glucose
Impaired urinary elimination
Overflow urinary incontinence
Readiness for enhanced comfort
Readiness for enhanced decision-making
Readiness for enhanced power

Risk for compromised human dignity
Moral distress
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To Dr. Helen Cox, colleague, mentor, and friend, on her retirement. You took ambitious,
naive, young faculty members and turned us into authors and for that, we will be

eternally grateful.

1o the memory of Dr. Mary Ann Lubno, colleague and friend.
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PREFACE TO THE FIFTH EDITION

Although the fifth edition of this book has seen many author changes, our commitment
and direction was clearly stated by, Dr. Helen Cox, in the preface to the fourth edition. We
continue our commitment to providing a nursing focus to the process of nursing care.

The fifth edition reflects seventeen new and six revised diagnoses accepted by
NANDA in 2003 and 2005 and updated information in each chapter. The chapter formats
remain the same. We have revised the integration of NANDA, NIC, and NOC terminology
to assist with understanding their integration. NANDA, NIC, and NOC concepts are
placed in charts which identify the linkages that can be found at the beginning of each
chapter. Evaluation guidance has also been revised. We provided a master evaluation flow
chart in Chapter 1 rather than providing one at the end of each care plan.

Two significant trends have impacted the practice of nursing since the fourth edition;
decreasing length of stay and increased emphasis on evidence based practice. The length
of stay continues to decrease and this is reflected in our revision of goals, interventions,
and discharge planning. As we developed care plans, current average length of stay for the
setting was the litmus test for our selection of interventions. The interventions for each
diagnosis reflect both current research in the area and recommended NIC interventions.

If you are new to nursing diagnosis, we encourage you to begin your journey with
reading Chapter 1. Taking a few minutes to do this will provide you with an understanding
of the authors’ thought processes that will facilitate your use of the book.

We continue to appreciate the comments from nursing faculty, staff and students
who use the book. Your thoughtful comments have inspired each edition and we urge you
to continue to support us in this way. It is our sincerest wish that this book will continue
to provide a map for your journey in providing excellent client care.

Susan A. Newfield, PhD, RN, APRN, BC
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PREFACE TO THE FOURTH EDITION

The North American Nursing Diagnosis Association (NANDA) has been identifying, clas-
sifying, and testing diagnostic nomenclature since the early 1970s. In our opinion, use of
nursing diagnosis helps define the essence of nursing and give direction to care that is
uniquely nursing care.

If nurses (in all instances we are referring to registered nurses) enter the medical
diagnosis of, for example, acute appendicitis as the patient’s problem, they have met
defeat before they have begun. A nurse cannot intervene for this medical diagnosis; inter-
vention requires a medical practitioner who can perform an appendectomy. However, if
the nurse enters the nursing diagnosis ‘“Pain,” then a number of nursing interventions
come to mind. Several books incorporate nursing diagnosis as a part of planning care.
However, these books generally focus outcome and nursing interventions on the related
factors; that is, nursing interventions deal with resolving, to the extent possible, the
causative and contributing factors that result in the nursing diagnosis. We have chosen to
focus nursing intervention on the nursing diagnosis. To focus on the nursing diagnosis
promotes the use of concepts in nursing rather than concentrating on a multitude of
specifics. For example, there are common nursing measures that can be used to relieve
pain regardless of the etiologic pain factor involved. Likewise, the outcomes focus on the
nursing diagnosis. The main outcome nurses want to achieve when working with the nurs-
ing diagnosis Pain is control of the patient’s response to pain to the extent possible. Again,
the outcome allows the use of a conceptual approach rather than a multitude-of-specifics
approach. To clarify further, consider again the medical diagnosis of appendicitis. The
physician’s first concern is not related to whether the appendicitis is caused by a fecalith,
intestinal helminths, or Escherichia coli ran amok. The physician focuses first on interven-
ing for the appendicitis, which usually results in an appendectomy. The physician will deal
with etiologic factors following the appendectomy, but the appendectomy is the first level
of intervention. Likewise, the nurse can deal with the related factors through nursing
actions, but the first level of intervention is directed to resolving the patient’s problem as
reflected by the nursing diagnosis. With the decreasing length of stay for the majority of
patients entering a hospital, we may indeed do well to complete the first level of nursing
actions.

Additionally, there is continuing debate among NANDA members as to whether the
current list of diagnoses that are accepted for testing are nursing diagnoses or a list of
diagnostic categories or concepts. We, therefore, have chosen to focus on concepts. Using
a conceptual approach allows focus on independent nursing functions and helps avoid
focusing on medical intervention. This book has been designed to serve as a guide to
using NANDA-accepted nursing diagnoses as the primary base for the planning of care.
The expected outcomes, target dates, nursing actions, and evaluation algorithms (flow-
charts) are not meant to serve as standardized plans of care but rather as guides and refer-
ences in promoting the visibility of nursing’s contribution to health care.

Marjory Gordon’s Functional Health Patterns are used as an organizing framework
for the book. The Functional Health Patterns allow categorizing of the nursing diagnoses
into specific groups, which, in our opinion, promotes a conceptual approach to assessment
and formulation of a nursing diagnosis.

Chapter 1 serves as the overview-introductory chapter and gives basic content
related to the process of planning care and information regarding the relationship between
nursing process and nursing models (theories). Titles for Chapters 2 through 12 are taken
from the functional patterns. Included in each of these chapters is a list of diagnoses
within the pattern, a pattern description, pattern assessment, conceptual information, and
developmental information related to the pattern.

The pattern description gives a succinct summary of the pattern’s content and assists
in explaining how the diagnoses within the pattern are related. The list of diagnoses within
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X Preface to the Fourth Edition

the pattern is given to simplify location of the diagnoses. The pattern assessment serves to
pinpoint information from the initial assessment base and was specifically written to direct
the reader to the most likely diagnosis within the pattern. Each assessment factor is
designed to allow an answer of “yes” or “no.” If the patient’s answer or signs are indica-
tive of a diagnosis within the pattern, the reader is directed to the most likely diagnosis or
diagnoses. The conceptual and developmental information is included to provide a quick,
ready reference to the physiologic, psychological, sociologic, and age-related factors that
could cause modification of the nursing actions in order to make them more specific for
your patient. The conceptual and developmental information can be used to determine the
rationale for each nursing action.

Each nursing diagnosis within the pattern is then introduced with accompanying
information of definition, defining characteristics, and related factors. We have added a
section titled “Related Clinical Concerns.” This section serves to highlight the most com-
mon medical diagnoses or cluster of diagnoses that could involve the individual nursing
diagnosis.

Immediately after the related clinical concerns section is a section titled “Have you
selected the correct diagnosis?” This section was included as a validation check because
we realize that several of the diagnoses appear very closely related and that it can be diffi-
cult to distinguish between them. This is, in part, related to the fact that the diagnoses
have been accepted for testing, not as statements of absolute, discrete diagnoses. Thus,
having this section assists the reader in learning how to pinpoint the differences between
diagnoses and in feeling more comfortable in selecting a diagnosis that most clearly
reflects a patient’s problem area that can be helped by nursing actions.

After the diagnosis validation section is an outcome. The expected outcome serves
as the end point against which progress can be measured. Different agencies may call the
expected outcome an objective, a patient goal, or an outcome standard. Readers may also
choose to design their own patient-specific expected outcome using the given expected
outcome as a guideline.

Target dates are suggested following the expected outcome. The target dates do not
indicate the time or day the outcome must be fully achieved; instead, the target date signi-
fies the time or day when evaluation should be completed in order to measure the patient’s
progress foward achievement of the expected outcome. Target dates are given in reference
to short-term care. For home health, particularly, the target date would be in terms of
weeks and months rather than days.

Nursing actions/interventions and rationales are the next information given. In most
instances, the adult health nursing actions serve as the generic nursing actions. Subsequent
sets of nursing actions (child health, women’s health, psychiatric health, gerontic health,
and home health) show only the nursing actions that are different from the generic nursing
actions. The different nursing actions make each set specific for the target population, but
must be used in conjunction with the adult health nursing actions to be complete.
Rationales have been included to assist the student in learning the reason for particular
nursing actions. Although some of the rationales are scientific in nature, that is, supported
by documented research, other rationales could be more appropriately termed “common
sense” or “usual practice rationales.” These rationales are reasons nurses have cited for
particular nursing actions and result from nursing experience, but research has not been
conducted to document these rationales. After the home health actions, evaluation algo-
rithms are shown that help judge the patient’s progress toward achieving the expected out-
come.

Evaluation of the patient’s care is based on the degree of progress the patient has
made toward achieving the expected outcome. For each stated outcome, there is an evalua-
tion flowchart (algorithm). The flowcharts provide minimum information, but demonstrate
the decision-making process that must be used.

In all instances, the authors have used the definitions, defining characteristics, and
related factors that have been accepted by NANDA for testing. A grant was provided to
NANDA by the F. A. Davis Company for the use of these materials. All these materials
may be ordered from NANDA (1211 Locust Street, Philadelphia, PA 19107). Likewise, a
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fee was paid to Mosby for the use of the domains and classes from McCloskey, JC, and
Bulechek, GM (eds): Nursing Interventions Classification (NIC), edition 3 (Mosby, St.
Louis, 2000) and Johnson, M, Maas, M, and Moorhead, S (eds): Nursing Outcomes
Classification, edition 2 (Mosby, St. Louis, 2000).

In some instances, additional information is included following a set of nursing
actions. The additional information includes material that either needs to be highlighted or
does not logically fall within the defined outline areas.

Throughout the nursing actions we have used the terms patient and client inter-
changeably. The terms refer to the system of care and include the individual as well as the
family and other social support systems. The nursing actions are written very specifically.
This specificity aids in communication between and among nurses and promotes consis-
tency of care for the patient.

There has been a tremendous increase in the activity of NANDA. In 1998 alone, 16
new diagnoses were accepted, 32 diagnoses were revised, and one diagnosis was deleted.
The official journal of NANDA became an international journal in 1999.

The fourth edition incorporates new and revised diagnoses from both the Thirteenth
(1998) and Fourteenth (2000) NANDA Conferences. The proposed NANDA Taxonomy 2
has been inserted to replace the old Taxonomy 1, Revised. The Nursing Interventions
Classification (NIC) system and the Nursing Outcomes Classification (NOC) system
domains and classes have been incorporated.

Other revisions have been made to be consistent with current NANDA thought and
publications. One example is the deletion of major and minor defining characteristics and
their assimilation under one heading of “Defining Characteristics.”

We continue to appreciate the feedback we have received from various sources and
urge you to continue to assist us in this way. It is our sincerest wish that this book will
continue to assist nurses and nursing students in their day-to-day use of nursing diagnosis.

Helen C. Cox, RN, C, EdD, FAAN

xi
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2 Introduction

WHY THIS BOOK?

When the first edition of this book was published, all the
authors were faculty members at the same school of nursing.
We had become frustrated with the books that were available
for teaching nursing diagnosis and found that the students
were also expressing some of the same frustration.

The students felt they needed to bring several books to
the clinical area because the books for nursing diagnosis had
limited information on pathophysiology and psychosocial or
developmental factors that had an impact on individualized
care planning. The students were also confused regarding
the different definitions, defining characteristics, and related
factors each of the authors used. They were having difficulty
writing individualized nursing actions for their patients
because the various authors appeared to focus on specifics
related to the etiology or signs and symptoms of the nursing
diagnosis rather than on the concept represented by the nurs-
ing diagnosis that had been emphasized to our students. The
authors were also concerned about the number of books our
students had to buy, because most books focused on just one
clinical area, such as adult health or pediatrics. Thus, as the
students progressed through the school, they had to buy dif-
ferent books for different clinical areas even though each of
the books had the common theme of the use of nursing diag-
nosis. Another concern we, as faculty, had was the lack of
information in the various books regarding the final phase of
the nursing process—evaluation. This most vital phase was
mentioned only briefly, and very little guidance was given
on how to proceed through this phase.

The final concern that led to the writing of the book
was our desire to focus on nursing actions and nursing care,
not medical care and medical diagnosis. We strongly believe
and support the vital role of nurses in the provision of health
care for our nation, and so we have focused strictly on nurs-
ing in this book. After all, the majority of health-care
providers are nurses, and statistics consistently show the
general public has high respect for them.! In a 2004 poll
conducted by USA Today,* the public considered nursing
the most honest profession and trusted the information
that nurses give them. This increases the importance of
utilizing a standard nursing language to provide the founda-
tion for quality nursing care and continued development of
evidence-based practice.

For these reasons, we have written this book particu-
larly geared to student use. Specifically, we wrote the first
book to assist students in learning how to apply nursing
diagnosis in the clinical area. By using the framework of the
nursing process and the materials generated by the North
American Nursing Diagnosis Association International
(NANDA),? we believe this book makes it easier for you, the
student, to learn and use nursing diagnosis in planning care
for your patients. (Nursing diagnoses were developed by
and used with permission of North American Nursing
Diagnosis Association.?)

Since the writing of that first book, NANDA has
grown to become an international organization with nursing

contributions from many countries and an alliance between
NANDA International, the Nursing Interventions Classifica-
tion (NIC),* and Nursing Outcomes Classification (NOC),?
which resulted in the creation of the NANDA, NIC, and
NOC (NNN) Taxonomy of Nursing Practice. This taxonomy
was based on a modified framework of Gordon’s® functional
health patterns with “the final taxonomic structure less like
Gordon’s original, but with reduced misclassification errors
and redundancies to near zero.”* Taxonomy II has been rec-
ognized as an international nursing language. Designed to be
multiaxial in form, it provides greater flexibility of nomen-
clature and allows for easy additions and modifications, thus
providing a more clinically useful tool that better supports
nursing practice. In spite of these revisions, some in nursing
service organizations continue to view Nursing Diagnosis as
an academic exercise, good for students to learn, but highly
impractical in the fast-paced world of nursing operations.
When service settings utilize nursing diagnosis, it is most
often in electronic documentation systems. The care plans in
these systems are most often standardized and demonstrate
little adaptation to the individual or their health status. A
review of the documentation shows that once a diagnosis is
chosen the care plan is not updated during the contact with
the patient. Care planning, involving telling the computer
that the nurse saw the patient during that shift and looked at
the care plan to determine whether it was still pertinent, sim-
ply becomes a “task” the nurse must perform. The multiax-
ial format of Taxonomy II can provide the clinician with the
tools necessary to better format his or her clinical documen-
tation, showing the “whole picture” of diagnosis, treatment,
evaluation, re-evaluation, and nursing outcomes.

It is however, important that this tool be used cor-
rectly. “Using a multiaxial structure allows many diagnoses
to be constructed that have no defining characteristics and
may even be nonsense.”? For this reason the authors of this
book felt that it was important to continue to provide
NANDA, NIC and NOC, and the NNN Taxonomy of nurs-
ing practice in this fifth edition. This inclusion will hope-
fully better clarify the work and give not only the academic
setting, but also the clinical setting a guide that will provide
the individual student and practitioner a resource that leads
to better understanding and operational use of nursing diag-
noses and, ultimately, better patient outcomes. To facilitate
this integration we have provided charts in each chapter that
provide basic links between the taxonomies.

THE NURSING PROCESS
PURPOSE

Gordon’ indicates that Lydia Hall was one of the first nurses
to use the term nursing process in the early 1950s. Since that
time, the term nursing process has been used to describe the
accepted method of delivering nursing care. Iyer, Taptich,
and Bernocchi-Losey state, “The major purpose of the nurs-
ing process is to provide a framework within which the indi-
vidualized needs of the client, family, and community can be
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