THIRD EDITION

i

!

.

‘ .
] ]
L |
| e

1 L e

[

W

\

%
| ¥

A < s i -Sep— e s <o

s ey e

ACKLEY LADWIG



]\]uw*simg
Diagmosis
Handboolk

A Guide to Planning Care

THIRD EDITION

BETTY J. ACKLEY, MSN, EdS, RN
GAIL B. LADWIG, MSN, RN

with 4 Consultants and 38 Contributors

N/ Mosby

St. Louis Baltimore Boston Carlsbad Chicago Naples New York Philadelphia Portland
London Madrid Mexico City Singapore Sydney Tokyo Toronto Wieshaden



\ 4 Vice President and Publisher: Nancy L. Coon
h MOSby Editor: Loren S. Wilson

Developmental Editor: Brian Dennison

Project Manager: Linda McKinley

B A Times Mirror Production Editor: Catherine Bricker
b4 Company Cover Designer: Elizabeth Fett

Dedicated to Publishing Excellence

Manufacturing Manager: Don Carlisle

Third Edition
Copyright © 1997 by Mosby—Year Book, Inc.
Previous editions copyrighted 1993, 1995

All rights reserved. No part of this publication may be reproduced,
stored in a retrieval system, or transmitted, in any form or by any
means, electronic, mechanical, photocopying, recording, or otherwise,
without written permission of the publisher.

Permission to photocopy or reproduce solely for internal or personal

use is permitted for libraries or other users registered with the Copyright
Clearance Center, provided that the base fee of $4.00 per chapter plus $.10
per page is paid directly to the Copyright Clearance Center, 27 Congress
Street, Salem, MA 01970. This consent does not extend to other kinds

of copying, such as copying for general distribution, for advertising or
promotional purposes, for creating new collected works, or for resale.

Printed in the United States of America
Composition by Top Graphics
Printing/binding by R.R. Donnelley and Sons

Mosby—Year Book, Inc.
11830 Westline Industrial Drive
St. Louis, Missouri 63146

Library of Congress Cataloging in Publication Data

Nursing diagnosis handbook: a guide to planning care / [edited by]
Betty J. Ackley, Gail B. Ladwig; and 38 contributors, with 4
consultants.—3rd ed.
p. cm.
Includes bibliographical references and index.
ISBN 0-8151-0912-1 (pbk.)
1. Nursing diagnosis—Handbooks, manuals, etc. 2. Nursing care
plans—Handbooks, manuals, etc. 1. Ackley, Betty J. II. Ladwig,
Gail B.
[DNLM: 1. Nursing Diagnosis—handbooks. 2. Patient Care Planning—
handbooks. WY 49 N9745 1997]
RT48.6.A35 1997
610.73—dc21
DNLM/DLC
for Library of Congress 96-47933

CIp
97 98 9 00 01 /7 9 8 7 6 5 4 3 2 1



Contributors

Betty J. Ackley, MSN, EdS, RN
Professor of Nursing,

Jackson Community College,
Jackson, Michigan;

Staff Nurse—Stepdown Cardiac Care,
W.A. Foote Memorial Hospital,
Jackson, Michigan

Victoria L. Cole-Schonlau, DNSc, MPA, RN
House Supervisor,

North Cancer Hospital,

Los Angeles, California

Sandra K. Cunningham, MS, RN, CCRN, CS
Clinical Nurse Specialist,

Edward J. Hines, Jr. Hospital,

Department of Veterans Affairs,

Hines, Illinois

Jane Maria Curtis, MSN, CNA, RN
Consultant in Nursing,
Santa Fe, New Mexico

Gwethalyn B. Edwards, MSN, RN
Director of Nursing Education,
W.A. Foote Memorial Hospital,
Jackson, Michigan

Pamela M. Emery, BS, RNFA, CNOR, RN
Coordinator of Clinical Practice,
Operating Room,
North Oakland Medical Centers,
Pontiac, Michigan

Nancy English, PhD, RN
Consultant in Nursing Education,
Denver, Colorado

Roslyn Fine, MS, CCC, SLP

Speech Language Pathologist,
Sundance Rehabilitation Corporation,
Southfield, Michigan

Mary A. Fuerst-DeWys, BS, RN

Infant Developmental Specialist,

Devos Children’s Hospital at Butterworth,
Grand Rapids, Michigan

Mikel Gray, PhD, CUNP, CCCN, FAAN
Associate Professor of Nursing;

Nurse Practitioner,

Department of Urology,

University of Virginia,

Charlottesville, Virginia;

Adjunct Professor of Nursing,

Bellarmine College, Lansing School of Nursing,
Louisville, Kentucky

J. Keith Hampton, MSN, RN, CS

Nurse Manager, Dialysis Services,
University of Minnesota Hospital and Clinic;
Adjunct Faculty,

School of Nursing,

University of Minnesota,

Minneapolis, Minnesota

Mary Henrikson, MN, RNC, ARNP
Director of Nursing, Maternal,

Salem Hospital,

Salem, Oregon



Vi

Contributors

Kathie D. Hesnan, BSN, RN, CETN
Continence Nursing;

Enterstomal Therapist Nurse,

VNA of Greater Philadelphia,
Langhorne, Pennsylvania

Leslie Kalbach, MN, RN, CNRN

Clinical Nurse Specialist,
Group Health Cooperative of Puget Sound,
Seattle, Washington

Helen Kelley, MSN, RN

Psychiatric Nurse Consultant,
University of Michigan Medical Center,
Ann Arbor, Michigan

Diane Krasner, MS, RN, CETN
Enterstomal Therapist Nurse Consultant;
Doctoral Student,

University of Maryland School of Nursing,
Baltimore, Maryland

Gail B. Ladwig, MSN, RN
Associate Professor of Nursing;
Consultant in Guided Imagery,
Jackson Community College;
Healing Touch Practitioner,
Jackson, Michigan

Marcia LaHaie, BSN, RN, OCN
Oncology Education Coordinator,
St. Joseph Mercy Hospital,

Ann Arbor, Michigan

Margaret Lunney, PhD, RN, CS
Associate Professor of Nursing,
Hunter-Bellevue School of Nursing,
New York, New York

Carroll A. Lutz, MA, BSN, RN

Consultant in Nutrition,
Jackson, Michigan

Leslie Lysaght, MS, RN, CCRN, CS
Clinical Nurse Specialist,

Critical Care, Pulmonary,

St. Joseph Mercy Hospital,

Ann Arbor, Michigan

Marty J. Martin, MSN, RN
Associate Professor of Nursing,
Jackson Community College,
Jackson, Michigan;

Staff Nurse, Mental Health,

St. Lawrence Hospital,
Lansing, Michigan

Margo McCaffery, MS, RN, FAAN

Consultant in Nursing Care of Patients with Pain,
Los Angeles, California

Vicki E. McClurg, MN, RN

Assistant Professor of Nursing,
Seattle Pacific University,
Seattle, Washington

Pamela H. Mitchell, PhD, RN, CNRN, FAAN

Elizabeth S. Soule Distinguished Professor of Nursing

and Health Promotion;
Professor of Biobehavioral Nursing and Health
Systems,
University of Washington School of Nursing,
Seattle, Washington

Christine L. Pasero, BSN, RN

Consultant in Pain Management,
Rocklin, California

Beverly Pickett, MA, BS, RN
Certification in Holistic Health;
Laboratory Assistant,
Department of Nursing,
Jackson Community College;
Healing Touch Practitioner;
Consultant in Guided Imagery;
Jackson, Michigan

Nancee B. Radtke, MSN, RN
Administrative Director,
Ambulatory Care Department,
W.A. Foote Hospital,

Jackson, Michigan

Judith S. Rizzo, MS, RN, CS

Clinical Nurse Specialist,

Psychiatric Emergency Services,
University of Michigan Medical Center,
Ann Arbor, Michigan

Pam B. Schweitzer, MS, RN, CS

Clinical Nurse Specialist,

Anxiety Disorders Program,

University of Michigan Psychiatric Hospitals,
Ann Arbor, Michigan

Suzanne Skowronski, MSN, RN
Lecturer in Nursing,

Wayne State University,

College of Nursing,

Detroit, Michigan



Contributors

Teepa Snow, MS, OTRIL, FAOTA
Program Director,
Occupational Therapy Assistant Program,

Durham Technical Community College,
Durham, North Carolina

Martha A. Spies, MSN, RN
Assistant Professor,
Deaconess College of Nursing,
St. Louis, Missouri

Linda L. Straight, MA, CES, RN

Manager Cardiac and Pulmonary Rehabilitation,
W.A. Foote Memorial Hospital,

Jackson, Michigan

Terry VandenBosch, MS, RN, CS
Research Specialist,

St. Joseph Mercy Hospital,

Ann Arbor, Michigan

Catherine Vincent, MSN, RN
Assistant Professor,

School of Nursing,

Qakland University,

Rochester, Michigan

Virginia R. Wall, MN, RN, IBCLC
Lactation Specialist,

University of Washington Medical Center,
Seattle, Washington

Peggy Wetsch, MSN, RN, CNA

Systems Administrator,

Information Resources Group,

Subsidiary of Silver Platter,

Pasadena, California;

Consultant in Nursing Information and Education,
Los Angeles, California

Linda Williams, MSN, RN, C, CS
Professor of Nursing;

Gerontological Clinical Nurse Specialist,
Jackson Community College;

Staff Nurse, PACU,

W.A. Foote Hospital,

Jackson, Michigan

Kathy Wyngarden, MSN, RN
Director of Clinical Practice Model,
Butterworth Hospital,

Grand Rapids, Michigan

vii



viii

Consultants

Consultants in Nursing Research Utilization

Ann F. Jacobson, PhD, RN Elizabeth H. Winslow, PhD, RN, FAAN
Assistant Professor, Research Consultant,

School of Nursing, Presbyterian Hospital of Dallas,

Kent State University, Dallas, Texas

Kent, Ohio

Brenda J. Wagner, PhD, RN

Licensed Psychologist,
Scottish Rite Children’s Medical Center,
Atlanta, Georgia

Consultant in Home Care—Contributor of
Home Care Interventions

Elizabeth L. Foster, MS, RN

Staff Development Specialist,
University Medical Center of Tucson,
Tucson, Arizona



To

Dale Ackley, the greatest guy in the world without whose support this book
would have never happened; Dawn Ackley, who with Dale has been the joy of
my life

Jerry Ladwig, my wonderful husband who after 32 years is still supportive and
patient—I couldn't have done it without him; my children and their spouses
and my grandchildren—Jerry, Kathy, Alexandra, and Elizabeth; Chrissy, John,
and Sean; Jenny, Jim and Abby; and Amy—the greatest family anyone could
ever hope for

A special thank you to our research assistants, Amy Ladwig and Scott
Bertram, and our nursing faculty colleagues—friends are one of life's most
precious gifts



Preface

Nursing Diagnosis Handbook: A Guide to Plan-
ning Care is a convenient reference to help the
practicing nurse or nursing student make a nursing
diagnosis and write a care plan with ease and con-
fidence. This handbook helps nurses correlate nurs-
ing diagnoses with known information about
clients on the basis of assessment findings, estab-
lished medical or psychiatric diagnoses, and the
current treatment plan.

Making a nursing diagnosis and planning care
are complex processes that involve diagnostic rea-
soning and critical thinking skills. Nursing students
and practicing nurses cannot possibly memorize
the more than 1000 defining characteristics, related
factors, and risk factors for the 129 diagnoses ap-
proved by the North American Nursing Diagnosis
Association (NANDA). This book correlates sug-
gested nursing diagnoses with what nurses know
about clients and offers a care plan for each nursing
diagnosis.

Section I, Nursing Diagnosis and the Nursing
Process, explains how the nurse formulates a nurs-
ing diagnosis statement using assessment findings
and other data. In Section II, Guide to Nursing Di-
agnoses, the nurse can look up symptoms and prob-
lems and their suggested nursing diagnoses for
more than 1000 client symptoms, medical and psy-
chiatric diagnoses, diagnostic procedures, surgical
interventions, and clinical states. In Section III,
Guide to Planning Care, the nurse can find care
plans for all nursing diagnoses suggested in Section
IL. In this edition, we have included the suggested

nursing interventions from the Nursing Interven-
tions Classification (NIC) by the Iowa Intervention
Project as well as a listing of all NIC interventions
in Appendix E. We are excited about this work and
believe it is a significant addition to the nursing pro-
cess to further define nursing practice.

Nursing Diagnosis Handbook: A Guide to Plan-
ning Care includes medical diagnoses because
nurses find them useful in suggesting appropriate
nursing diagnoses. For example, under the medical
diagnosis of AIDS, the nurse will find the nursing
diagnosis Body image disturbance related to (r/t)
chronic contagious illness, cachexia. The nurse
needs to determine whether this suggested nursing
diagnosis relates to the client.

New special features of the third edition of
Nursing Diagnosis Handbook: A Guide to Plan-
ning Care include the following:

* Addition of Home Care Interventions written
by Elizabeth L. Foster, a specialist in home
care

* Inclusion of suggested NIC interventions for
each nursing diagnosis

* Inclusion of a complete list of NIC Interven-
tions in Appendix E

* Increased depth of the nursing research base
utilizing three consultants in nursing research:
Ann F. Jacobson, PhD, RN; Brenda J. Wag-
ner, PhD, RN; and Elizabeth H. Winslow,
PhD, RN

* Addition of two contributors who are nation-
ally known specialists in their fields: Dr.

Xi
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Mikel Gray, writing on problems with urol-
ogy, and Dr. Pamela H. Mitchell, writing on
intracranial pressure

The following features of Nursing Diagnosis

Handbook: A Guide to Planning Care are included
from the second edition:

* Suggested nursing diagnoses for more than
1000 clinical entities including 300 signs and
symptoms, 300 medical diagnoses, 120 surg-
eries, 200 maternal-child disorders, 100 men-
tal health disorders, and 50 geriatric disorders

» Rationales for nursing interventions that are
based on nursing research and literature

» Nursing references identified for each care plan

* Major clinical practice guidelines of the
Agency for Health Care Policy and Research
(AHCPR) used in appropriate care plans

* Nursing care plans that contain many holistic
interventions

» Care plans for Pain written by national ex-
perts on pain, Margo McCaffery and Christine
L. Pasero

 Care plans for Skin integrity written by na-
tional expert Diane Krasner who has lectured
and written extensively on the topic

» Care plans for Community written by na-
tional expert Dr. Margaret Lunney

» A format that facilitates analyzing signs and
symptoms by the process already known by
nurses, which is using defining characteristics
of nursing diagnoses to make a diagnosis

* Use of NANDA terminology and approved
diagnoses

* Inclusion of two additional nursing diagnoses,
Grieving and Altered comfort

» An alphabetical format for Section II, Guide
to Nursing Diagnoses, and Section III, Guide
to Planning Care, which allows rapid access
to information

* Nursing care plans for all nursing diagnoses
listed in Section II

» Specific geriatric interventions in appropriate
plans of care

* Specific client/family teaching interventions
in each plan of care

e Inclusion of commonly used abbreviations
(e.g., AIDS, MI, CHF) and cross-references
to the complete term in Section IT
e Contributions by 44 nurse experts from
throughout the United States who together
represent all of the major nursing specialties
and have extensive experience with nursing
diagnoses and the nursing process
We acknowledge the work of NANDA, which
is used extensively throughout this text. In some
cases the authors and contributors have modified
the NANDA work to increase ease of use. The
original NANDA work can be found in NANDA
Nursing Diagnoses: Definitions and Classification
1997-1998.

Several contributors are the original authors of
the nursing diagnoses established by NANDA.
These contributors include the following:

Mary A. Fuerst-DeWys
Disorganized infant behavior
Potential for enhanced organized infant behavior
Risk for disorganized behavior

Dr. Nancy English
Impaired environmental interpretation syndrome

Dr. Margaret Lunney

Effective management of therapeutic regimen

Ineffective community coping

Ineffective management of therapeutic regimen

Ineffective management of therapeutic regimen:
community

Ineffective management of therapeutic regimen:
families

Potential for enhanced community coping

Vicki E. McClurg, Mary Henrikson, and Virginia R. Wall
Effective breast-feeding
Ineffective breast-feeding
Interrupted breast-feeding

Dr. Pamela H. Mitchell
Decreased adaptive capacity: intracranial

Kathy Wyngarden
Risk for altered parent/infant/child attachment
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We and the consultants and contributors trust
that nurses will find this third edition of Nursing
Diagnosis Handbook: A Guide to Planning Care to
be a valuable tool that simplifies the process of di-
agnosing clients and planning for their care and
thus allows nurses more time to provide care that
speeds each client’s recovery.
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The nursing process is an organizing framework for professional nursing practice.
Components of the process include performing a nursing assessment; making nursing
diagnoses; planning: writing outcome/goal statements, determining appropriate nursing
interventions; implementing care; and evaluating the nursing care that has been given. An
essential part of this process is the nursing diagnosis:

A nursing diagnosis is a clinical judgment about individual, family, or community responses to
actual or potential health problems or life processes. Nursing diagnoses provide the basis for
selection of nursing interventions to achieve outcomes for which the nurse is accountable
(NANDA, 1990).

ASSESSMENT

Before determining appropriate nursing diagnoses, the nurse must perform a thorough
holistic nursing assessment of the client. The nurse may use the assessment format
adopted by the facility in which the practice is situated. Several organizational
approaches to assessment are available, including Gordon’s Functional Health Patterns
and head-to-toe and body systems approaches. Regardless of the approach used, the nurse
assesses for client symptoms to help formulate a nursing diagnosis.

To elicit as many symptoms as possible, the nurse uses open-ended rather than yes/no
questions during the assessment. The nurse also obtains information via physical
assessment and diagnostic test results. If the client is critically ill or unable to respond
verbally, the nurse obtains most of the data from physical assessment and diagnostic test
results and possibly from the client’s significant others. The nurse can use data from each
of these sources to formulate a nursing diagnosis.

NURSING DIAGNOSTIC STATEMENT

A working nursing diagnostic statement has three parts:
1. The nursing diagnosis

2. “Related to” phrase or etiology

3. Defining characteristics phrase

Nursing Diagnosis

The nurse makes a nursing diagnosis by categorizing symptoms as common patterns of
response to actual or potential health problems. After completing the assessment, the
nurse lists all identified symptoms and clusters similar symptoms together. For example,
the following symptoms may be identified in the assessment of a client with an admitting
medical diagnosis of asthma: dyspnea, anxiety, hypertension, respiratory rate of 28,
temperature of 99° F. Of these signs and symptoms, dyspnea and respiratory rate of 28
(tachypnea) would be clustered because they are related. Using Section II: Guide to
Nursing Diagnoses, the nurse can then look up dyspnea or tachypnea and find the nursing
diagnosis Ineffective breathing pattern suggested for each symptom.

To validate that the diagnosis Ineffective breathing pattern is appropriate for the
client, the nurse then turns to Section III: Guide to Planning Care and reads through its
definition and its list of defining characteristics. The definition should describe the
condition that the nurse is observing in the client. Many of the nursing diagnoses in
Section III differentiate between major and minor defining characteristics or specify
critical defining characteristics. For a diagnosis to be accurate, NANDA suggests that the
client should have most of the major or critical defining characteristics.



Nursing diagnosis and the nursing process

To help verify the diagnoses made on the basis of client signs and symptoms, the nurse
may look up the client’s medical diagnoses in Section II: Guide to Nursing Diagnoses.
For example, one of the nursing diagnoses listed under the medical diagnosis asthma is
Ineffective breathing pattern.

The process of identifying significant symptoms, clustering them into logical patterns,
and then choosing an appropriate nursing diagnosis involves diagnostic reasoning skills
(critical thinking) that must be learned in the process of becoming a nurse. Our text
serves as a tool to help the nurse in this process.

“Related to" Phrase or Etiology
The second part of the nursing diagnosis statement is the “related to” (r/t) phrase. This
phrase states what may be causing or contributing to the nursing diagnosis, or the
etiology. Pathophysiological and psychosocial changes, such as developmental age and
cultural and environmental situations, may be causative factors.

Ideally, the etiology, or cause, of the nursing diagnosis is something the nurse can
treat. A carefully written, individualized r/t statement enables the nurse to plan nursing
interventions that will assist the client in accomplishing goals and returning to a state of
optimum health.

For each suggested nursing diagnosis, the nurse should refer to the statements listed
under the heading “Related Factors (1/t)” in Section III. These 1/t factors may or may not
be appropriate for the individual client. If they are not appropriate, the nurse should write
an appropriate r/t statement.

Defining Characteristics Phrase
The third part of the nursing diagnostic statement consists of defining characteristics
(signs and symptoms) that the nurse has gathered during the assessment phase. The
phrase “as evidenced by” (aeb) may be used to connect the etiology (1/t) and defining
characteristics. The use of defining characteristics is similar to the process the physician
uses when making a medical diagnosis. For example, for the medical diagnosis of asthma
the physician may observe the following signs and symptoms: wheezing, chest
retractions, and pulmonary function testing abnormalities. The nurse uses the same
process.

Examples of Writing a Nursing Diagnostic Statement
To write a nursing diagnostic statement for a client with the symptom of alopecia, the
nurse should use Section II. Listed under the heading Alopecia is the following
information:

Alopecia
Body image disturbance (nursing diagnosis) 1/t loss of hair, change in appearance (etiology)

To the information found in Section II, the defining characteristics phrase is added: aeb
verbalization of fear of rejection by others because of hair loss.

With the preceding information, the nurse is able to make the following nursing
diagnosis statement:

Body image disturbance r/t loss of hair, change in appearance aeb verbalization of fear of
rejection by others because of hair loss.

To use Section II to write a nursing diagnostic statement for a client who has peritonitis,
the nurse should look up the diagnosis Peritonitis. Listed under this medical diagnosis is
the following information:
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PLANNING

Peritonitis
Fluid volume deficit (nursing diagnosis) t/t retention of fluid in the bowel with loss of
circulating blood volume (etiology).

To the information in Section II, the defining characteristics phrase is added: aeb dry
mucous membranes, poor skin turgor.

With the preceding information, the nurse is able to make the following nursing
diagnostic statement:

Fluid volume deficit r/t retention of fluid in the bowel with loss of circulating blood volume aeb
dry mucous membranes, poor skin turgor.

For most clients the nurse will make more than one nursing diagnosis. Therefore the next
step in the nursing process is to determine the priority for care from the list of nursing
diagnoses. The nurse can determine the highest priority nursing diagnoses by using
Maslow’s Hierarchy of Needs. In this hierarchy, highest priority is generally given to
immediate problems that may be life threatening. For example, Ineffective airway
clearance would have a higher priority than Ineffective individual coping. Refer to
Appendix A, “Nursing Diagnoses Arranged by Maslow’s Hierarchy of Needs” for
assistance in prioritizing nursing diagnoses.

Outcomes/Goals

After determining the appropriate priority of the nursing diagnoses, the nurse writes
client outcome/goal statements. Section III lists suggested choices of outcomes/goals for
each nursing diagnosis. If at all possible, the nurse involves the client in determining
appropriate outcomes/goals. After a discussion with the client, the nurse plans nursing
care that will assist the client in accomplishing the outcome/goal.

After the client’s outcomes/goals are selected, the nurse establishes a means to
accomplish the outcomes/goals. The usual means are by nursing interventions.

INTERVENTIONS

Interventions are like road maps directing the best ways to provide nursing care. The
more clearly a nurse writes an intervention, the easier it will be to complete the journey
and arrive at the destination of successful client outcomes/goals.

This text includes suggested Nursing Interventions Classification (NIC) interventions
for each nursing diagnosis. The NIC interventions are a comprehensive, standardized
classification of treatments that nurses perform. The classification includes both
physiological and psychosocial interventions and covers all nursing specialities. See
Appendix E for a listing of the NIC interventions. For further information on NIC, see
McCloskey JC, Bulechek GM: Nursing interventions classification (NIC), ed 2, St Louis,
1996, Mosby.

Section III supplies choices of interventions for each nursing diagnosis. The nurse may
choose the ones appropriate for the client and individualize them accordingly or
determine additional interventions.
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Putting It All Together—Writing the Care Plan
The final planning phase is writing the actual care plan, including prioritized nursing
diagnostic statements, outcomes/goals, and interventions. The care plan must be written
and shared with all health care personnel caring for the client to ensure continuity of care.

IMPLEMENTATION
The implementation phase of the nursing process is the actual initiation of the nursing
care plan. Client outcomes/goals are achieved by the performance of the nursing
interventions. During this phase the nurse continues to assess the client to determine
whether the interventions are effective. An important part of this phase is documentation.
The nurse should use the facility’s tool for documentation and record the results of
implementing nursing interventions. Documentation is also necessary for legal reasons
because in a legal dispute, “If it wasn’t charted, it wasn’t done.”

EVALUATION
Although the evaluation is listed as the last phase of the nursing process, it is actually an
integral part of each phase that the nurse does continuously. When the evaluation is
performed as the last phase, the nurse refers to the client’s outcomes/goals and determines
whether they were met. If the outcomes/goals were not met, the nurse begins again with
assessment and determines why they were not met. Were the goals attainable? Was the
wrong nursing diagnosis made? Should the interventions be changed? At this point the
nurse can look up any new symptoms or conditions that have been identified in the client
and then adjust the care plan as needed.

Many health care providers are using critical pathways to plan nursing care. The use of
nursing diagnoses should be an integral part of any critical pathway to ensure that nursing
care needs are being assessed and appropriate nursing interventions are planned and
implemented.

The use of nursing diagnoses ensures that nurses are speaking a common language
when taking care of client problems. This system is also easily computerized for easier
documentation and analysis of patterns of care. Nursing diagnosis is the essence of
nursing to ensure that clients receive excellent, holistic nursing care.



