HANDBOOK OF
Nursing
D1agn051s_




e e e e e e e e e e e

NINTH EDITTION

e S e e .

Handbook of

Nursing.
Diagn 0515

Lynda Juall Carpenito, RN, wSA, CaNp

Family Nurse Pr_l_wt;tmner
ChesPenn Health Servie
Chester, Pennsy nia ‘

Nursing Cons

l_ippinct |

Philadelphia « New York « Baltimore




Acquisitions Editor: Ilze Rader
Managing Editor: Hilarie Surrena
Senior Project Editor: Tom Gibbons
Senior Production Manager: Helen Ewan
Art Director: Carolyn O’Brien

Interior Design: BJ Crim

Manufacturing Manager: William Alberti
Indexer: Ellen Brennan

Compositor: Circle Graphics

Printer: Vicks Litho

ISBN: 0-7817-3366-9

9th Edition

Copyright © 2002 by Lynda Juall Carpenito.

Copyright © 1999, 1997, 1995, 1993 by Lynda Juall Carpenito. Copyright
© 1991, 1989, 1987, 1985 by J. B. Lippincott Company. All rights
reserved. This book is protected by copyright. No part of it may be repro-
duced, stored in a retrieval system, or transmitted, in any form or by any
means—electronic, mechanical, photocopy, recording, or otherwise—
without prior written permission of the publisher, except for brief quota-
tions embodied in critical articles and reviews and testing and evaluation
materials provided by publisher to instructors whose schools have
adopted its accompanying textbook. Printed in the United States of
America. For information write Lippincott Williams & Wilkins, 530 Wal-
nut Street, Philadelphia, PA 19106.

Materials appearing in this book prepared by individuals as part of their
official duties as U.S. Government employees are not covered by the
above-mentioned copyright.

9 876 5 4 3 21

Care has been taken to confirm the accuracy of the information pre-
sented and to describe generally accepted practices. However, the
authors, editors, and publisher are not responsible for errors or omissions
or for any consequences from application of the information in this book
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of the publication.

The authors, editors and publisher have exerted every effort to ensure
that drug selection and dosage set forth in this text are in accordance
with current recommendations and practice at the time of publication.
However, in view of ongoing research, changes in government regula-
tions, and the constant flow of information relating to drug therapy and
drug reactions, the reader is urged to check the package insert for each
drug for any change in indications and dosage and for added warnings
and precautions. This is particularly important when the recommended
agent is a new or infrequently employed drug.

Some drugs and medical devices presented in this publication have
Food and Drug Administration (FDA) clearance for limited use in
restricted research settings. It is the responsibility of the health care
provider to ascertain the FDA status of each drug or device planned for
use in their clinical practice.
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1. Collect data, both subjective and objective, from
client, family, other health care professionals, and
records.

2. Identify a possible pattern or problem.

3. Refer to the medical diagnostic category in Section II,
and review the possible associated nursing diagnoses
and collaborative problems. Select the possibilities.

4. After you have selected what physiological complica-
tions or collaborative problems are indicated to be
monitored for onset or status changes, label them
Potential Complications: (specify).

5. After you have determined which functional patterns
are altered or at risk of altered functioning, review
the list of nursing diagnoses under that pattern and
select the appropriate diagnosis (refer to Table I-1).

6. If you select an actual diagnosis:

a. Do you have signs and symptoms to support its
presence? (Refer to Section I, Nursing Diagnoses,
under the selected diagnosis.)

b. Write the actual diagnosis in three parts: Label
related to contributing factors as evident by signs
and symptoms

7. If you select a risk diagnosis:

a. Are risk factors present? Is this person or group
more vulnerable than others in the same or a sim-
ilar situation?

b. Write the risk diagnosis in two parts: Label
related to risk factors

8. If you suspect a problem but have insufficient data,

gather the additional data to confirm or rule out the

diagnosis. If this additional data collection must be
done later or by other nurses, label the diagnosis
possible on the care plan or problem list.*

“Specific focus assessment criteria questions, outcome criteria,
and interventions for each nursing diagnosis category can be
found in Carpenito, L. J. (2002). Nursing diagnosis: Application
to clinical practice (9th ed.). Philadelphia: Lippincott Williams &
Wilkins.
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INTRODUCTION @

How to Make an Accurate
Nursing Diagnosis

In order to make an accurate nursing diagnosis the nurse
must be able to do the following:

1. Collect data that are valid and pertinent

2. Analyze the data into clusters

3. Differentiate nursing diagnoses from collaborative
problems

4. Formulate nursing diagnoses correctly

5. Select priority diagnoses

Collect Data That Are
Valid and Pertinent

Key Concepts

Nursing focused assessment
Screening versus focus
Significance of data
Evaluation of data

Nursing Focused Assessment

Nursing is defined as the diagnosis and treatment of human
responses to actual or potential health problems and life sit-
uations (Nursing: A Social Policy Statement, 1985. NANDA,
1990). The assessment format the nurse utilizes must be
able to direct data collection on human responses ranging
from skin condition and urinary function to spiritual health
and self-care abilities.

In other words, the nurses’ knowledge of signs and symp-
toms for actual diagnoses, risk factors for risk diagnoses or
possible physiological complications directs the data collec-
tion. This knowledge is also used to validate the accuracy of
the diagnosis.
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Confirms/Rules out
/ Diagnosis
Knowledge of

Nursing Diagnoses/Collaborative

Problems Possible Diagnosis?
Data/Cues
Directs —/
Assessment

Screening Versus Focus
There are two types of assessments:

1. Screening: collection of predetermined data usually
during initial contact

2. Focus: Collection of specific data as determined by
the client, family, or situation

Frequently during first encounters with the individual,
the nurse will focus on broad screening assessment ques-
tions to determine how the person is functioning in various
areas. Such questions might include the following:

* Do you have a problem sleeping?

* Do you have a problem with eating?

* How often do you have a bowel movement?

* Is there a situation in your life that has been difficult for
you to cope with?

If the person is complaining of a certain problem or has
a specific concern, the nurse would limit the assessment.
A limited assessment focus might include the following
questions:

* Now tell me about your pain (Onset? Location? Severity?
Duration? What helps? What aggravates?)

* What other symptoms do you have?

* How is this pain affecting sleep, eating, work, leisure?

In another situation, the nurse might be caring for a woman
who has just had surgery, and complete a focus assessment
of vital signs, wound appearance, intake, output, comfort
level.
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In many situations, the nurse would not be assessing for
problem nursing diagnoses, but instead would be assess-
ing wellness and healthy lifestyles. For example, a healthy
42-year-old woman may be assessed for fiber content in diet.

Significance of Data

Beginning students will need to learn to determine if data
are significant or not in basic functional patterns or needs
such as nutrition, safety, elimination, mobility, self-care. In
order to recognize significant data, the nurse must first
know what is expected or normal. For example, in order to
determine if a person has a nutritional problem, the nurse
must first understand the food pyramid of five food groups,
normal weight for height, and food preparation. In addition,
the nurse needs to know that certain factors, such as nau-
sea, poor dentures, sore mouth, or insufficient money, can
interfere with food procurement, food preparation, eating,
and metabolism.

Very simply, in order for assessment to be purposeful the
nurse has to know the following:

* What is the range of normal?
* What is the range of abnormal?
* What are the risk factors?

Evaluation of Data
The evaluation of data involves:

* Differentiating cues from inferences
* Assuring validity
* Determining how much data is needed

Cues are facts that the nurse collects through interview-
ing, observing, examining, and reviewing the client record
(eg, vital signs, feelings, laboratory results). Inferences are
judgments that the nurse makes about cues, such as the
following:

Moist skin —
Pale skin —= Decreased blood volume
Rapid pulse —

Validity is the extent to which data can be believed to be
factual and true (Alfaro-Lefevre, 1999). Some data, such as
decreasing blood pressure, are certain because there are
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agreed-upon standards. For situations where there are not
clear-cut criteria, such as psychosocial responses, the nurse
can increase the validity of the data or diagnosis by adding
more evidence to support the inference.

The judgments nurses make are only as valid as the data
used. The validity or accuracy of the data can be increased
if the nurse verifies information.

Alfaro-Lefevre (1999) recommends several procedures to
validate data:

* Recheck your own data

* Ask someone to check

* Compare subjective and objective data
* Ask the client to verify

Analyze the Data Into Clusters

Key Concepts

Knowledge of diagnostic categories
Sufficient number of cues

Differentiating one diagnosis from another
Tentative diagnosis (hypothesis)

Knowledge of Diagnostic Categories

Analysis of data is not possible unless you know which cues
cluster or group to describe a diagnosis, In other words, you
need to know which cues describe powerlessness before you
can recognize the cluster. Some diagnoses are very easy to
confirm, such as Constipation or Impaired Skin Integrity.
Often a single cue, such as “I have leg pain,” can confirm a
diagnosis of pain.

Other diagnoses, especially more complex psychosocial
diagnoses such as Body Image Disturbance, may necessitate
several nurse—client interactions before the diagnosis can be
confirmed or not. Table 1, at the end of this introduction,
lists nursing diagnoses under Functional Health Patterns.

Sufficient Number of Cues

One of the most difficult aspects of making accurate diag-
noses is determining if a sufficient number of cues are pres-
ent to confirm an actual nursing diagnosis. The nurse should
consult the list of defining characteristics for the diagnosis
suspected. How many major characteristics are present?
How many minor characteristics are present? Does the client
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confirm your suspected diagnosis? If you are still not confi-
dent, label the diagnosis Possible and collect more data.

Differentiating One Diagnosis
From Another

Some diagnoses share some of the same defining character-
istics as Activity Intolerance, Fatigue, and Disturbed Sleep
Pattern. Review the definitions and the author’s notes for
help. Determine what the focus of the interventions would be
for the problem, for example, energy conservation techniques
(Fatigue), promotion of sleep (Disturbed Sleep Pattern) or
increasing endurance (Activity Intolerance). Sometimes this
technique helps to clarify the diagnosis.

Tentative Diagnosis (Hypothesis)

The last cognitive activity in data analysis is the proposal of
one or more likely diagnostic explanations for the clustered
data. Sometimes only one diagnosis is proposed because the
clustered data clearly support its presence. When more than
one diagnosis is likely, the nurse should review the defining
characteristics (for actual) or risk factors (for risk) for the ten-
tative diagnosis. Systematically, the nurse should compare
these signs, symptoms, or risk factors to the data assessed. If
more data collection is needed, the nurse can proceed to this
focused assessment. Another option is for the nurse to label
the tentative diagnosis Possible if additional data collection
is not realistic or feasible at this time. For example, some of
the coping diagnoses require repetitive interactions for con-
firmation of the diagnosis.

Differentiate Nursing Diagnoses
From Collaborative Problems

Key Concepts

Nursing diagnoses versus collaborative problems
Selection of collaborative problems

Nursing Diagnoses Versus
Collaborative Problems

In 1983, Carpenito published the Bifocal Clinical Practice
Model. In this model, nurses are accountable to treat two
types of clinical judgments or diagnoses: nursing diagnoses
and collaborative problems.
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Nursing diagnoses are clinical judgments about individ-
ual, family, or community responses to actual or poten-
tial health problems/life processes. Nursing diagnoses
provide the basis for selection of nursing interventions to
achieve outcomes for which the nurse is accountable
(NANDA, 1990).

Collaborative problems are certain physiological complica-
tions that nurses monitor to detect onset or changes in
status. Nurses manage collaborative problems using
physician-prescribed and nursing-prescribed inter-
ventions to minimize the complications of the events
(Carpenito, 1989).

Nursing interventions are classified as nurse-prescribed
or physician-prescribed. Nurse-prescribed interventions
are those that the nurse can legally order for nursing staff
to implement. Nurse-prescribed interventions treat, pre-
vent, and monitor nursing diagnoses. Nurse-prescribed
interventions manage and monitor collaborative problems.
Physician-prescribed interventions represent treatments for
collaborative problems that the nurse initiates and manages.
Collaborative problems require both nursing-prescribed and
physician-prescribed interventions. Display 1 represents
these relationships.

The following illustrates the types of interventions associ-
ated with the collaborative problem potential complications:
Hypoxemia:

NP 1. Monitor for signs of acid—base imbalance.

PP 2. Administer low flow oxygen as needed.

NP 3. Ensure adequate hydration.

NP 4. Evaluate the effects of positioning on oxygenation.
NP/PP 5. Administer medications as needed.

(NP: Nurse-prescribed PP: Physician-prescribed)

Selection of Collaborative Problems

As mentioned earlier, collaborative problems are different
from nursing diagnoses.

The nurse makes independent decisions regarding both
collaborative problems and nursing diagnoses. The decisions
differ in that, for nursing diagnoses, the nurse prescribes the
definitive treatment for the situation and is responsible for
outcome achievement; for collaborative problems the nurse
monitors the client’s condition to detect onset or status of
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physiological complications and manages the events with
nursing and physician-prescribed interventions. Collabora-
tive problems are labeled “Potential Complications” (specify).
Examples:

Potential Complication: Hemorrhage
Potential Complication: Renal Failure

The physiological complications that nurses monitor are
usually related to disease, trauma, treatments, and diag-
nostic studies. The following examples illustrate some col-
laborative problems:

Situation Collaborative Problem

Anticoagulant therapy Potential Complication:
Hemorrhage

Pneumonia Potential Complication:
Hypoxemia

Outcome criteria or client goals are used to measure the
effectiveness of nursing care. When a client is not progress-
ing to goal achievement or has worsened, the nurse must
reevaluate the situation. Display 2 represents the questions
to be considered. If none of these options is appropriate, the
situation may not be a nursing diagnosis. For example:

Risk for Fluid Volume Deficit related to the effects of pro-
longed PTT secondary to anticoagulant therapy

Goal: The client will have hemoglobin >13

Examine the questions in Display 2. Which option is
appropriate? The answer is none. The nurse would initiate
physician-prescribed orders if the client presented signs of
bleeding. This situation is a collaborative problem, not a
nursing diagnosis. For example:

Potential Complication: Bleeding

Goal: The nurse will manage and minimize episodes of
bleeding. Collaborative problems have nursing goals that
represent the accountability of the nurse—to detect early
changes and to comanage with physicians. Nursing diag-
noses have client goals that represent the accountability of
the nurse—to achieve or maintain a favorable status after
nursing care.

Table 1 includes frequently used collaborative problems.

Some physiological complications, such as pressure ulcers
and infection from invasive lines, are problems that nurses
can prevent. Prevention is different from detection. Nurses do
not pre-vent paralytic ileus but, instead, detect its presence
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@DISPLAY 2. EVALUATION
QUESTIONS

Is the diagnosis correct?

Has the goal been mutually set?

Is more time needed for the plan to work?
Does the goal need to be revised?

Do the interventions need to be revised?

early to prevent greater severity of illness or even death.
Physicians cannot treat collaborative problems without nurs-
ing knowledge, vigilance, and judgment.

Formulate Nursing
Diagnoses Correctly

Key Concepts

Types of nursing diagnoses
Diagnostic statements
Client validation

Clinical example

Types of Nursing Diagnoses

A nursing diagnosis can be actual, risk, or a wellness or syn-
drome type.

Actual: An actual nursing diagnosis describes a clinical
judgment that the nurse has validated because of the
presence of major defining characteristics.

Risk: A risk nursing diagnosis describes a clinical judg-
ment that an individual/group is more vulnerable to
develop the problem than others in the same or a simi-
lar situation.

Wellness: A wellness nursing diagnosis is a clinical judg-
ment about an individual, family, or community in tran-
sition from a specific level of wellness to a higher level of
wellness (NANDA).

Syndrome: A syndrome diagnosis comprises a cluster of
actual or risk nursing diagnoses that are predicted to
present because of a certain situation or event.
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Possible nursing diagnosis is not a type of diagnosis as are
actual, risk, and syndrome. Possible nursing diagnoses
are a diagnostician’s option to indicate that some data
are present to confirm a diagnosis but are insufficient at
this time.

Diagnostic Statements

The diagnostic statement describes the health status of an
individual or group and the factors that have contributed to
the status.

Statement of Factors that
health status have contributed
Diagnostic label Related to Contributing/risk
1 l factors‘
Fear Related to Unknown
prognosis

secondary to
cancer diagnosis

One-Part Statements

Wellness nursing diagnoses will be written as one-part
statements: Potential for Enhanced , eg, Potential for
Enhanced Parenting. Related factors are not present for
wellness nursing diagnoses because they would all be the
same: motivated to achieve a higher level of wellness. Syn-
drome diagnoses, such as Rape Trauma Syndrome, have no
“related to” designations.

Two-Part Statements

Risk and possible nursing diagnoses have two parts. The
validation for a risk nursing diagnosis is the presence of rigk
factors. The risk factors are the second part, as in:

Risk Nursing Diagnosis Related to
Risk Factors

Possible nursing diagnoses are suspected because of the pres-
ence of certain factors. The nurse then either rules out or con-
firms the existence of an actual or a risk diagnosis.
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The Following Are Examples of
Two-Part Statements:

Risk for Impaired Skin Integrity related to immobility sec-
ondary to fractured hip

Possible Self-Care Deficit related to impaired ability to use
left hand secondary to IV

Designating a diagnosis as possible provides the nurse
with a method to communicate to other nurses that a diag-
nosis may be present. Additional data collection is indicated
to rule out or confirm the tentative diagnosis.

Three-Part Statements

An actual nursing diagnosis consists of three parts.

Diagnostic label + contributing factors
+ signs and symptoms

The presence of major signs and symptoms (defining char-
acteristics) validates that an actual diagnosis is present. It
is not possible to have a third part for risk or possible diag-
noses because signs and symptoms do not exist.

The Following Are Examples of
Three-Part Statements:

Anxiety related to unpredictable nature of asthmatic
episodes as evident by statements of “I'm afraid I won’t
be able to breathe”

Urge Incontinence related to diminished bladder capacity
secondary to habitual frequent voiding evident by inabil-
ity to hold off urination after desire to void and report of
voiding out of habit, not need

The presence of a nursing diagnosis is determined by
assessing the individual’s health status and ability to func-
tion. To guide the nurse who is gathering this information,
a Screening Assessment Tool is included in the Appendix at
the end of the book. This guide directs the nurse to collect
data according to the individual's functional health pat-
terns. Functional health patterns and the corresponding
nursing diagnoses are listed in Table 1. If significant data
are collected in a particular functional pattern, the next step
is to check the related nursing diagnoses to see if any of
them are substantiated by the data that are collected.
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Client Validation

The process of validating a nursing diagnosis should not be
done in isolation from the client or family. Individuals are
the experts on themselves. During assessments and inter-
actions, nurses are provided a small glimpse of their clients.
Diagnostic hunches or inferences about data should be dis-
cussed with clients for their input. Clients are given oppor-
tunities to select what they want assistance with, which
problems are important to them, and which ones are not.

Clinical Example

After the screening assessment has been completed, the

nurse applies each of these questions to each functional or
need area:

* Is there a possible problem in a specific area?
* Is the person at risk (or high risk) for a problem?
* Does the person desire to improve his/her health?

Is there a possible problem in a specific area?

v ,

Yes No
Collect more focused data If no problem, is the
Is a problem present? person at risk (or high

risk) for developing a

problem?
rd i

Yes Yes No
Actual Nursing Risk Nursing Although there is
Diagnosis Diagnosis no actual problem
(refer to p. xxxi for specific (refer to p. xxxi or risk factors for
guidelines) for specific actual problem,
guidelines) does the person
desire to improve
his/her health?

&

Wellness Nursing

Diagnosis (refer to

p. xxx for specific
guidelines)



