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	TEACH for Nurses for
Nursing Assessment and Diagnosis


OBJECTIVES

1. Define the key terms listed.

2. Discuss the steps of nursing assessment.

3. Explain the relationship of critical thinking to assessment.

4. Differentiate between subjective and objective data.

5. Discuss the purposes of a patient interview.

6. Discuss how the use of interview techniques helps patients describe their health histories.

7. Describe the components of a nursing history.

8. Describe the relationship between data collection and data analysis.

9. Explain the relationship between data interpretation, validation, and clustering.

10. Conduct a nursing assessment.

11. Differentiate between a nursing diagnosis, medical diagnosis, and collaborative problem.

12. Discuss the relationship of critical thinking to the nursing diagnostic process.

13. Describe the steps of the nursing diagnostic process.

14. Develop a concept map.

15. Explain how defining characteristics and the etiological process individualize a nursing diagnosis.

16. Explain the benefit of using the NANDA International nursing diagnoses in practice.

17. Describe sources of diagnostic errors.

18. Identify nursing diagnoses from a nursing assessment.
TEACHING FOCUS

· The nursing process is a problem-solving approach to identifying, diagnosing, and treating the health issues of patients. It is fundamental to how nurses practise.

· Assessment is the deliberate and systematic collection of data to determine a patient’s current and past health status and functional status and to determine the patient’s present and past coping patterns.
· A complete and relevant data base forms the basis for diagnosis and intervention.

· Diagnosis is the formulation of conclusions that determine the nursing care that a patient receives.

· Diagnostic conclusions include problems treated primarily by nurses (nursing diagnoses) and problems necessitating treatment by several disciplines (collaborative problems).

· Together, nursing diagnoses and collaborative problems represent the range of patient conditions that necessitate nursing care.
KEY TERMS

· Actual nursing diagnosis, p. 166

· Assessment, p. 154

· Patient-centred plan of care, p. 167

· Clinical criteria, p. 165

· Closed-ended questions, p. 159

· Collaborative problem, p. 163

· Concept map, p. 162

· Cue, p. 155

· Data analysis, p. 161

· Database, p. 154

· Defining characteristics, p. 165

· Diagnosis, p. 154

· Diagnostic label, p. 166

· Etiology, p. 167

· Evaluation, p. 154

· Health-promotion nursing diagnosis, p. 166

· Implementation, p. 154

· Inference, p. 155

· Interview, p. 158

· Medical diagnosis, p. 162

· NANDA International, p. 165

· Nursing diagnosis, p. 163

· Nursing health history, p. 156

· Nursing process, p. 153

· Objective data, p. 156

· Open-ended questions, p. 159

· Planning, p. 154

· Related factor, p. 167

· Review of systems, p. 157

· Risk nursing diagnosis, p. 166

· Standards, p. 155

· Subjective data, p. 156

· Validation, p. 161

· Wellness nursing diagnosis, p. 166
Note: Glossary available on Evolve.

quality and safety

· Patient-Centred Care
· Interview, pp. 158–160

· Cultural Considerations in Assessment, p. 160
· Safety

· Sources of Diagnostic Errors, pp. 169–170

· Box 12-5: Sources of Diagnostic Error, p. 170
· Informatics

· Box 12-1: Guidelines for Documenting a Comprehensive Nursing Health History, pp. 157–158

· Documentation of History Findings, p. 160

· Data Documentation, p. 162
concepts

The following conceptual themes and specific concepts match those presented in Giddens, J. R. (2013). Concepts for nursing practice. St. Louis: Elsevier. 
THEME: Care Competencies
· Concept: Communication
· Interprofessional Communication: Box 12-1: Guidelines for Documenting a Comprehensive Nursing Health History, pp. 157–158
· Interprofessional Communication: Documentation of History Findings, p. 160
· Interprofessional Communication: Data Documentation, p. 162
· Interprofessional Communication: Documentation, p. 170
· Therapeutic Communication: Sources of Data, pp. 156–158
· Therapeutic Communication: Interview, pp. 158–160
· Therapeutic Communication: Box 12-2: Examples of Open- and Closed-Ended Questions, p. 159
THEME: Personal Preferences

· Concept: Culture
· Cultural Considerations in Assessment, p. 160
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	TEACHING STRATEGIES

	CONTENT FOCUS
	CONTENT HIGHLIGHTS
	LEARNING ACTIVITIES
	RESOURCES

	INTRODUCTION
	The nursing process employs critical thinking to identify, diagnose, and treat patients’ responses to health and illness.
	· Discussion Topic: Ask students why they think the steps in the nursing process are not linear, but they are always described in a particular order (i.e., assessment, diagnosis, planning, implementation, evaluation). Why do they think that evaluation is represented in the middle of Figure 12-1 rather than on the border of the circle?
	· Figure 12-1

	CRITICAL THINKING APPROACH TO ASSESSMENT
	Nursing assessment involves the collection and verification of data and the analysis of all data to establish a database about a patient’s perceived needs, health problems, and responses to those problems.
	· Activity: Ask students to describe in their own words how critical thinking interacts with assessment. Refer to Figure 12-2.
· Activity: Read the scenario on p. 154. How were Lisa’s actions related to critical thinking?
	· Figure 12-2

	DATA COLLECTION

Types of Data

Sources of Data

Methods of Data Collection

Cultural Considerations in Assessment

Nursing Health History

Family History

Documentation of History Findings

Physical Examination

Data Documentat-ion
Concept Mapping
	By interpreting the meaning of cues, you form an inference, which then enables you to identify meaningful clusters of information.
To conduct a comprehensive assessment, you use a structured database format or a problem-oriented approach.
The patient interview, nursing health history, physical examination findings, and results of laboratory and diagnostic tests establish the patient’s assessment database.
An assessment will yield two types of information: subjective and objective; once a patient provides subjective data, consider exploring the findings further by collecting objective data.
A conscientious understanding of a patient’s culture will allow the nurse to offer better care and act with respect and understanding.
You conduct a nursing health history during either your initial contact or an early contact with a patient.

The purpose of collecting the family history is to obtain data about immediate and blood relatives.

A physical examination involves use of the techniques of inspection, palpation, percussion, auscultation, and smell.
The timely, thorough, and accurate documentation of facts is necessary when patients’ data are recorded.
Concept mapping promotes critical thinking by fostering a holistic view of the patient and identifying linkages between the multiple problems affecting the patient.
	· Discuss Topic: Discuss the difference between data collection and data analysis. Give students statements and ask them to determine whether the actions are data collection or data analysis. (For example, “The nurse checks fluid output” is a data collection statement; “The nurse recognizes that fluid output is low, and considers possible causes of low output” is a data analysis statement.
· Discussion Topic: What sources are used for data collection? Are some more or less valuable than others? Why or why not?
· Discussion Topic: Ask students to explain to each other the difference between a cue and an inference, and the difference between subjective and objective data.
· Large Group Activity: Divide the class into two groups to compete against each other in a theatrical performance. Each team will coach two students (one nurse, one patient) in performing a patient-centred interview, demonstrating interview techniques. Other team members can make and use cue cards to help the nurse and patient remember what to do next in sequence. Explain that points will be awarded for covering the patient’s physical, developmental, emotional, intellectual, social, and spiritual dimensions, and for demonstrating examples of probing, and open- and closed-ended questions.
· Activity: Have students pair up to create memory devices (mnemonics) for the parts of the nursing health history. The device can be a poem, song, rap, sentence, drawing, or other aid to remember all the parts, including documentation of findings.

· Discuss what type of information can be gathered from observation of patient behaviour.
	· Box 12-1

· Figure 12-3

· Box 12-2

· Box 12-3

· Figure 12-4

	NURSING DIAGNOSIS
	The next step of the nursing process is to form diagnostic conclusions that determine the nursing care that a patient receives (Figure 12-5).
The analysis and interpretation of data require you to validate data, recognize patterns or trends, compare data with healthful standards, and then form diagnostic conclusions.
	· Discussion Topic:  Why is it important to develop an accurate nursing diagnosis?
· Discussion Topic: Ask students to discuss why nursing diagnoses differ from medical diagnoses. What are the advantages of this difference? Are there any disadvantages?
	· Figure 12-5

· Box 12-4

· Figure 12-6

	CRITICAL THINKING AND THE NURSING DIAGNOSTIC PROCESS

Formulation of the Nursing Diagnosis

Components of a Nursing Diagnosis
	NANDA International has developed a common language that enables all members of the health care team to understand a patient’s needs.
Three types of nursing diagnoses exist: actual, at risk, and wellness diagnoses.
A nursing diagnosis is written in a two-part format, including a diagnostic label and an etiological or related factor.

The absence of defining characteristics suggests that you reject a proposed diagnosis.
The “related to” factor of the diagnostic statement assists you in individualizing a patient’s nursing diagnoses and provides direction for your selection of appropriate interventions.
Risk factors serve as cues to indicate that a risk nursing diagnosis applies to a patient’s condition.
	· Online Activity: Visit www.nanda.org, and go to the frequently asked questions portion (http://www.nanda.org/NursingDiagnosisFAQ.aspx). Have students review “Nursing Diagnosis Basics” and “Nursing Diagnosis versus Medical Diagnosis” (and additional subsections of the FAQs if you prefer) and report on two facts that surprised them.
· Activity: Have students select a nursing diagnosis from Box 12-4 and write a fictional case study of a patient with that diagnosis. Ask them to explain the steps of data clustering and interpretation in arriving at the diagnosis.
· Discuss Topic: Discuss the importance of related factors, how they change with the etiology, and how related factors change implementation. (If your institution uses the PES system, also discuss the defining characteristics.)
	· Table 12-1

· Table 12-2

· Figure 12-7

· Figure 12-8

· Table 12-3

· Table 12-4

	CONCEPT MAPPING FOR NURSING DIAGNOSES
	Concept mapping is a visual representation of a patient’s nursing diagnoses and their relationship with one another.
	· Activity: Have students pick three or four NANDA-I diagnoses for a fictional patient and diagram them within a concept map, using Figure 12-9 as a model.
· Large Group Activity: Brainstorming! Divide the class into large groups (of 7–10 students each). Assign each group a diagnosis; their task is to consider possible related factors or etiologies that would lead to the diagnosis. Offer them as many diagnoses as time permits, so they practise accepting that there are many origins for each diagnosis, and thus many care plans for the same diagnosis.
	· Figure 12-9

	SOURCES OF DIAGNOSTIC ERRORS

Errors in Data Collection

Errors in Interpretation and Analysis of Data

Errors in Data Clustering

Errors in the Diagnostic Statement

Documentation
	Nursing diagnostic errors occur through errors in data collection, in interpretation and analysis of data, in clustering of data, or in the diagnostic statement.
	· Discussion Topic: How can errors occur in data collection and analysis? What kinds of errors occur in data clustering? How can errors be avoiding in labelling the diagnosis? (Review Box 12-5.)
· Discussion Topic: Discuss how errors in diagnosis are resolved in documentation and in application.
	· Box 12-5

	NURSING DIAGNOSES: APPLICATION TO CARE PLANNING
	Nursing diagnoses improve communication between nurses and other health providers.
	· Activity: Present a care plan to students and ask them what they can understand about the patient it describes. What nursing care has happened (or will happen)? Why? What are the goals of treatment?
	


in-class/ONLINE case study
Case 1: Assessment 

Mr. Wen Chang is being admitted to the medical-surgical unit for management of a stage 4 decubitus ulcer on his left hip. Mr. Chang, a 37-year-old engineer, was in a near-fatal motor vehicle accident 3 months ago that precipitated a series of surgeries to help correct damage to his spine. He has been bedridden in a long-term care facility since his last surgery 7 weeks ago, and he has developed a stage 4 decubitus ulcer on his left hip. The wound is being treated with a wound vacuum and antibiotic therapy.

Bettina is the nursing student who is assigned to Mr. Chang. Bettina enters his room, introduces herself, and explains that she is going to perform an admission health history and physical assessment.

1. Bettina asks Mr. Chang many questions to determine his health patterns. Bettina’s questions are part of which step in the nursing process?

A. Obtaining a health history 

B. Objective assessment

C. Subjective data collection 

D. Validation of facts

Answer: C

Rationale: Data collection is the first step in the nursing process. Subjective data is the patient’s verbal description of their health situation

2. Bettina’s experience as a nursing student is a valid source of data that provides information about Mr. Chang’s illness.

A. True

B. False

Answer: A

Rationale: Nurses obtain data from a variety of sources, including their own nursing experience, that provide information about the patient’s current level of wellness and functional status, anticipated prognosis, risk factors, health practices and goals, responses to previous treatment, and patterns of health and illness.

3. Which of the following is an example of an open-ended phrase used by Bettina during the patient interview with Mr. Chang? (Select all that apply.)
A. “Are you experiencing any pain?”

B. “I see.”

C. “Where does it hurt?”

D. “It must be difficult to have a colostomy.”

Answer: C

Rationale: “Where does it hurt?” is an example of an open-ended question that requires Mr. Chang to provide more than a yes/no answer.

Case 2: Diagnosis

Nigel is a nursing student who is assigned to Mr. Hannigan, a 72-year-old man with a diagnosis of pneumonia, who is admitted to the medical-surgical unit. Mr. Hannigan is a one-pack-per-day smoker who experiences chronic problems with bronchitis and pneumonia as a result of his smoking. Nigel’s immediate tasks are to complete an admission history and physical examination and design a care plan for Mr. Hannigan.

1. Which of the following of Mr. Hannigan’s assessment findings can Nigel group together to formulate a data cluster? (Select all that apply.)
A. Respirations 32 breaths/min

B. Crackles in right and left lung bases

C. Pain at incision site

D. Shortness of breath with ambulation

E. Hematuria

Answer: A, B, D

Rationale: A data cluster is a set of signs or symptoms gathered during assessment that are grouped together in a logical way. Respiratory rate, lung sounds, and shortness of breath are respiratory assessment findings that may be grouped together to manage a respiratory problem. Pain at the incision site and hematuria aren’t directly related to respiratory issues.

2. Nigel develops nursing diagnoses for Mr. Hannigan’s care plan. Impaired gas exchange is a ______ nursing diagnosis for pneumonia.

Answer: Risk
Rationale: A risk nursing diagnosis describes human responses to health conditions or life processes that may develop in a vulnerable individual, family, or community. Impaired gas exchange is a risk nursing diagnosis for pneumonia.
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CHapter 12: Answer Key to Text Critical Thinking QUESTIONS
Note: Answers to these questions can be found on Evolve site. Click here.

CHapter 12: Answer Key to study guide
1.
The nursing process comprises the following five steps: assessment, diagnosis, planning, implementation, and evaluation.

2.
Nursing assessment is the systematic process of collecting, verifying, and analyzing patient data.

3.
The purpose of the assessment is to gather and analyze information about a patient’s health status to establish a database.

4.
Answers will vary.

5.
A comprehensive nursing health history includes identifying data, source of history, reason for the health history interview, the current state of health, developmental variables, psychological variables, spiritual variables, sociological variables, and physiological variables.

6.
It is important for the nurse’s assessment to first consider the patient’s feelings, perceptions, and self-report of symptoms.

7.
Assessment data must be descriptive, concise, and complete.

8.
a. Subjective data are your patients’ verbal descriptions of their health problems. Only patients can provide subjective data.

b. Objective data are observations or measurements of a patient’s health status.

9.
A patient can provide information about

a. Health care needs

b. Lifestyle patterns

c. Current and past illnesses

d. Perception of symptoms

e. Changes in activities of daily living

10.
Answers will vary.

11.
Health care providers identify data through

a. Change-of-shift report

b. Consultation

c. Patient’s medical record

12.
By reviewing medical records, you can find information about a patient’s medical history, as well as laboratory and diagnostic test results, current physical findings, and medical treatment plan.

13.
A nurse’s ability to make an assessment will develop as he or she tests and refines propositions, questions, and principle- or standard-based expectations.

14.
During an interview, nurses have the opportunity to

a. Introduce themselves to the patient, explain the nursing role, and explain the role of other health care providers during care

b. Establish a caring therapeutic relationship with the patient

c. Obtain insight about the patient’s concerns and worries

d. Determine the patient’s goals and expectations of the health care system

e. Obtain cues about which parts of the data collection phase necessitate further in-depth investigation

15.
a. During the orientation phase, you introduce yourself, describe your position, and explain the purpose of the interview. Explain why you are collecting data, and assure patients that any information obtained will remain confidential and be used only by health care providers who care for them.

b. During the working phase, you gather information about the patient’s health status.

c. During the termination phase, you give the patient a clue that the interview is coming to an end, summarize the important points, and ask the patient whether the summary was accurate.

16.
Answers will vary.

17.
The nursing health history is data collected about

a. Developmental variables

b. Psychological variables

c. Spiritual variables

d. Sociocultural variables

e. Physiological health-review of systems

18.
The purpose of collecting the family history is to obtain data about immediate and blood relatives. These objectives are to determine whether the patient is at risk for illness of a genetic or familial nature and to identify areas of health promotion and illness prevention.

19.
The physical examination involves the use of inspection, palpation, percussion, auscultation, and smell.

20.
Validation of assessment data is the comparison of data with another source to determine data accuracy. Before you begin analyzing and interpreting data, validate the collected information so as to avoid making incorrect inferences.

21.
After collecting and validating subjective and objective data and interpreting the data, the nurse organizes the information into meaningful clusters. Data analysis involves recognizing patterns or trends in the clustered data, comparing them with standards, and then establishing a reasoned conclusion about the patient’s responses to a health problem.
22.
Data must be documented thoroughly for two essential reasons:

a. Data must be recorded, or it will be lost and unavailable to anyone else caring for the patient.

b. Observation and recording of patient status is a legal and professional responsibility.

23.
Nursing diagnosis is a clinical judgement about individual, family, or community responses to actual and potential health problems or life processes that is within the domain of nursing.

24.
Medical diagnosis is the identification of a disease condition on the basis of a specific evaluation of physical signs, symptoms, the patient’s medical history, and the results of diagnostic tests and procedures.

25.
Physicians are licensed to treat diseases or pathological processes described in medical diagnostic statements. Nurses have a similar diagnostic language. Nursing diagnosis, the second step of the nursing process, determines health problems within the domain of nursing. The process of diagnosing is the result of your analysis of data and your resultant identification of specific patient responses to health care problems.

26.
NANDA International exists to develop, refine, and promote terminology that accurately reflects nurses’ clinical judgements.

27.
Nursing diagnoses provide the basis for selection of nursing interventions to achieve outcomes for which you, as a nurse, are accountable.

28.
The diagnostic process includes data clustering, identifying patient needs, and formulating the diagnosis or problem.

29.
Defining characteristics are the clinical criteria or assessment findings that help confirm an actual nursing diagnosis.
30.
a. An actual nursing diagnosis describes responses to health conditions or life processes that exist in an individual, family, or community.

b. A risk nursing diagnosis describes human responses to health conditions or life processes that will possibly develop in a vulnerable individual, family, or community.

c. A health-promotion nursing diagnosis is a clinical judgement of a person’s, family’s, or community’s motivation and desire to increase wellbeing and actualize human health potential, as expressed in their readiness to enhance specific health behaviours, such as nutrition and exercise.

d. A wellness nursing diagnosis describes levels of wellness in an individual, family, or community that can be enhanced. It is a clinical judgement about an individual, group, or community in transition from a specific level of wellness to a higher level of wellness.

31.
Nursing diagnoses are stated in a two-part format: the diagnostic label followed by a statement of a related factor.

32.
The diagnostic label of the nursing diagnosis is approved by NANDA International and describes the essence of a patient’s response to health conditions in as few words as possible.

33.
The related factors of the nursing diagnosis are the etiology identified from the patient’s assessment data. It is associated with the patient’s actual or potential response to the health problem and can be changed through the use of nursing interventions.

34.
Risk factors are environmental, physiological, psychological, genetic, or chemical elements that increase the vulnerability of an individual, family, or community to an unhealthful event.

35.
Answers will vary (see textbook, page 170). The following are possible responses:

a. Be knowledgeable and skilled in all assessment techniques.

b. Check for inaccurate or missing data.

c. Collect data in an organized, methodical way.

d. Review your level of comfort and competence with interview and assessment skills before proceeding.

e. Approach the assessment in steps.

f. Review your past clinical assessments in clinical or classroom settings to help determine how to revise an assessment or gather additional information.

g. Verify the accuracy of your data. To minimize the risk of inaccuracy, have a more experienced co-worker validate your findings or explain why they are incorrect.

h. Be organized in any examination. Have appropriate forms and examination equipment ready to use.

i. Be sure the environment is private, quiet, and comfortable for the patient.

j. Review data to confirm that measurable, objective, physical findings support subjective data.

k. Be careful to consider conflicting cues, or decide whether cues are insufficient for forming a diagnosis.
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