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3.0 OBJECTIVES

At the end of this unit, you should be able to:

e  obtain assessment data from client and document the data collected.;

e  analyzethedata

e formulate appropriate nursing diagnosis;

e formulate nursing outcomes/goals for the selected nursing diagnosis based on priority;
e implement nursing activities to achieve the goals;

e  evaluate the care to measure the effectiveness of nursing actions; and

e  develop nursing care plan using nursing process format for documentation.

3.1 INTRODUCTION

All health care professionals are striving to upgrade client care. Nurses are concerned to
provide health careto both well and ill clientsin different settings. In 1950s the term *“ Nursing
Process’ wasfirst used and ** nursing diagnosis’ was considered as *‘the weak link’” . In 1972
both the terms emerged as having * the strong link’” in nursing practice. Today in the era of cost
containment the value of one’s contribution to the health care delivery system must be
measurable and demonstrable. The combinations of nursing care plan based on nursing
diagnosis gives nurse a concrete instrument to quantify nursing. Nursing care plans are the
keysto professional nursing care and must be written for specific nursing diagnosis to
document the care needed the care given and the clients responses.



3.2 REVIEW OF STEPS OF NURSING PROCESS

3.2.1 Definition

Nursing processis a framework that enables the nurse and the client together to resolve health
related problems of the client in asystematic, organized and logical way.

3.2.2 Purposes

1) It providesaframework within which nurses can identify client’s health status and
provide quality care and checks its outcomes through evaluation.

It helpsinrendering individualized care.

It avoids unnecessary (duplication of) nursing actions thus saves time.

E L D

It helpsin providing organized priority based care.
5  Itencouragesclientsand family participationin care.
3.2.3 Steps

Nursing process consists of the following steps:

1) Assessment

2 Nursing Diagnosis
3  Planning
4)  Implementation
5  Evauation
Assessment
Evaluation
Nursing is a Nursing Diagnosis
. Continuous Process
Implementation
Planning
Fig. 3.1: Steps of nursing process
Assessment

Assessment is the foundation step of nursing process. It consists of systematic and orderly
collection of information pertaining to and about the health status of the client. The information
obtained helps to make nursing diagnosis and to develop aplan of care. Informations are
obtained by data collection.

Data Collection

Data collection includes accumul ation of comprehensive information about the client oninitial
assessment. The initial assessment provides baseline data. The data involves information about
clients health problem, specific factors that contribute to the problem. The client has health
problem (s) with which hes/he gets admitted and may also devel op additional problem during
his stay in the hospital, because of this course of illness, and the treatment modalities.

Development of Nursing
Care Plan Using
Nursing Process

55



Practical Manual —
Nursing Foundation

56

Asyou have aready read in unit 5 of thisblock under section 1.3.6 that data collected by the
nurse during assessment are:

e  Subjective Data
° Objective Data
Subjective Data

Subjective dataincludes client’s description of his personal health status, problem e.g. feeling,
description pain, weakness, nausea. This data also include information supplied by client’s
family members. The dataare not observable and are difficult to measure objectively.

Objective Data

Objective data are usually the one that is obtained through senses—sight, smell, hearing, touch
and during physical examination of the client. Objective data are observable and measurable.
For example: rate of pulse, weight, presence of oedema. Thedata collected by the nur secan be
historical dataand current data.

Historical data hasinformation related to the events that have occurred prior to the present.
The event might be previous hospitalization, presence of chronic disease, pattern of bowel
movement in the past, childhood illnessin an adult patient.

Current datarefer to the eventsthat are occurring at present e.g. pain, vomiting, inability to
pass urine and present illness.

It isalways necessary to validate subjective with objective data, historical with current data. For
example, subjective data of feeling of painisvalidated by objective findings of pallor, increased
sweating and hypotension. Similarly, historical data e.g. passing stool once every day and
bowels not moved for two days (current) may initiate a strategy to help patient move his
bowels. But when substantiated with historical datathe client may inform that movement of
bowel on every alternate day is hisroutine at home. Thus the information obtained earlier
becomesvalid. Therefore, validation of the data is necessary before planning care.

Nursing Diagnosis

The diagnostic process involves processing the data by classification interpretation and
validation. Writing nursing diagnostic statement is the basis of identifying client’s problems
and strengths. The health problem and the etiological factor are reflected in the formulation of
diagnostic statement. The diagnosisis verified with the client and documented.

Planning

Planning includes setting prioritiesand writing outcomes. The different problems of the client
identified in the nursing diagnosis needs to be prioritized. The nurse can determine priority
problems related to needs of client.

Outcomes/goals are written from the diagnostic statement in terms of client’s behaviour that are
desired to be achieved by the nurse in the limited time. The characteristic features of outcomes
ae

e  client centered

e  observable and measurable

e timelimitedandrealistic.

The areasin which outcomes are written include:

e  appearance and functioning of the body,

e  gpecific symptoms,

e  knowledge,

e  psychomotor skills and emotional status.
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Implementation involves preparation for executing the plan and carrying the interventions to Nursing Process

resolve client’s problem. The interventions include all those independent, dependent and
interdependent nursing actions carried out by the nurse to restore health, prevent illness,
promote wellness and facilitate copying with altered functioning. The implementation of nursing
action isfollowed by complete and accurate documentation of events.

Evaluation

Evaluation is used to judge each component of nursing process. It measures the effectiveness
of nursing interventions. It consists of comparing and judging the data about client’s progress.
The client’s response to the nursing interventions will guide the nurse to continue with the plan
care, modify it or terminate. In case the plan of care needs modification the nurse will reassess
and carryout the remaining steps of nursing process. When the care is continued the ongoing
process of assessment and evaluation is continued.

Check Your Progress1

Match each phase/step of the nursing process with the examples of activities that occur in that
phase. Select theterm givenin column | and placeit on column 1.

a  Assessment 1)  Writing nursing orders on the care plan.

b) Diagnosis 2 Using data base to decide if goals have been met

¢) Planning 3  Mrs. R.S. hasblood pressure 120/70, her pulseis 84, sheis
10kg overweight

d) Implementation 4)  Nurse analyzesthe data, diagnose that no problem exists, and
concludes no interventions are needed.

€ Evauation 5 Becomesaware of waysinwhich her lifestyle can either
increase or decrease risk of disease.

6) Giving client pamphlet on “stop smoking”
Charting the care given to the client
8 Changedressing using betadine at Coccyx at 9 A.M.

9 Nurse prepares the client to be taken out on a wheel chair and
observes that the client has become pale and c/o dizziness

10) Nurseclassifies, searchesfor aclearer understanding of the cues

3.3 DEVELOPMENT OF NURSING CARE PLAN

You have learnt about the phases of the nursing processin theory course (BNS-101) Block 2,
Unit 1. Documentation of planned careisinvolved in nursing process. It becomes clear then
that in order to develop nursing care plan the nurse must accomplish the steps of the nursing
processi.e. assessment, nursing diagnosis and planning. In this section you will learn the
performance phases through examples.

3.3.1 Assessment —Data Collection

1) SubjectiveData

a ldentification Data
Name TSP OPPRPRR
Age PP
Sex USSP PR PRSPPIt
Marital Status L et eeeeeteeeeeeeteereenteeeeateeeeareeteaee et aeeateeeeateeteereeteene e teeneenreenes
Religion L ettt et et eheehe e eh b oo et e Ee e e e e b e b e e et eh e e Rt Rt eheebenbena e be b s

Ward e eeeeeeeeeeeeeiiereeeeresesieessisrereesessisbersesnieseesessisressssrtreissessiseeias
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Diagnosis L ettt ettt eheete e eheh e e e e e e Ee et et e e e R e e e et eh e e Rt Rt eb e be bt et et es
Education OSSOSOV PRR
Occupation L ettt ettt eheeh e e eheeh e e e e e be e e e e e e R e e e et eh e e Rt eRe bt b e b e nbe b s
Income L ettt eeeeeEeeeeeEeeEe e e et e e At e e et e e Rt e e e aEe e ee b e e b e ebeereeneereenes
Address et eeee e eeneeeeeteereeteereeteeneeteeee et eeeare e eeareetenteenteaneeteeneeeeanes
Date of Admission et eeeeeeeeteeeeeteeeeEeeeeateeneeateete et ete et e te et e teereeteeneeteeneenteenes
Date of Discharge TSP S T S RSO R PRSPPI
Date of Physical
Examination L et ettt eheet e e eheE e b e eE e Ee et e e e e e R e et et eh e e h e Rt bt e benbe e et et es

b) History

i)  Family history:
—  nuclear/joint
—  number of members
—  health status of members
—  gpecificdiseasein thefamily
- IPM

i)  Personal history:
— lifestyle
—  health habits
—  exercise
— useof acohal
—  smoking/tobacco
—  elimination pattern
—  dleep pattern

i)  Health history
— pasth/oillness : medicd

. surgical
. psychiatric
- present h/o illness
- present complaint
2  ObjectiveData

i) Observation
—  general appearance/built
—  menta alertness
— evidenceof pain
—  position of patient

i)  Physical Examination
a Vital signs

58 b) Height and Weight



c¢) Head to foot Examination Development of Nursing
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[ Skin: Colour, pigmentation, scars, edema, moisture, nails, alergy, turgor etc. Nursing Process
[ Head: Symmetry of skull, face, hair colour, distribution, lesions, hair texture etc.

[ Eyes and Vision: h/o burning, pain, vision problems etc. observe external eye structure
for any abnormality. Pupilssize, reaction to light etc. movement of eyevisual field,
findings of fundoscopic examination.

[ Earsand Hearing: Auricles, Tympansic membrane, presence of discharge growth etc,
otoscopic findings.

[ Nose: Any deformity, discharge, polyp sinus for tenderness.

[ Mouth and Throat: Lipscolour, ulcerswelight and tongue-depressor observesteeth
gum, tongue tonsils, phanyx etc. for any abnormality observes voice for hoarseness.

[ Neck: Range of motion, thyroid gland, jugular, vein, lymph nodes.

[ Breast: (Female) areolaand nipple size, symmetry, pal pation for any lumps, nodes etc.
any discharge.

[ Throat and Lungs: Symmetry of chest, any structure deformity, movement of chest
wall. Auscultate the chest for breath sounds.

[ Heart: All pulses, (radial, brachial and femoral) auscultate heart sound

[ Abdomen: Contour, symmetry, visible peristatis, scars, rashes, shape of umbilicus,
auscultate for bowel sounds. Palpate for mass, tenderness etc.

[ Genitalia: Hygiene, discharge, tumors, lesionsetc.
[ Extremities: Range of motions, muscle strength, symmetry, mass, deformity etc.

[ Neurological: Mental status, alertness, orientation to time, place and person, function
of cranial nerves, reflexesetc.

i) Laboratory Data/l nvestigations
—  Laboratory values of various investigations done in the patient -X-rays
—  Specid investigationsif any.

Based on the above-mentioned objective and subjective data you can formulate nursing diagnosis
according to priority.

3.3.2 NursingDiagnosis

It isastatement of apatient’s problem that isarrived at by making inferencesfrom the collected
data. Examples of nursing diagnosisare asfollows:

Table 3.1: Nursing Diagnosis

Subjective Data Objective Data Nursing Diagnosis
— Anorexia, nausea, weakness, — Diarrhoea, vomiting, vomiting, | — Fluid volume deficit
abdominal cramps dry skin related to disease
condition

— Scared to go for surgery patient | —Tearful, facial, muscles tense,| —Anxiety related to surgery

feels he may not survive after nube 100/ml, teandstrembling | —Formulation of nursing
surgery diagnosis
3.33 Planning

It isthe third phase of nursing process begins after formulation of nursing diagnosis. Planning
includes goals and outcomes for nursing actions, which are based on priorities.

Planning involvethefollowing: 59
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Setting priorities

Establishing goal s/expected outcomes

— Planning nursing actiong/interventions

Documenting the plan of nursing care.

Setting Priorities

Today’s nurse must learn how to set priorities. The first step in setting prioritiesis that of
making alist of the problems that you have identified during the assessment phase. You must
then study the list and decide which are the most Important problems.

Next you will haveto decidethe order of nursing care (i.e. what problemsyou will look after first)
Here are some suggestions of the questions, you ask yourself when setting priorities.

—  Which arethe problemsthat must be taken care of immediately?

—  Which arethe problems that you will work to prevent, reduce or resolve today?

—  Of the problems you with work on today, which will you work on first, second, third?

—  Arethereany problemsthat can be worked on at same time (for example you may choose
to work on promoting communication about fears and concerns about illness while
assisting the client wit morning care).

Establishing Goal9Expected Outcomes

Nursing care planned according to priority setting will reflect the goals of care established by
the client and nurse. Setting goalsis an activity that includes the family and significant others
aswell astheclient.

Goals should not only meet the immediate needs of the client, but should also include
prevention and rehabilitation. Goal setting establishes the framework for the nursing care plan.
Ultimately, goal resultsin development of expected outcome of the nursing intervention.

The expected outcome is the specific, desired change in the client’s condition in the
psychological, social, emotional spiritual dimensions. The nurse also uses the outcomes as
criteriato evaluate the effectiveness of nursing activities.

Example:

Table 3.2: Establishing Goals/Expecteed Outcome
Problem Goal Expected Outcome
Potential ineffective Lungs remain Clien able to
airways clearance clear immediately clear airway
postoperatively after surgery with deep
related to abdominal breathing and
incisional pain. coughing. Lungs clear

on auscultation

Check Your Progress2

List the four activities involved in the planning process.

) eereereere et et e te et e e Ee et Rt e e Rt R e Rt eRe Rt Ee e eE et eEeAe e R e nEeReeeeReeeeReeRe Rt ete Rt e te st eteneeteneeteneas
o) TSP
o) TSSOSO

) oo
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3.34 Implementation

It is the execution nursing actions to achieve the goal s/expected outcomes. Thus meeting the
needs of the client and relieving the problems.

Example:

Table 3.3: Implementing Nursing Actions

Nursing Diagnosis Planning (goal/outcome) Implementation

Maintenance of normal -
fluid volume -
— Maintenance of -

proper tissue perfusion -
— Prevention of complications -

Fluid deficit related t¢ —
disease condition

Encourage oral fluids
I/v as ordered

I/o chart

Assess hydration
Check vital signs, BP

In order to plan nursing interventions, the expected outcomes of the plan of care should be
considered aswell asthe cause of the problem. Thiswill help you to determine exactly what
nursing actions will help this particular patient achieve the expected outcomes.

Guidelines: Planning Nursing I nterventiong/Actions

—  Always check or reassess the status of the problem before determining appropriate
nursing interventions.

—  Look for intervention that will reduce or eliminate the cause of the problem.

—  Consider the expected outcome to be sure that your interventions are specific for that
particular patient.

— ldentify the strengths of the client and family that can be encouraged so that they can
participatein correcting the problem.

— Individualize nursing actions. What may work for one person may not for another?

— Utilizescientificrationale asabasisfor your actions (i.e. know why you are performing a
nursing intervention).

—  Create opportunities for teaching and learning wherever possible (e.g. teach the patient
the reasons for the nursing actions that you have chosen).

—  Consult other professionalswhenever necessary (e.g. doctorsdietitian, physiotherapist etc).
3.35 Evaluation

It is used to judge each component of the nursing process and is done by comparison of
clrent’s health status with the outcome. Evaluation reflects whether the patient’s problems are
resolved or not. If the expected outcomes are achieved, then further assessment planning and
intervention are to be reinforced. Since evaluation is an ongoing and continuous process.
Exampleof evaluationisasfollows:

Table 3.4: Evaluation of Nursing Actions

Nursing Diagnosis| Planning Implementation Evaluation

Fluid volume
related to disease
condition

e Maintenance of

normal fluid volume
e Maintenance of

proper tissue perfusion
e Prevention of

of complications

e Encourage oral
fluids

e |/V as prescribed

e |/O chart

e Assess hydration

e Check vital signs,BP

Skin turgor normal:
—Lips and mucous
membrane of

mouth moist
— Fluid intake 3500
output 1800ml
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3.4 DOCUMENTATION OF NURSING CARE PLAN

Documenting the plan of nursing care or writing the nursing care plan, isthe final product
planning process. If you fail to document your plan of nursing care, you waste al the effort that
you have donein determining an individualized care plan for your patient. No one will know the
work that has been done. Nursing care plan serves five purposes:

1) Tovalidatethat there has been athorough plan of care formulated for each patient.
2  Toserveasarecord that can later be studied to evaluate patient care.

3  Tocommunicate to other nurses the specific problems, goalsand interventions that have
been identified for the patient.

4)  Tosame; timeand avoid duplication of work.
5 Tohelpinlegal purposes.
Check Your Progress 3

Write whether the following informations are subjective or objective data.

) TEMPEAUIEOF 30°C: ...ttt bbb ettt ettt b e e b b e
D) HEBITIAIE OB/ML ...ttt ettt b e b sne e
C)  PaAININTNE IO ..o
0)  FEElINGTAIGUE ...t ettt b e et e e

3.5 FORMAT OF NURSING CARE PLAN BASED ON
NURSING PROCESS

i) | dentification data

Name TS OURVS PP PP PRPIN
Age PSS T RSO RTOPTPRURR
S PSPPSR
Religion USSR USSP PR PRPRPRPRPN
Marital Status TSRS P PSPPI
Educational BaCKgroUNG :© ........cocieiiiiiiiiesie et e
Occupation USSRV PR PR PRTPR PPN
Date of Admission USRSV PR U PRTPRPRPRPN
M.R.D. No. ettt ettt e eh et e e et e aEe e e et e e e Rt e e e eReeR e e Rt ehe e b e eRe e neeReenn e ene e e enes
Diagnosis STV
Ward TS T RSO STS VS PR PP PRPRPRPN
Bed No. TSSOSOV PR PR PRTPRPRPRPIN
Address ST SRS R PR UPSUPPR
Date of Discharge USSP VRSP PR RPN
Date of Planning USSRV PR PR PRTPRPRPRIN
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Brief Socio-EeconomicHistory
Family history

a8  Typeof family—Nuclear/joint

b)  Numbersof family members

¢  Any specific diseasein members
d) Health statusof family members
e  Total Income

f)  Dietary habits

g) Housing condition— Own/Rental/Water/Electricity Supply etc.

h)  1.PR. Among Family Members
Personal history

Hygine and grooming

- AnyH/OAllergy

— H/Osmoking, acohol, tobacco, drinking etc.

— Lifestyleflabits-exercises-drugsetc.
Hisotry of fast illness
History of present illness— Present complaints

Examination by doctor (from casesheet)

Investigations:
Date Nameof I nvestigation Findingsin patient Normal Value
Doctors Ordes:
Sl. No. Dr’sPrescription Purposes
Assessment:

a8  Subjective Assessment:

b) Objective Assessment : vital signs
Head to foot examination

Development of Nursing
Care Plan Using
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9  Nursing CarePlan

Nursing Dignosis Planning Goals/ Implementation Evaluation
Expected outcome

10) Health Teachings
11) ProgressNotes— (Day wise)
12) Activity

a  Writethree nursing care plans using nursing process.
Select patient from anyone of the following setting
e OPD
e  Medical/surgical ward
e |CU,CCU,RR,NeurolCU
b)  Discuss nursing process with your supervisor?

c)  Writefive objective and subjective data?

36 LET USSUM UP

In this practical you learnt about writing a nursing care plan by using nursing process. In
assessment you learnt regarding data collection to identify actual or potential health problems.
Systematic physical examination helpsin retaining objective data. Planning and nursing
diagnosis are based on assessment. Other than the medical diagnosis which physician makes
you will be able to make nursing diagnosis which helps you to write nursing care plan. Thus
provides comprehensive nursing care to client in al the shifts of duty. It isan important steps
towards professional writing nursing care plan is an excellent documentation for continuity of
care, aswell asfor further reference and self improvement.

3.7 ANSWERS TO CHECK YOUR PROGRESS

Check Your Progress1

a 9

by 1

c 8

d 7

e 4

Check Your Progress 2
a  Objective

b)  Objective

c)  Subjective

d) Subjective

Check Your Progress3

a  SettingPriorities

b)  Establish goal/outcome
¢) Plannursing action

d) Documenting the actions



3.8 ACTIVITIES

Activity 1

Select apatient from your clinical setting take acase history of the patient:

i)  Writefive objective and five subjective data

i)  Makenursing diagnosis and list down the desired outcome as expected.

i)  Write a nursing care plan using nursing process. You may follow format given in unit 3,
Section 3.5.

iv)  Discus nursing process with your supervisor.
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