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consists of a wide variety of roles and responsibilities necessary to meet society's health care needs. As a nurse, you are the frontline professional of health care (Fig. 1-1). You can practice in virtually all health care settings and communities. You have never been more important to health care than you are today. As a nurse, you (1) offer skilled care
to those recuperating from illness or injury, (2) advocate for patients' rights, (3) teach patients to manage their health, (4) support patients and their caregivers at critical times, and (5) help them navigate the complex health care system. Although the majority of nurses work in acute care facilities, many nurses practice in long-term care, home care,
primary and preventive care, ambulatory or outpatient clinics, and community health. Wherever you practice, recipients of your care include individuals, families, groups, or communities. FIG. 1-1 Nurses are frontline professionals of health care. (©Michael Jung/iStock/Thinkstock) The American Nurses Association (ANA) states that the authority for
the practice of nursing is based on a contract with society that acknowledges professional rights and responsibilities, as well as mechanisms for public accountability.1 The knowledge and skills that make up nursing practice are derived from society's expectations and needs. Nursing practice continues to evolve according to society's health care
needs and as knowledge and technology expand. This chapter introduces concepts and factors that affect professional nursing practice. Definitions of Nursing Several well-known definitions of nursing indicate that the basic themes of health, illness, and caring have existed since Florence Nightingale described nursing. Following are two such
examples: • Nursing is putting the patient in the best condition for nature to act (Nightingale).2 • The nurse's unique function is to assist patients, sick or well, in the performance of those activities contributing to health or its recovery (or to peaceful death) that they would perform unaided if they had the necessary strength, will, or knowledge—and
to do this in such a way as to help them gain independence as rapidly as possible (Henderson).3 In 1980 the ANA defined nursing as “the diagnosis and treatment of human responses to actual and potential health problems.”1 In this context, your care of a person with a fractured hip would focus on the patient's possible responses to impaired
mobility, pain, and loss of independence. The widely accepted ANA definition of nursing was reaffirmed in the 2010 edition of the ANA's Nursing: A Social Policy Statement to reflect the continuing evolution of nursing practice: 99Nursing is the protection, promotion, and optimization of health and abilities, prevention of illness and injury, alleviation
of suffering through the diagnosis and treatment of human response, and advocacy in the care of individuals, families, communities, and populations.1 This definition reflects nurses' increasing role in promoting health and wellness and advocating for the recipients of their care. Nursing's View of Humanity An individual has physiologic (or
biophysical), psychologic (or emotional), sociocultural (or interpersonal), spiritual, and environmental components or dimensions. In this book, the individual is considered “a biopsychosocial spiritual being in constant interaction with a changing environment.”4 The individual is composed of dimensions that are interrelated and not separate entities.
Thus a problem in one dimension may affect one or more of the other dimensions. A person's behavior is meaningful and oriented toward fulfilling needs, coping with stress, and developing one's self. However, at times a person requires help to meet these needs, cope successfully, or develop his or her unique potential. Scope of Nursing Practice The
essential core of nursing practice is to deliver holistic, patient-centered care. It includes assessment and evaluation, administering a variety of interventions, patient and family teaching, and being a member of the interprofessional health care team. The extent that nurses engage in the scope of practice depends on their educational preparation,
experience, and role and is guided by individual state laws. To enter into practice, a nurse must complete an accredited program and pass an examination verifying that the nurse has the knowledge necessary to provide safe care. Entry-level nurses with associate or baccalaureate degrees are prepared to function as generalists. At this level, nurses
provide direct health care and focus on ensuring coordinated and comprehensive care to patients in a variety of settings. Nurses work collaboratively with other health care providers to manage the needs of individuals and groups.5 With experience and continued study, nurses may specialize in an area of practice. Certification is a formal way for
nurses to obtain professional recognition for having expertise in a specialty area. A variety of nursing organizations offer certification in a number of nursing specialties.6 Certification usually requires a certain amount of clinical experience and successful completion of an examination. Recertification usually requires ongoing clinical experience and
continuing education. Common nursing specialties include cardiovascular care; critical care; women's health; nursing informatics; and geriatric, medical-surgical, perinatal, emergency, psychiatric/mental health, and community health nursing. Additional formal education and experience can prepare nurses for advanced practice. An advanced practice
registered nurse (APRN) is a nurse educated at the master's or doctoral level, with advanced education in pathophysiology, pharmacology, and health assessment and expertise in a specialized area of practice. APRNs include clinical nurse specialists, nurse practitioners, nurse midwives, and nurse anesthetists. APRNs play a vital role in the health
care delivery system. In addition to managing and delivering direct patient care, APRNs have roles in leadership, quality improvement, evidence-based practice, and informatics.5 The doctor of nursing practice (DNP) degree is a practice-focused terminal nursing degree. By raising the educational preparation for APRNs to the doctoral level, nursing is
moving in the same direction as other health professions that offer practice doctorates (e.g., pharmacy [PharmD], physical therapy [DPT]). Nurses with a research-focused doctorate (PhD) typically serve as faculty in schools of nursing, policy analysts, and researchers. However, they are being increasingly used in health care settings as clinical
experts, researchers, and health care system executives. 100Influences on Professional Nursing Practice Complex Health Care Environments Expanding Knowledge and Technology. Rapidly changing technology and dramatically expanding knowledge are adding to the complexity of health care environments. Advances in patient care technologies are
transforming care delivery and extending patients' lives. Discoveries in genetics are changing the way we think about a number of diseases, such as cancer and heart disease. For example, genetic information guides breast cancer screening. If cancer is diagnosed, this information then allows for treatment and drug therapy based on the patient's
genetic makeup. With advances in knowledge, ethical dilemmas and controversies arise regarding the use of new scientific knowledge and the disparities that exist in patients' access to technologically advanced health care. Throughout this book, expanding knowledge and technology's impact on nursing practice are highlighted in genetics,
informatics, and ethical/legal boxes. Diverse Populations. Patient populations are more diverse than ever. Americans are living longer, with the number of people with chronic illnesses and multiple comorbidities increasing. Unlike those who receive acute, episodic care, patients with chronic illnesses have complex needs. They see a variety of health
care providers in various settings over an extended period. With care shifting from hospitals and nursing homes to managed care in the community, you need to be able to manage and coordinate care when patients are transitioning among different settings. At the same time, you will be caring for a more culturally and ethnically diverse population.
When delivering care, you must consider the patient's and caregiver's cultural beliefs and values. Immigrants, particularly undocumented immigrants, often lack the resources necessary to access health care. Inability to pay for health care is associated with a tendency to delay seeking care, resulting in illnesses that are more serious at the time of
diagnosis. Boxes throughout this book emphasize the influence of such factors as gender, culture, and ethnicity on nursing practice. Consumerism. Health care is a consumer-focused business, and patients today are more involved in their health care. They want more control over their health care and expect high-quality, coordinated, and financially
reasonable care. Health information is readily available. Many patients are very knowledgeable about their health and seek information about health problems and health care from media and Internet sources. They gather information so that they can have a voice in making decisions about their health care. As a nurse, you must be able to help
patients access, interpret, and use appropriate and valid health care information (Fig. 1-2). 101FIG. 1-2 The patient, family, and nurse collaborate as part of coordinating high-quality care. (©monkebusinessimages/iStock/Thinkstock) Health Care Systems Health Care Financing. Many changes in health care systems that influence nursing care delivery
are initiated by the government, employers, insurance companies, and regulating agencies in efforts to provide more cost-effective health care. Historically, the most notable event related to reimbursement was the establishment of prospective payment systems in the Medicare program. With this system, payment for hospital services for Medicare
patients are based on flat fees determined by the diseases and problems treated during the admission. For example, if a patient had a total knee replacement, the hospital receives a set sum of money, such as $45,000 for the patient's care. Other health care systems followed by introducing managed care systems that use prospective payment as a
means of offering cost-effective health care delivery. In health maintenance organizations (HMOs) and preferred provider organizations (PPOs), charges are negotiated in advance of the delivery of care using predetermined reimbursement rates or capitation fees for medical care, hospitalization, and other health care services. Now, quality and
performance initiatives are driving further changes in health care financing. Value-based purchasing programs base reimbursement to health care providers on their performance on certain quality measures. These quality measures include clinical outcomes, patient safety, patient satisfaction, and the provider's adherence to evidence-based practice.
Those who provide quality care at a lower cost may receive additional payments. As part of value-based purchasing, payment for care can be withheld if a patient experiences events such as developing a pressure ulcer during a hospital stay or having something happen that is considered preventable (e.g., acquiring an injury after falling or having
wrong site surgery).7 This type of event is considered a serious reportable event (SRE). SREs are discussed later in this chapter on p. 12. Health Policy. Legislation has serious implications for health care delivery and nursing practice. The 2010 Patient Protection and Affordable Care Act (ACA) is the most important health care legislation since the
creation of Medicare in 1965. The ACA's main goal is to increase access to health care. Other provisions affect how health care is delivered, expand wellness and preventive care, and promote quality and efficiency in the health care system. The ACA encourages the creation of Accountable Care Organizations (ACOs). ACOs are groups of physicians,
hospitals, and other health care providers who unite to coordinate care for Medicare patients. The goal of an ACO is to ensure that patients, especially the chronically ill, get the right care at the right time, while avoiding duplicate services and preventing errors. The ACA supports nursing through funding for education and nurse-based clinics. The
ACA has triggered changes throughout the health care system. As a nurse, you must take a leadership role in 102creating health care systems that provide safe, quality, patient-centered care. Becoming a Nurse Leader boxes throughout this book focus on developing leadership skills needed to fulfill this role. Healthy People Initiative The U.S.
government is active in establishing goals and objectives for improving health through the Healthy People initiative.8 The vision of Healthy People is a society in which all people live long, healthy lives. The overarching goals of the Healthy People 2020 initiative are presented in Table 1-1. You will play a significant role in the Healthy People agenda by
emphasizing health promotion, health maintenance, and cost-effective care that is responsive to the needs of older adults, culturally diverse groups, and underserved populations. Healthy People boxes related to these goals are integrated throughout this book. Table 1-1 Healthy People 2020 Overarching Goals • Attain high-quality, longer lives free of
preventable disease, disability, injury, and premature death. • Achieve health equity, eliminate disparities, and improve the health of all groups. • Create social and physical environments that promote good health for all. • Promote quality of life, healthy development, and healthy behaviors across all life stages. Source: U.S. Department of Health and
Human Services: Healthy People 2020. Retrieved from www.healthypeople.gov. Organizational Influences Professional Nursing Organizations. The American Nurses Association is the primary professional nursing organization. There are numerous professional specialty organizations, such as the American Association of Critical-Care Nurses (AACN),
Association of periOperative Registered Nurses (AORN), and Oncology Nursing Society (ONS). Professional organizations have numerous roles in promoting quality patient care and professional nursing practice. These roles include developing standards of practice and codes of ethics, supporting research, and lobbying for legislation and regulations.
Major nursing organizations promote research into the causes of errors, develop strategies to prevent future errors, and address nursing issues that affect the nurse's ability to deliver patient care safely. Nurses join a professional organization to keep current in their practice and network with others who are interested in a particular practice area. A
program that supports nurses is the American Nurses Credentialing Center's Magnet Recognition Program. The Magnet program “recognizes health care organizations for quality patient care, nursing excellence and innovations in professional nursing practice.”9 Magnet designation demonstrates a high quality of nursing care and achievement of a
positive practice environment for nurses. Nurses who work in Magnet facilities have low turnover and burnout rates and more opportunities for professional and personal growth. This leads to better patient outcomes and greater career satisfaction. Quality and Safety Education for Nurses (QSEN). A number of high-profile reports over the past 15
years have highlighted problems with the quality of health care. One of these reports, The Future of Nursing: Leading Change, Advancing Health from the Health and Medicine Division (HMD) of the National Academy of Medicine (formerly called the Institute of Medicine), acknowledges the link between professional nursing practice and health care
delivery. The report discusses how health care providers, including nurses, are not being adequately prepared to provide the highest quality care possible. It recommends making changes 103so that nurses will have the skills to advance health care and play leadership roles in a reformed health care system10 (Table 1-2). Table 1-2 Key Messages for
the Future of Nursing • Nurses should practice to the full extent of their education and training. • Nurses should achieve high education and training through an improved education system that promotes seamless academic progression. • Nurses should be full partners with physicians and other health professionals in redesigning health care. •
Effective workforce planning and policy making require better data collection and information infrastructure. Source: IOM (now HMD) Recommendations. Retrieved from www.thefutureofnursing.org/recommendations. To address nursing's role in solving these problems, the Robert Wood Johnson Foundation funded the Quality and Safety Education
for Nurses (QSEN) Institute. QSEN has made a major contribution to nursing by defining specific competencies that nurses need to have to practice safely and effectively in today's complex health care system. The remainder of this chapter describes each of the QSEN competencies and the knowledge, skills, and attitudes (KSAs) necessary in each of
the six areas: (1) patient-centered care, (2) teamwork and collaboration, (3) safety, (4) quality improvement, (5) informatics, and (6) evidence-based practice11 (Table 1-3). Table 1-3 QSEN Competencies Competency Knowledge, Skills, and Attitudes Patient-Centered Care Recognize the patient and caregiver as full partners in providing compassionate
and coordinated care • Provide care with sensitivity and respect, taking into consideration the patient's based on respect for patient's preferences, values, and needs perspectives, beliefs, and cultural background Teamwork and Collaboration • Assess level of comfort and treat appropriately Function effectively within nursing and interprofessional
teams • Engage the patient in an active partnership that promotes health, well-being, Safety and self-care management Minimize risk of harm to patients and providers • Facilitate patient's informed consent for care Quality Improvement • Value the expertise of each interprofessional member Use data to monitor the outcomes of care and to improve
the quality and safety of health care systems • Initiate referrals when appropriate • Follow communication practices that minimize risks associated with handoffs Informatics Use information and technology to communicate, manage knowledge, reduce errors, and support and transitions in care decision making • Participate in interprofessional rounds
Evidence-Based Practice • Follow recommendations from national safety campaigns Integrate best current evidence with clinical expertise and the patient/family preferences and values for • Appropriately communicate observations or concerns related to hazards and delivery of optimal health care errors • Contribute to designing systems to improve
safety • Use quality measures to understand performance • Identify gaps between local and best practices • Participate in investigating the circumstances surrounding a sentinel event (never event) or serious reportable event (SRE) • Protect confidentiality of patient's protected health information • Document appropriately in electronic health
records • Use communication technologies to coordinate patient care • Respond correctly to clinical decision-making alerts • Read research, clinical practice guidelines, and evidence reports related to area of practice • Base individual patient care plan on patient's values, clinical expertise, and evidence • Continuously improve clinical practice based
on new knowledge Source: QSEN Competencies. Retrieved from . 104105Patient-Centered Care Nurses have long demonstrated that they truly deliver patient-centered care based on each patient's unique needs and understanding of the patient's preferences, values, and beliefs. Patient-centered care is interrelated with quality and safety. In the
patient-centered care model, patients and caregivers seek and receive care from competent and knowledgeable health care professionals. In addition, patients and caregivers are involved in making decisions and coordinating care. Nursing Process Nurses provide patient-centered care using an organizing framework called the nursing process. The
nursing process is a problem-solving approach to the identification and treatment of patient problems that is the foundation of nursing practice. The nursing process framework provides a structure for the delivery of nursing care and the knowledge, judgments, and actions that nurses use to achieve best patient outcomes. Once started, the nursing
process is continuous and cyclic. The nursing process consists of five phases: assessment, diagnosis, planning, implementation, and evaluation (Fig. 1-3). There is a basic order to the nursing process, beginning with assessment. Assessment is the collection of subjective and objective patient information on which you will base your plan of care.
Nursing diagnosis is the act of analyzing the assessment data and making a judgment about the nature of the data. It includes identifying and labeling human responses to actual or potential health problems or life processes. During planning the nursing diagnosis directs developing patient outcomes or goals and identifying nursing interventions to
accomplish the outcomes. Implementation is the activation of the plan with the use of nursing interventions. Evaluation is a continual activity in the nursing process. Evaluation determines whether the patient outcomes have been met as a result of nursing interventions. If the outcomes were not met, a review of the steps of the process is necessary to
determine why not. Revision may be needed in assessment (data collection), nursing diagnoses, planning (determining patient outcomes), or implementation (nursing interventions). FIG. 1-3 Nursing process. Standardized Nursing Terminologies The demands of the health care system challenge nursing to define its contribution to health care. The
nursing profession can describe its unique role by answering questions such as: What do nurses do? How do they do it? How does it make a measurable difference in the health of those for whom they care? How are nursing's contributions different from those of medicine? In response to these questions, nursing uses standardized terminologies (also
called nomenclatures, classification systems, and taxonomies) to clearly define and evaluate nursing care. This promotes continuity of patient care and provides data showing nursing's impact on patient 106outcomes. Instead of using a variety of words to describe the same patient problems and nursing interventions, nurses use a readily understood
common language to improve communication. Standardized terminologies help identify new knowledge and practice guidelines and are essential in exchanging information between different electronic records systems. For example, do the patient problems of pressure ulcer and skin breakdown mean the same thing? What nursing interventions
prevent these problems? Does turning the patient every 2 hours mean the same thing as repositioning the patient every 2 hours? If the patient is turned or repositioned every 2 hours, what happens as a result? Does placing the patient on a pressure-relieving mattress or a standard mattress change the results? How are the results described? How do
you know what works best? Three of the most widely used nursing terminologies focus on specific phases of the nursing process: (1) NANDA International (NANDA-I): Nursing Diagnoses, Definitions, and Classification; (2) the Nursing Outcomes Classification (NOC); and (3) the Nursing Interventions Classification (NIC). Patients' responses or
problems can be labeled using the nursing diagnoses classified and defined by NANDA-I.12 Nursing-sensitive patient outcomes can be identified and evaluated by selecting appropriate NOC outcomes and nursing interventions, or treatments, can be selected and implemented from NIC.13,14 NANDA-I Nursing Diagnoses. NANDA-I is the nursing
organization that develops and maintains the standard classification system for nursing diagnoses.12 Nursing diagnoses provide the basis for selecting nursing interventions to achieve patient outcomes for which nursing is accountable. Delivering care based on accurately identified nursing diagnoses results in more effective and safer patient care.
The NANDA-I list is continually evolving as new research results are available and nurses identify new human responses. Nursing Outcomes Classification (NOC). Nursing Outcomes Classification (NOC) is a list of patient outcomes developed to evaluate the effects of interventions provided by nurses. A nursing-sensitive patient outcome is defined as
an individual, family, or community state, behavior, or perception that is measured along a continuum in response to a nursing intervention(s).13 The impact of your nursing practice on patient outcomes can be identified and measured when you choose a NOC outcome. Currently there are more than 490 outcomes. Each outcome has a designated
code, definition, a set of indicators to use to evaluate patient status, and a five-point Likert scale for rating the outcome and indicators. A rating of a “5” is always the best possible score and “1” is always the worst possible score. Nursing Interventions Classification (NIC). Nursing Interventions Classification (NIC) includes independent and
collaborative interventions that you carry out, or direct others to carry out, on behalf of patients. An intervention is “any treatment, based upon clinical judgment and knowledge, which a nurse performs to enhance patient/client outcomes.”14 It includes treatments that you perform in all settings and includes direct and indirect care. NIC includes
more than 550 interventions with a label name, a definition, and a set of activities for you to choose from to carry out the intervention. A list of more than 550 interventions may seem overwhelming. You will soon discover those interventions that are often used in your particular specialty or with your patient population. When planning care for a
patient, choose specific interventions that are appropriate for the patient based on the nursing diagnosis and desired patient outcomes. Each intervention has a list of activities, and you select the appropriate activities from the list to implement the intervention. NIC does not prescribe interventions for specific situations. You are responsible for
making the important decision of when and which interventions to use for a specific patient and situation based on your knowledge of the patient and the patient's condition. NANDA-NOC-NIC Linkages. NANDA, NOC, and NIC (NNN) linkages show how the three distinct nursing terminologies can be connected and used together when planning care
for patients. Linkages may assist in determining a nursing diagnosis, projecting a desired outcome, and selecting interventions to achieve the desired outcome. Because each outcome or intervention has a coded number, the use of NNN facilitates 107electronic collection of standardized nursing data to evaluate the effectiveness of nursing care. Table
1-4 shows an example of an NNN linkage. Table 1-4 Example of NANDA-I–NOC–NIC Linkage NANDA-I Nursing Diagnosis: Impaired skin integrity: A state in which the individual has altered epidermis and/or dermis NANDA-I–Related Factors NOC Outcomes NIC Interventions Pressure Tissue integrity: skin and mucous membranes Pressure
management Skin surveillance Nutritional deficit Nutritional status: food and fluid intake Nutrition monitoring Nutrition therapy Knowledge deficit Knowledge: illness care Teaching: disease NANDA-I, NANDA International; NIC, Nursing Interventions Classification; NOC, Nursing Outcomes Classification. Source: Nursing Diagnoses—Definitions and
Classification 2015-2017. © 2014, 1994-2014 by NANDA International. Used by arrangement with Blackwell Publishing Limited, a company of John Wiley & Sons, Inc. Nursing Care Plans In any clinical setting, you are responsible for providing an individualized plan of care that includes nursing diagnoses, outcomes, and interventions. In clinical
practice, electronic care plans often follow a standard format that has been adapted to the specific setting. These plans are guides for routine nursing care. You individualize each to your patient's unique needs and problems. In nursing education, the nursing process is often documented differently from clinical practice. The nursing process is
frequently recorded in nursing care plans similar to those located on the website for this book ( . These nursing care plans are teaching and learning tools. You practice and learn the nursing process by collecting assessment data, identifying nursing diagnoses, and selecting patient outcomes and nursing interventions. You usually have to identify
rationales for the selected interventions. The nursing care plans associated with this book use NANDA-I–approved nursing diagnoses, listed in order of priority, with NOC outcomes and NIC interventions (NCP 1-1). When any of these care plans are used, you should individualize the plan for your specific patient. You must use critical thinking to
continually evaluate the situation and revise the nursing diagnoses, outcomes, and interventions to fit each patient's unique care needs. With collaborative problems, the nurse must monitor the patient to detect the onset or change in status of actual or potential complications.15 Nurses use physician and nurse prescribed interventions to manage
collaborative problems and prevent morbidity and mortality. During the diagnosis phase of the nursing process, you identify these risks in addition to nursing diagnoses. Identifying collaborative problems requires knowledge of pathophysiology and possible complications of medical treatment. Collaborative problem statements are usually written as
“potential complication: ______” or “PC: _____” without a “related to” statement. An example is PC: pulmonary embolism. Nursing Care Plan 1-1 Patient With Heart Failure* Nursing Diagnosis Impaired gas exchange related to increased preload and alveolar-capillary membrane changes as evidenced by abnormal O2 saturation,, hypoxemia, dyspnea,
tachypnea, tachycardia, restlessness, and patient's statement, “I am so short of breath” Patient Goal Maintains adequate O2/CO2 exchange at the alveolar-capillary membrane to meet O2 needs of the body Outcomes (NOC) Interventions (NIC) and Rationales Respiratory Status: Gas Exchange Respiratory Monitoring • Monitor pulse oximetry,
respiratory rate, rhythm, depth, and effort of respirations to evaluate changes in respiratory status. 108• O2 saturation _____ • Auscultate breath sounds, noting areas of decreased or absent ventilation and presence of adventitious sounds to detect presence of pulmonary edema. • Arterial pH _____ • PaO2 _____ • Monitor for increased restlessness,
anxiety, and work of breathing to detect increasing hypoxemia. Oxygen Therapy • PaCO2 _____ • Administer supplemental O2 or other noninvasive ventilator support (e.g., bilevel positive airway pressure [BiPAP]) as needed to maintain • Chest x-ray findings _____ adequate O2 levels. Measurement Scale • Monitor the O2 liter flow rate and placement
of O2 delivery device to ensure O2 is adequately delivered. 1 = Severe deviation from normal • Change O2 delivery device from mask to nasal prongs during meals as tolerated to sustain O2 levels while eating. • Monitor the effectiveness of O2 therapy to identify hypoxemia and establish range of O2 saturation. range Positioning 2 = Substantial
deviation from • Position patient to alleviate dyspnea (e.g., semi-Fowler's position), as appropriate, to improve ventilation by decreasing venous return to the heart and normal range increasing thoracic capacity. 3 = Moderate deviation from normal ranage 4 = Mild deviation from normal range 5 = No deviation from normal range • Dyspnea with
exertion _____ • Dyspnea at rest _____ • Restlessness ____ • Impaired cognition ____ Measurement Scale 1 = Severe 2 = Substantial 3 = Moderate 4 = Mild 5 = None *This example presents one nursing diagnosis for heart failure. The complete nursing care plan for heart failure is available on . A concept map is another method of recording a nursing
care plan. In a concept map the nursing process is recorded in a visual diagram of patient problems and interventions that illustrates the relationships among clinical data. Nurse educators use concept mapping to teach nursing process and care planning. There are various formats for concept maps. Conceptual care maps blend a concept map and a
nursing care plan. On a conceptual care map, assessment data used to identify the patient's primary health concern are centrally positioned. Diagnostic testing data, treatments, and medications surround the assessment data. Positioned below are nursing diagnoses that represent the patient's responses to the health state. Listed with each nursing
diagnosis are the assessment data that support the nursing diagnosis, outcomes, nursing interventions with rationales, and evaluation. After completing the map, you draw connections between identified relationships and concepts. A conceptual care map creator is available online on the website for this book. For selected case studies at the end of
the management chapters, related concept maps are available on the website at . Continuum of Patient Care Nursing is a part of health care at all points along the patient care continuum. Depending on their health status, patients often move among a multitude of different health care settings. For example, a young man is in a trauma unit of an acute
care hospital following a motor vehicle crash. After he is stabilized, he may be transferred to a general medical-surgical unit and then to an acute rehabilitation facility. After rehabilitation is complete, he is discharged home to continue with outpatient rehabilitation, with follow-up by home health care nurses and care in an ambulatory clinic. Decisions
regarding the most appropriate setting for obtaining health care frequently depend on the cost of care and the patient's health care insurance plan and personal finances. Although the hospital remains the mainstay for acute care interventions, community-based settings offer patients the opportunity to live or recover in settings that maximize their
independence and preserve human dignity. Community-based health care settings include ambulatory care, transitional care, and long-term care. Transitional care settings provide care in between the acute care and the home or long-term care setting. Patients may receive transitional care at an acute rehabilitation facility after head trauma or a
spinal cord injury. Long-term care refers to the care of patients for a period greater than 30 days. It may be required for those who are severely developmentally disabled, who are mentally impaired, or who have physical deficits requiring continuous medical and nursing management (e.g., patients who are ventilator dependent or have Alzheimer's
disease). Long-term care facilities include skilled nursing facilities, assisted living facilities, and residential care facilities. With the Affordable Care Act, there is a new emphasis on care coordination when patients transition between care settings. Transitions of care refer to patients moving among health care 109practitioners, settings, and home as
their condition and care needs change.16 As a nurse, you are an essential part of care coordination by stressing actions that meet patient's needs and facilitate safe, quality care. Collaborating with other members of the interprofessional team is critical. A lack of communication can result in an ineffective care transition, leading to medication errors
and higher hospital readmission rates. For example, you are a nurse in acute care admitting a long-term care patient who has been receiving propranolol 20 mg/5 mL twice a day. The admitting orders read “propranolol 20 mg/mL, give 5 mL twice a day.” Delivery of Nursing Care Nurses deliver patient-centered care in collaboration with the
interprofessional health care team and within the framework of a care delivery model. A care delivery model outlines how responsibilities and authority are structured to accomplish patient care.17 More positive care outcomes occur when the number and type of care providers match patient needs and there is a designated care coordinator. In acute
care settings, two basic models are used, team care and total patient care. Team care models involve a group of providers who work together to deliver care. A professional nurse is usually the team leader. As team leader, you manage and coordinate care with others, such as licensed practical/vocational nurses (LPNs/LVNs) and unlicensed assistive
personnel (UAP). You have accountability for the quality of care delivered by team members during a work period. In total patient care models, you are responsible for planning and providing all care. Other care models include case management and telehealth. Case management is “a collaborative process of assessment, planning, facilitation, care
coordination, evaluation, and advocacy for options and services to meet an individual's and family's comprehensive health needs through communication and available resources to promote quality, cost-effective outcomes.”18 Although health care agencies implement case management in various ways, it involves managing the patient's care with
other interprofessional team members across multiple care settings and levels of care. A professional nurse often serves as the case manager. In this role, the nurse assesses the needs of patients and/or caregivers, coordinates services for them, makes referrals as appropriate, and evaluates the progress towards meeting care goals. For example, a
nurse case manager in an outpatient clinic has been working for 3 months with an older male patient who has multiple co-morbidities, including severe coronary artery disease, diabetes, and osteoarthritis. After he is scheduled for a coronary artery bypass, the nurse manager coordinates his care with other members of the interprofessional team. She
arranges his preoperative appointments and informs the other team members so that all health care providers understand the patient's unique needs. After the patient has surgery, he develops a deep venous thrombosis in his leg. The case manager then works with the interprofessional team to evaluate the patient's discharge needs and determine
whether rehabilitation or home health care are necessary for the patient. With the patient and caregiver, the team decides to discharge the patient to a rehabilitation facility. The case manager assists with the transition, again coordinating care so that the providers at the rehabilitation facility are aware of the patient's needs. Telehealth nursing is
using the nursing process to provide nursing care to patients through telecommunication technologies, including high-speed Internet, wireless, satellite, and video communications.17 Among the many uses of telehealth are triaging patients, monitoring patients with chronic or critical conditions, helping patients manage symptoms, providing patient
and caregiver education and emotional support, and providing follow-up care. Telehealth increases access to care. The nurse engaged in telehealth can assess the patient's health status, deliver interventions, and evaluate the outcomes of nursing care while separated geographically from the patient (Fig. 1-4). 110FIG. 1-4 An older adult performing
remote blood pressure monitoring. (From Cooper K, Gosnell K: Foundations of nursing, St Louis, 2015, Elsevier.) Critical Thinking Complex health care environments require that you use critical thinking and clinical reasoning skills to make decisions that lead to the best patient outcomes. Critical thinking, your ability to focus your thinking to get the
results you need in various situations, has been described as knowing how to learn, be creative, generate ideas, make decisions, and solve problems.19 Critical thinking is not memorizing a list of facts or the steps of a procedure. Instead, it is the ability to make judgments and solve problems by making sense of information. Learning and using critical
thinking is a continual process that occurs inside and outside of the clinical setting. Clinical reasoning is using critical thinking to examine and analyze patient care issues.19 It involves understanding the medical and nursing implications of a patient's situation when making decisions regarding patient care. You use clinical reasoning when you
identify a change in a patient's status, take into account the context and concerns of the patient and caregiver, and decide what to do about it. Given the complexity of patient care today, nurses are required to learn and implement critical thinking and clinical reasoning skills long before they gain those skills through the experience of professional
practice. Clinical experiences during nursing education provide opportunities for you to learn and make decisions about patient care. Various education models and techniques, including interactive case studies and simulation exercises, promote practice in critical thinking and clinical reasoning. Throughout this book, select boxes, case studies, and
review questions promote your use of critical thinking and clinical reasoning skills. 111Teamwork and Collaboration Interprofessional Team To deliver high-quality care, you need to establish effective working relationships with members of the health care team. The interprofessional team is composed of providers from various disciplines, working
together and sharing their expertise to provide individualized care. It may consist of physicians, nurses, pharmacists, occupational and physical therapists, social workers, and others (Table 1-5). To be competent in interprofessional practice, you must collaborate in many ways by exchanging knowledge, sharing responsibility for problem solving, and
making patient care decisions. You may be responsible for coordinating care among the team members, participating in interprofessional team meetings or rounds, and initiating appropriate referrals when you need expertise in specialized areas to help the patient. To do so, you must be aware of the knowledge and skills of other team members and
be able to communicate effectively with them. Table 1-5 Interprofessional Team Members Team Member Description of Services Provided Dentist Dietitian Provides preventive and restorative treatments for problems affecting the teeth and mouth Occupational therapist (OT) Provides general nutrition services, including dietary consultation regarding
health promotion or specialized diets Pastoral care Pharmacist May assist patient with fine motor coordination, performance of activities of daily living, cognitive-perceptual skills, sensory testing, and the construction or use Physical therapist (PT) of assistive or adaptive equipment Physician (medical doctor [MD]) Offers spiritual support and
guidance to patients and caregivers Physician assistant Respiratory therapist Prepares medications and infusion products Social worker Works with patients on improving strength and endurance, gait training, transfer training, and developing a patient education program Speech pathologist Practices medicine and treats illness and injury by
prescribing medication, performing diagnostic tests and evaluations, performing surgery, and providing other medical services and advice Conducts physical exams, diagnoses and treats illnesses, and counsels on preventive health care in collaboration with a physician May assist with oxygen therapy in the home, provide specialized respiratory
treatments, and instruct patient or caregiver regarding the proper use of respiratory equipment Assists patients with developing coping skills, meeting caregiver concerns, securing adequate financial resources or housing assistance, or making referrals to social service or volunteer agencies Focuses on treatment of speech defects and disorders,
especially through the use of physical exercises to strengthen muscles used in speech, speech drills, and audiovisual aids that develop new speech habits To assist you in developing the competencies necessary to practice within an interprofessional clinical environment, you may participate in education activities with students from other disciplines.
Throughout this book, teamwork and collaboration boxes, case studies, and review questions discuss the roles other professionals have in managing clinical problems. Teamwork & Collaboration Teamwork & Collaboration Boxes Throughout Book Title Chapter Page Assessment and Data Collection 3 36 Blood Transfusions 30 649 Cardiac
Catheterization and Percutaneous Coronary Intervention (PCI) 33 729 Corrective Lenses and Hearing Aids 21 392 Incontinent Patient 45 1059 IV Therapy 16 294 Nasogastric and Gastric Tubes and Enteral Feedings 39 867 Ostomy Care 42 960 Oxygen Administration 28 568 Pain 8 123 Patient Receiving Bladder Irrigation 54 1274 Patient Requiring
Mechanical Ventilation 65 1581 Patient With a Cast or Traction 62 1471 Patient With a Seizure Disorder 58 1381 Patient With Alzheimer's Disease 59 1412 Patient With an Acute Stroke 57 1359 Patient With Chronic Venous Insufficiency 37 827 Patient With Diabetes Mellitus 48 1152 Patient With Hypertension 32 696 Patient With Neutropenia 30
632 Patient With Osteomyelitis 63 1498 Patient With Rheumatoid Arthritis 64 1529 Patient With Venous Thromboembolism (VTE) 37 824 Postoperative Patient 19 334 Skin Care 23 425 Suctioning and Tracheostomy Care 26 490 Urinary Catheters 45 1061 Wound Care 11 170 112Coordinating Care Communication. Effective communication is a key
component of fostering teamwork and coordinating care. To provide safe, effective care, everyone involved in a patient's care should understand the patient's condition and his or her needs. Unfortunately many issues result from a breakdown in communication. Miscommunication often occurs during transitions of care. One structured model used to
improve communication is the SBAR (Situation-Background-Assessment-Recommenda- tion) technique (Table 1-6). This technique provides a way to talk about a patient's condition among members of the health care team in a predictable, structured manner. Other ways to enhance communication during transitions include performing surgical timeouts, using a standard change- of-shift process, and conducting interprofessional rounds to identify risks and develop a plan for delivering care. Table 1-6 Guidelines for Communicating Using SBAR Purpose: SBAR is a model for effective transfer of information by providing a standardized structure for concise factual communications from nurse-tonurse, nurse-to-physician, or nurse- to–other health professionals. Steps to Use: Before speaking with a physician or other health care professional about a patient problem, assess the patient yourself, read the most recent physician progress and nursing notes, and have the patient's chart available. S • What is the situation you want to discuss? What
is happening at the present time? Situation • Identify self, unit. State: I am calling about: patient, room number. • Briefly state the problem: what it is, when it happened or started, and how severe it is. State: I have just assessed the patient and I am concerned about: identify why you are concerned . B • What is the background or circumstances
leading up to the situation? State pertinent background information related to the situation that may include Background • Admitting diagnosis and date of admission • List of current medications, allergies, IV fluids • Most recent vital signs • Date and time of any laboratory testing and results of previous tests for comparison • Synopsis of treatment
to date • Code status A • What do you think the problem is? What is your assessment of the situation? State what you think the problem is: Assessment • Changes from prior assessments • Patient condition unstable or worsening R • What should we do to correct the problem? What is your recommendation or request? State your request.
Recommendation/Request • Specific treatments • Tests needed • Patient needs to be seen now Source: Institute for Health Care Improvement: SBAR technique for communication: a situational briefing model. Retrieved from www.ihi.org/resources/Pages/Tools/SBARTechniqueforCommunicationASituationalBriefingModel.aspx. Clinical Pathways.
Clinical pathways (critical paths, patient care protocols, care maps) are interprofessional care plans that specify care and desired outcomes during a specific time period for patients with a particular diagnosis or health condition. Think of a clinical pathway as a road map the patient and health care team should follow. As the patient progresses along
the road, the patient should receive specific care and accomplish specific goals. If a patient's progress differs from the planned path, a variance has occurred. A negative variance occurs when specific goals are not met. The nurse usually identifies when a negative variance is present and works with the interprofessional team to create a plan to
address the issue.16 The exact content and format of clinical pathways vary among agencies and settings. Each agency usually develops its own pathways based on evidence-based practice guidelines. Common components include assessment guidelines, laboratory and diagnostic testing, medications, activity, diet, and teaching. In acute care, clinical
pathways often describe which patient care components are required at specific times for each day of hospitalization. The case types selected for this type of pathway are usually those that are high volume or high risk and predictable, such as myocardial infarction and surgical procedures (e.g., joint replacements, cholecystectomies, cataract
surgery). Delegation and Assignment. As a registered nurse (RN), you will delegate nursing care and supervise others who are qualified to deliver care. Delegation is transferring authority to a competent individual for completing selected nursing tasks in a selected situation.20 The delegation and assignment of nursing activities is a process that,
when used appropriately, can result in safe, effective, and efficient patient care. Delegating can allow you more time to focus on complex patient care needs. Delegating care and 113supervising others will be one of your fundamental roles as a professional nurse. Delegation typically involves tasks and procedures that licensed practical/vocational
nurses (LPNs/LVNs) and unlicensed assistive personnel (UAP) perform. Nursing interventions that require independent nursing knowledge, skill, or judgment (e.g., initial assessment, determining nursing diagnoses, patient teaching, evaluating care) are your responsibility and cannot be delegated. State boards of nursing and agency policies identify
activities that you can delegate to LPNs/LVNs and UAP. You need to use professional judgment to determine appropriate activities to delegate based on the patient's needs, the LPN/LVN's and UAP's education and training, and extent of supervision required. The most common delegated nursing actions occur during the implementation phase of the
nursing process. For example, the nurse can delegate measuring oral intake and urine output to UAP, but the RN uses nursing judgment to decide if the intake and output are adequate. The general guideline for LPN/LVN practice is that they can function independently in a stable, routine situation. However, they must work under the direct
supervision of a professional nurse in acute, unstable situations when a patient's condition can rapidly change. In most states, LPNs/LVNs may administer medications, perform sterile procedures, and provide a wide variety of interventions planned by the RN. The procedure itself is not the issue in determining what can be delegated. Rather, the
stability of the patient determines whether it is appropriate for an RN to delegate a procedure to an LPN/LVN. For example, the LPN/LVN can change a dressing on an abdominal surgical wound, but the RN should perform the initial dressing change and wound assessment. UAPs hold many titles, including nurse aides, orderlies, nursing assistants,
patient care assistants, or technicians. The activities UAPs perform typically include obtaining routine vital signs on stable patients, feeding and assisting patients at mealtimes, ambulating stable patients, and helping patients with bathing and hygiene. Delegation can also occur among professional nurses. For example, if one RN has accountability for
an outcome and asks another RN to perform a specific intervention related to that outcome, that is delegation. This type of delegation typically occurs when one RN leaves the unit/work area for a meal break. Assignment is different from delegation in that assignment is the work each staff member is to accomplish during a given work period.20 Staff
members can only be assigned activities that are within their scope of practice. Therefore the term assign is used when you direct a person to do something that he or she is authorized to do. For example, you can assign an LPN/LVN to administer medications to a patient, because this is within the LPN/LVN's scope of practice. You cannot assign an
LPN/LVN to a patient who needs an admission assessment, because an RN must perform the initial patient assessment. Whether you delegate or are working with staff to whom you assign tasks, you are responsible for the patient's total care during your work period. You need to determine what patient care tasks must be accomplished during the
given time period, identify who will accomplish them, and prioritize the order in which the tasks must be completed. You are responsible for supervising UAP or LPNs/LVNs. Clearly communicate what tasks must be done and provide necessary guidance. Since you are accountable for ensuring that delegated tasks are completed in a competent
manner, evaluate the care given, follow-up as needed, and make sure no care was missed. Delegation is a skill that is learned and you must practice to be proficient in managing patient care. You need to use critical thinking and professional judgment to ensure that the Five Rights of Nursing Delegation are implemented (Table 1-7). To assist you,
information on delegation is presented in teamwork and collaboration boxes and questions in case studies at the end of the management chapters. Table 1-7 Five Rights of Delegation The Five Rights of Delegation The registered nurse uses critical thinking and professional judgment to be sure that the delegation or assignment is: 1. The right task 2.
Under the right circumstances 3. To the right person 4. With the right directions and communication 5. Under the right supervision and evaluation Rights of Delegation Description Questions to Ask Right Task One that can be delegated for a specific patient Is it appropriate to delegate based on legal and agency factors? 114Right Circumstances
Appropriate patient setting, available resources, and considering relevant Has the person been trained and evaluated in performing the task? factors, including patient stability Is the person able and willing to do this specific task? Right Person Right person is delegating the right task to the right person to be performed on right person What are the
patient's needs right now? Right Directions and Clear, concise description of task, including its objective, limits, and Is staffing such that the circumstances support delegation strategies? Communication expectations Is the prospective delegatee a willing and able employee? Right Supervision and Appropriate monitoring, evaluation, intervention, and
feedback Are the patient needs a “fit” with the delegatee? Evaluation Have you clearly communicated the task? With directions, limits, and expected outcomes? Does the delegatee know what and when to report? Does the delegatee understand what needs to be done? Do you know how and when you will interact about patient care with the delegatee?
How often will you need to provide direct observation? Will you be able to give feedback to the staff member if needed? Source: Delegation Joint Statement NCSBN-ANA. Retrieved from www.ncsbn.org/1625.htm. 115Safety As the complexity of health care environments increases, patient safety is affected. It is estimated that between 210,000 and
440,000 patients each year suffer some type of harm that contributes to their death because of preventable medical errors.21 A number of organizations are addressing this issue by providing safety goals for health care organizations and identifying safety competencies for health professionals. By implementing various procedures and systems to
improve health care delivery to meet safety goals, health care systems are working to attain a culture of safety that minimizes the risk of harm to the patient. Serious Reportable Events The National Quality Forum (NQF) uses the term serious reportable event (SRE), also called a “never” event, to describe adverse events that are serious, largely
preventable, and of concern to the public and health care providers.22 These events include such things as a patient acquiring a stage III or greater pressure ulcer while hospitalized and death or disability from a fall or hypoglycemia. To reduce the occurrence of these events, the NQF provides a list of effective Safe Practices that should be used in
health care settings to improve the safety of care. You are implementing NQF practices when you perform a time-out prior to a surgical procedure, complete accurate medication records, and implement interventions to prevent catheter-associated urinary tract infections, pressure ulcers, and falls. National Patient Safety Goals The Joint Commission
(TJC), the accrediting agency for health care organizations, gathers and reports data on serious errors they call sentinel events. A sentinel event is a patient safety event not related to the patient's illness or underlying condition that reaches a patient and results in death, permanent harm, or severe temporary harm.23 Events are “sentinel” because
they signal the need for immediate investigation and response. Many sentinel events are also serious reportable events. If the patient undergoes a wrong-site or wrong-procedure surgery, experiences an assault in the health care setting or receives an incompatible blood product, the occurrence is both a sentinel event, reportable to TJC, and a serious
reportable event, reportable to NQF. To address specific patient safety concerns, TJC issues National Patient Safety Goals (NPSGs).23 NPSGs promote patient safety by providing evidence-based solutions to common safety problems. The 2016 NPSGs are listed in Table 1-8. Table 1-8 National Patient Safety Goals Safety Goal Examples Goal 1: Identify
patients correctly. • Use at least two ways to identify patients (e.g., have them state full name and date of birth). • Give the correct patient the correct blood with every blood transfusion. Goal 2: Improve communication among the health care • Quickly get critical test results to the right staff person. team. Goal 3: Use medications safely. • Label all
medicines that are not already labeled. Discard any found unlabeled. • Use appropriate precautions with patients who take anticoagulants. Goal 6: Use clinical alarm systems safely. • Find out what medications each patient is taking. Make certain that it is safe for the patient to take any new medicines Goal 7: Prevent health care–associated
infections. with his or her current medicines. • Give a list of the patient' Goal 15: Identify the safety risks inherent in the agency's s medicines to the patient and his or her caregiver before they go home. Explain the list. patient population. • Respond to alarms in a timely manner. Universal Protocol (UP) • Do not turn alarms off. Preprocedure
verification • Use soap, water, and hand sanitizer before and after every patient contact. Mark procedure site • Use evidence-based practices to prevent infections related to central lines, indwelling urinary catheters, and multidrug- Performance of time-out resistant organisms. • Assess patients at risk for suicide. • Assess any risks for patients who
are getting home oxygen therapy, such as fires. • Conduct a time-out before the start of any invasive or surgical procedure. • Confirm correct patient, procedure, and site. Adapted from The Joint Commission (TJC): 2016 National patient safety goals, Oakbrook Terrace, Ill. Retrieved from www.jointcommission.org/assets/1/6/2016_NPSG_HAP_ER.pdf/.
The latest safety goal, focusing on improving the safety of clinical alarm systems, will greatly 116affect nursing. Patient monitoring systems provide important information. Alarms that work well improve patient safety and care by telling you when a patient requires your attention. However, so many alarms can go off that alarm fatigue occurs, and
nurses can become desensitized to the sounds. By better managing alarms, alarm fatigue will be reduced and patient safety improved. Because you have the greatest amount of interaction with patients, you play a key role in promoting safety. Many describe nurses as the patient's last line of defense. Every nurse has the responsibility to ensure the
patient receives care in a manner that prevents errors and promotes patient safety. Throughout this book, safety alerts highlighting patient care issues and NPSGs will assist you in learning to apply safety principles. 117Quality Improvement Quality care is related to safety: the higher the culture of safety, the better the quality of care. Health care
systems focused on quality outcomes use practice standards and protocols based on best evidence while considering the patient's unique preferences and needs. Your role is to coordinate the complex aspects of patient care, including the care delivered by others, and identify and correct issues associated with poor quality and unsafe care. Quality
improvement (QI) programs involve systematic actions that monitor, assess, and improve health care quality. QI is an interprofessional team effort that is required by accrediting agencies. As part of professional nursing practice, you need to be able to collect data using QI tools, implement interventions to improve quality of care, and monitor patient
outcomes. Several public and private groups focusing on improving health care quality have developed standard QI measures. These performance measures assess how well the health care team cares for a patient with a certain condition or receives a specific treatment. They describe what data must be collected and monitored. Fig 1-5 shows an
example of a QI system for adult patients with asthma. In this example, you would monitor patient medical records to determine if the rate of flu vaccine administration exceeds 90%. You would share the results with the interprofessional team and, if the identified proficiency was not met, work as a team to implement measures to correct the
deficiency. FIG. 1-5 Quality improvement system. (Adapted from Courtlandt CD, Noonan L, Leonard GF: Model for improvement—part 1: A framework for health care quality, Ped Clin North Am 56:757, 2009.) National Database of Nursing Quality Indicators The National Database of Nursing Quality Indicators (NDNQI) provides data on nursingsensitive measures to evaluate the impact of nursing care on patient outcomes. Patient outcomes are nursing sensitive if they improve with a greater quantity or quality of nursing care. NDNQI outcomes are unique because they identify how nursing workforce factors, including nurse staffing and skill mix, directly influence patient outcomes. NDNQI
data show the incidence of falls and health care– associated pressure ulcers and infections decreases with adequate staffing and increased nurse education and satisfaction with the work environment. Table 1-9 lists the current NDNQI. Table 1-9 118National Database of Nursing Quality Indicators • Workforce factors • Nurse turnover • Nursing
hours per patient day • RN surveys on job satisfaction and practice environment scale • RN education and certification • Skill mix: RNs, LPNs/LVNs, UAP • Hospital readmission rates • Pain assessment cycle • Peripheral IV infiltration rate • Physical restraint prevalence • Physical/sexual assault rate • Patient falls and falls with injury • Pressure
ulcer incidence • Health care–associated infections (HAI) • Ventilator-associated pneumonia and events • Central line-associated bloodstream infection • Catheter-associated urinary tract infection Source: National Database of Nursing Quality Indicators. Retrieved from www.nursingquality.org. 119Informatics Nursing is an information-intense
profession. Advances in informatics and technology have changed the way nurses plan, deliver, document, and evaluate care. All nurses, regardless of their setting or role, use informatics and technology every day in practice. Informatics has changed how you obtain and review diagnostic information, make clinical decisions, communicate with
patients and health care team members, document, and provide care. Technology advances have increased the efficiency of nursing care, improving the work environment and the care nurses provide. Computers and mobile devices allow you to document at the time you deliver care and give you quick and easy access to information, including clinical
decision-making tools, patient education materials, and references. Texting, video chat, and e-mail enhance communication among health care team members and help you deliver the right message to the right person at the right time. Technology plays a key role in providing safe, quality patient care. Medication administration applications improve
patient safety by flagging potential errors, such as look-alike and sound-alike medications and adverse drug interactions, before they can occur. Computerized provider order entry (CPOE) systems can eliminate errors caused by misreading or misinterpreting handwritten orders. Sensor technology can decrease the number of falls in high-risk patients.
Care reminder systems provide cues that decrease the amount of missed nursing care. Being able to use technology skills to communicate and access information is now an essential component of your professional nursing practice. You must be able to use word processing software, communicate by e-mail and book messaging, access appropriate
information, and follow security and confidentiality rules. You need to demonstrate the skills to safely use patient care technologies and navigate electronic documentation systems. Protected health information (PHI) is highly sensitive. The Health Insurance Portability and Accountability Act (HIPAA) is part of federal legislation that addresses actions
for how PHI is used and disclosed. With the increased use of informatics and technology come new concerns on how to comply with HIPAA regulations and maintain a patient's privacy. New wireless technologies, increased use of e-mail and computer networking, and the ongoing threat of computer viruses increase the need for properly protecting a
patient's privacy. Ethical/Legal Dilemmas Social Networking: HIPAA Violation Situation You log into a closed group on a social networking site and read a posting from a fellow nursing student. The posting describes in detail the complex care the student provided to an older patient in a local hospital the previous day. The student comments on how
stressful the day was and asks for advice on how to deal with similar patients in the future. Ethical/Legal Points for Consideration • Protecting and maintaining patient privacy and confidentiality are basic obligations defined in the Code of Ethics for Nurses, which nurses and nursing students should uphold.1 • As outlined in the Health Insurance
Portability and Accountability Act (HIPAA), a patient's private health information is any information that relates to the person's past, present, or future physical or mental health. This includes not only specific details such as a patient's name or picture but also information that gives enough details that someone may be able to identify that person. •
You may unintentionally breach privacy or confidentiality by posting patient information (diagnosis, condition, or situation) on a social networking site. Using privacy settings or being in a closed group does not guarantee the secrecy of posted information. Others can copy and share any post without your knowledge. 120• Potential consequences for
improperly using social networking vary based on the situation. These may include (1) disciplinary action by the state board of nursing, (2) being disciplined, suspended, or fired by an employer, (3) dismissal from a nursing program, and (4) civil and/or criminal charges. • A student nurse who experienced a stressful day and is looking for advice and
support from peers (e.g., “Today my patient died. I wanted to cry.”) could share the experience by clearly limiting the posts to the student's personal perspective and not sharing any identifying information. This is one area in which it is safest to err on the side of caution to avoid the appearance of impropriety. Discussion Questions 1. How would you

deal with the situation involving the fellow nursing student or a nursing colleague? 2. How would you handle a situation in which you observed a staff member who violated HIPAA? Reference 1. Code of Ethics for Nurses. [Retrieved from] www.nursingworld.org/MainMenuCategories/EthicsStandards/Ethics-Position-Statements. As a nurse, you have
an obligation to ensure the privacy of your patient's health information. To do so, you need to understand your agency's policies regarding the use of technology. You need to know the rules regarding accessing patient records and releasing PHI, what to do if information is accidentally or intentionally released, and how to protect any passwords you
use. If you are using social networking, you must be careful not to place any individually identifiable PHI online. Throughout this book, Informatics in Practice boxes offer suggestions on how to use informatics in your practice. Electronic Health Records The largest use of informatics is electronic health records (EHRs), also called electronic medical
records. An EHR is a computerized record of patient information. It is shared among all health care team members involved in a patient's care and moves with the patient—to other providers and across care settings. The ideal EHR provides a single place for team members to review and update a patient's health record, document care given, and
enter patient care orders, including medications, procedures, diets, and diagnostic and laboratory tests (Fig. 1-6). The EHR should contain a patient's medical history, diagnoses, medications, treatment plans, immunization dates, allergies, and test results.24 121FIG. 1-6 Members of the interprofessional team review a patient's electronic health
record. (From Arnold EC, Boggs KU: Interpersonal relationships, St Louis, 2011, Mosby.) With the ACA, an increase in EHR use is under way. EHRs have the potential to reduce medical errors associated with traditional paper records and improve clinical decision making, patient safety, and quality of care. Unfortunately, several obstacles remain in
the way of fully implementing EHRs. Systems are expensive and technologically complex, requiring a number of resources to implement and maintain. In addition, communication is still lacking among computer systems and software applications in use. Finally, patients must be assured of their privacy and that information is only accessed by those
with a right to know. 122Evidence-Based Practice Evidence-based practice (EBP) is a problem-solving approach to clinical decision making. Using the best available evidence (e.g., research findings, QI data), combined with your expertise and the patient's unique circumstances and preferences, leads to better clinical decisions and improved patient
outcomes. EBP closes the gap between research and practice, providing more reliable and predictable care than that based on tradition, opinion, and trial and error. EBP does not mean that you have to conduct a research study. Instead, EBP depends on you to take an active role in using the best available evidence when delivering care. You need to
have an ongoing curiosity about what are the best nursing practices and routinely ask questions about your patient's care. Recognize when you need more information. When you base your practice on valid evidence, you are solving problems and supporting best patient outcomes. Steps of EBP Process The EBP process has six steps (Table 1-10).
Table 1-10 Steps of Evidence-Based Practice (EBP) Process 1. Ask the clinical question using the PICOT format: Patients/population Intervention Comparison or comparison group Outcome(s) Time (as applicable) 2. Search for the best evidence based on the clinical question. 3. Critically appraise and synthesize the evidence. 4. Implement the evidence
in practice. 5. Evaluate the practice decision or change. 6. Share the outcomes of the decision or change. Step 1. Step 1 is asking a clinical question in the PICOT format. Developing the clinical question is the most important step in the EBP process.25 A good clinical question sets the context for integrating evidence, clinical judgment, and patient
preferences. In addition, the question guides the literature search for the best evidence to influence practice. An example of a clinical question in PICOT format is, “In adult abdominal surgery patients (P = patients/population) is splinting with an elasticized abdominal binder (I = intervention) or a pillow (C = comparison) more effective in reducing
pain associated with ambulation (O = outcome) on the first postoperative day (T = time period)?” A properly stated clinical question may not have all components of PICOT. Some only include four components. The (T) timing or (C) comparison 123components are not appropriate for every question. The (C) component of PICOT may include a
comparison with a specific intervention, the usual standard of care, or no intervention at all. Step 2. Step 2 is searching for the best evidence that applies to the clinical question. Technology provides you with ready access to data. You can easily search a number of online resources and collect large amounts of clinical information and evidence. It is
important to evaluate all data sources for their credibility and reliability. Not all evidence is equal. Figure 1-7 presents the hierarchy of evidence. As you go down the pyramid, the strength of the evidence becomes weaker. Systematic reviews and evidence-based clinical practice guidelines save time and effort in the EBP process. However, they are
available for only a limited number of clinical topics and may not suit all types of clinical questions. When insufficient research exists to guide practice, recommendations from expert panels and authority figures may be the best evidence available. FIG. 1-7 Hierarchy of evidence. (Modified from Guyatt G, Rennie D: User's guide to the medical
literature, Chicago, 2002, American Medical Association; Harris RP, et al: Current methods of the U.S. Prevention Services Task Force: a review of the process. Am J Prevent Med 20:21, 2001; Melnyk BM, Fineout-Overholt E: Evidence-based practice in nursing and healthcare: a guide to best practice, ed 3, Philadelphia, 2014, Lippincott Williams &
Wilkins.) Step 3. Step 3 is critically appraising and synthesizing evidence found in the search. A successful critical appraisal process focuses on three essential questions: (1) What are the results? (2) Are the results reliable and valid? and (3) Will the results help me in caring for my patients? You must determine the strength of the evidence and
synthesize the findings related to the clinical question to conclude what is the best practice. For example, you find strong evidence supporting effectiveness of elasticized binders and pillows in reducing pain associated with ambulation. However, the binder appears to be more effective if the patient is obese or has had prior abdominal surgery. Step 4.
Step 4 involves implementing the evidence in practice. The decision to implement change is made by combining the evidence, clinical judgment, and the preferences and values of patients and caregivers. You may be part of an interprofessional team charged with implementing a practice change or applying evidence in a specific patient care situation.
This may include developing clinical practice guidelines; policies and procedures; or new assessment, teaching, or documentation tools. For example, you may be part of a team implementing a new postoperative protocol focused 124on using elasticized abdominal binders with patients who are obese or had prior abdominal surgery. Step 5. Step 5 is
evaluating the outcome in the clinical setting. After implementing the practice change for a specific period, you should monitor outcomes to determine whether the change has improved patient outcomes. Accrediting bodies require documentation of outcome measures to show that the organization is using evidence to improve patient care.25 Step 6.
Step 6 is sharing the results of the EBP change. If you do not share the outcomes of EBP, then other health care providers and patients cannot benefit from what you learned from your experience. Information is shared locally using unit- or hospital-based newsletters and posters and regionally and nationally through journal publications and
presentations at conferences. Implementing EBP To implement EBP, you must develop the skills to be able to seek and incorporate into practice scientific evidence that supports best patient outcomes. Throughout this book, two different types of EBP boxes are used to show how EBP is used in nursing practice. The Translating Research into Practice
boxes provide initial answers to specific clinical questions. These boxes contain the clinical question, critical appraisal of the supportive evidence, implications for nursing practice, and the source of the evidence. Applying the Evidence boxes provide an opportunity for you to practice your critical thinking skills in applying EBP to patient scenarios. To
assist you in identifying the use of evidence incorporated throughout this book, an asterisk (*) is used in the reference list at the end of each chapter to indicate evidence-based information for clinical practice. 125Bridge to NCLEX Examination The number of the question corresponds to the same-numbered outcome at the beginning of the chapter. 1.
An example of a nursing activity that best reflects the American Nurses Association's definition of nursing is a. treating dysrhythmias that occur in a patient in the coronary care unit. b. diagnosing a patient with a feeding tube as being at risk for aspiration. c. establishing protocols for treating patients in the emergency department. d. providing
antianxiety drugs for a patient who has disturbed sleep patterns. 2. A nurse working on the medical-surgical unit at an urban hospital would like to become certified in medical-surgical nursing. The nurse knows that this process would most likely require a. a bachelor's degree in nursing. b. formal education in advanced nursing practice. c. experience
for a specific period in medical-surgical nursing. d. membership in a medical-surgical nursing specialty organization. 3. A nurse is providing care to a patient after right hip surgery. Within a pay-for-performance system, a critical role of the nurse is to a. ensure that care is provided using a minimal amount of supplies. b. discharge the patient at
completion of the number of approved days of care. c. implement measures to decrease the risk of the patient acquiring an infection. d. assess the patient's ability to pay for health care services at the time of admission. 4. The nurse is assigned to care for a newly admitted patient. Number in order the steps for using the nursing process to prioritize
care. (Number 1 is the first step, and number 5 is the last step.) ___ Evaluate whether the plan was effective. ___ Identify any health problems. ___ Collect patient information. ___ Carry out the plan. ___ Determine a plan of action. 5. The linkages among NANDA-I nursing diagnoses, NOC patient outcomes, and NIC nursing interventions can be used to
a. evaluate patient outcomes. b. provide guides for planning care. c. predict the results of nursing care. d. shorten written care plans for individual patients. 6. The nurse is caring for a diabetic patient in the ambulatory surgical unit who has undergone debridement of an infected toe. Which task is appropriate for the nurse to delegate to unlicensed
assistive personnel (UAP)? a. Check the patient's vital signs. b. Monitor the patient's pain level. c. Assess the patient's IV catheter site. d. Evaluate the patient's tibial and pedal pulses. 7. The nurse's role in addressing the National Patient Safety Goals established by The Joint Commission includes (select all that apply) a. answering monitoring alarms
in a timely manner. b. using side rails and alarm systems as necessary to prevent patient falls. c. obtaining a complete, accurate list of the patient's medications on admission. 126d. memorizing and implementing all the rules published by The Joint Commission. e. encouraging patients to be actively involved in and question their own health care. 8.
Advantages of using informatics in health care delivery are (select all that apply) a. reduced need for nurses in acute care. b. increased patient anonymity and confidentiality. c. the ability to achieve and maintain high standards of care. d. access to standard plans of care for many health problems. e. improved communication of the patient's health
status to the health care team. 9. When using evidence-based practice, the nurse a. must use clinical practice guidelines developed by national health agencies. b. should use findings from randomized controlled trials to plan care for all patient problems. c. uses clinical decision making and judgment to determine what evidence is appropriate for a
specific clinical situation. d. statistically analyzes the relationship of nursing interventions to patient outcomes to establish evidence for the most appropriate patient interventions. 1. b, 2. c, 3. c, 4. 5, 2, 1, 4, 3, 5. b, 6. a, 7. a, b, c, 8. c, d, e, 9. c. For rationales to these answers and even more NCLEX review questions, visit
evolve.elsevier.com/Lewis/medsurg 127References 1. American Nurses Association. Nursing: a social policy statement. ed 3. The Association.: Washington DC; 2010 [(Classic)]. 2. Nightingale F. Notes on nursing: what it is and what it is not. (facsimile edition). Lippincott.: Philadelphia; 1946 [(Classic)]. 3. Henderson V. The nature of nursing.
Macmillan.: New York; 1966 [(Classic)]. 4. Roy S, Andrews H. The Roy adaptation model. ed 2. Appleton & Lange.: Stamford, Conn; 1999 [(Classic)]. 5. American Association of Colleges of Nursing. Essentials of baccalaureate education for professional nursing practice. [Retrieved from] www.aacn.nche.edu. 6. American Nurses Credentialing Center.
Certification. [Retrieved from] www.nursecredentialing.org/certification.aspx. 7. Robert Wood Johnson Foundation. Achieving the potential of health care performance measures. [Retrieved from] www.rwjf.org. 8. US Department of Health and Human Services. Healthy People 2020. [Retrieved from] www.healthypeople.gov. 9. ANCC Magnet
Recognition Program. [Retrieved from] www.nursecredentialing.org/magnet.aspx. 10. Committee on the Robert Wood Johnson Foundation Initiative on the Future of Nursing at the Institute of Medicine. The future of nursing: leading change, advancing health. National Academies Press: Washington, DC; 2011. 11. QSEN Institute. [Retrieved from] .
12. NANDA International. Defining the knowledge of nursing. [Retrieved from] www.nanda.org. 13. Overview. Nursing Outcomes Classification (NOC). [Retrieved from] www.nursing.uiowa.edu/cncce/nursing-outcomes-classification-overview. 14. Overview. Nursing Interventions Classification (NIC). [Retrieved from]
www.nursing.uiowa.edu/cncce/nursing-interventions-classification-overview. 15. Carpenito LJ. Nursing care plans: transitional patient and family-centered care. ed 6. Lippincott Williams & Wilkins: Philadelphia; 2014. 16. Transitions of care portal. [Retrieved from] www.jointcommission.org/toc.aspx. 17. Cherry B, Jacob SR. Contemporary nursing
practice. ed 6. Elsevier: St Louis; 2013. 18. What is a case manager? [Retrieved from] www.cmsa.org. 19. Alfaro-LeFevre R. Critical thinking, clinical reasoning, and clinical judgment. ed 5. Saunders: St Louis; 2013. 20. Delegation. [Retrieved from] www.ncsbn.org/1625.htm. 21. James J. A new, evidence-based estimate of patient harms associated
with hospital care. Journal of Patient Safety. 2013;9:122. 22. Safe practices for better healthcare. [Retrieved from] www.qualityforum.org/Projects/Safe_Practices_2010.aspx. 23. National Patient Safety Goals. [Retrieved from] www.jointcommission.org/standards_information/npsgs.aspx. 24. Benefits of EHRs. [Retrieved from]
www.healthit.gov/providers-professionals. 25. Echevarria IM, Walker S. To make your case, start with a PICOT question. Nursing. 2014;44:18. 128Health Disparities and Culturally Competent Care Janet Lenart No culture can live if it attempts to be exclusive. Mahatma Gandhi LEARNING OUTCOMES 1. Identify the key determinants of health and
equity. 2. Describe the factors that contribute to health disparities and health equity. 3. Define the terms culture, values, acculturation, ethnicity, race, stereotyping, ethnocentrism, cultural imposition, cultural competency, and culture-bound syndrome. 4. Explain how culture and ethnicity may affect a person's physical and psychologic health. 5.
Describe strategies for successfully communicating with a person who speaks a language that you do not understand. 6. Apply strategies for incorporating cultural information in the nursing process with all patients. 7. Describe the role of nursing in reducing health disparities. 8. Examine ways that your own cultural background may influence
nursing care. KEY TERMS acculturation, p. 22 cultural competence, p. 23 culture, p. 21 culture-bound syndromes, p. 29 determinants of health, p. 18 ethnicity, p. 19 ethnocentrism, p. 23 folk healers, p. 24 health disparities, p. 19 health equity, p. 19 health status, p. 18 lesbian, gay, bisexual, and transgender (LGBT), p. 21 place, p. 20 race, p. 19
sexuality, p. 21 stereotyping, p. 23 transcultural nursing, p. 23 values, p. 21 Reviewed by Christine Espina, RN, DNP, Nurse Planner and Continuing Education Specialist, University of Washington Continuing Nursing Education, Seattle, Washington; Shari Gould, RN, MSN, Associate Professor of Nursing, Victoria College, Victoria, Texas; and Ellen
Odell, DNP, 129ACNS-BC, CNE, APRN, Director of Nursing, Associate Professor, Department of Nursing, John Brown University, Siloam Springs, Arkansas. This chapter discusses health disparities and culture. Nurses play a key role in recognizing and reducing health disparities and providing culturally competent care. Determinants of Health Why
are there differences in the health status of people in America? How do these differences occur? The determinants of health are factors that (1) influence the health of individuals and groups and (2) help explain why some people experience poorer health than others.1 Where people are born, grow up, live, work, and age helps determine their health
status, behaviors, and care. Health status describes the health of a person or a community.2 Many measures make up the concept of health status. For individuals, this means the sum of their current health problems plus their coping resources (e.g., family, financial resources). For a community, health status is the combination of health measures for
all individuals living in the community. Community health measures include birth and death rates, life expectancy, access to care, and morbidity and mortality rates related to disease and injury. Factors in a person's social and physical environment, including personal relationships, workplace, housing, transportation, and neighborhood violence,
contribute to health status.1 For example, the risk of youth homicide is much higher in neighborhoods with gang activity and high crime rates. The physical environment in which one lives, works, and plays may expose a person to such risks as environmental hazards (workplace injuries), toxic agents (chemical spills, industrial pollution), unsafe traffic
patterns (lack of sidewalks), or absence of fresh and healthy food choices. An individual's behavior is influenced by his or her environment, education, and economic status. Behaviors such as tobacco and illicit drug use are strongly linked to a number of health conditions (e.g., lung cancer, liver disease). An individual's biologic makeup, such as
genetics and family history of disease (e.g., heart disease), can increase the risk for specific diseases. The availability of health care also contributes to an individual's health. The Affordable Care Act (ACA) reduced the number of uninsured Americans by 5.4 million in the first year of implementation. However, millions remain uninsured and have
limited access to care, which will affect both individual and community health.3 130Health Disparities and Health Equity Health disparities are differences in the incidence, prevalence, mortality rate, and burden of diseases that exist among specific population groups in the United States because of social, economic, or environmental disadvantages.
Health disparities can affect population groups based on gender, age, ethnicity, socioeconomic status, education, geography, sexual orientation, disability, or special health care needs.4 Health equity is achieved when every person has the opportunity to attain his or her health potential, and no one is disadvantaged. Ethical/Legal Dilemmas Health
Disparities Situation E.M., a 47-year-old Mexican American woman with type 2 diabetes mellitus, comes to the clinic to have her blood glucose measured. It has been 12 months since her last visit. At that time the nurse requested that she bring along her glucometer and strips to demonstrate how she checks her blood glucose because her glucose
values were high at her previous visits. When you check E.M.'s equipment and glucose strips, it is clear that the strips are for a different machine and they expired more than 2 years ago. When you inquire about the situation, E.M. explains that she cannot afford to come to the clinic or to buy new equipment and supplies to check her blood glucose
level. During the day E.M. cares for her three grandchildren so her daughter can work. E.M. spends most of her income on food for her family, so little money is left over for her own health care. Ethical/Legal Points for Consideration • Ethnic minorities and other vulnerable or disadvantaged groups experience certain chronic illnesses at higher rates.
Limited access to high-quality, accessible, and affordable health care services is clearly associated with an increased incidence of illness and complications, as well as a reduced life span. • People with certain health problems such as diabetes may have difficulty obtaining health care insurance. These issues must be considered in the broader context
of social justice. • In many states the legal definition of the role of the professional nurse includes patient advocacy. Advocacy includes the obligation to provide adequate follow-up care for all patients, especially those who are experiencing health care disparities. • When disparities are observed in an individual patient and family, as a nurse you must
consider the possibilities of discrimination and abuse. Professional nurses are legally and ethically responsible for patient advocacy. When failure to fulfill this obligation results in harm to the patient, the nurse may incur legal liability. Discussion Questions 1. How would you work with E.M. to help her obtain the necessary resources and knowledge to
care for her diabetes? 2. What can you do to begin working on the problems of health disparities in your community? Factors and Conditions Leading to Health Disparities Many factors and conditions can lead to the development of health disparities (Table 2-1). Awareness of these factors will assist you in providing optimal care for your patients.
131Table 2-1 Factors and Conditions Leading to Health Disparities • Ethnicity and race • Place • Income status • Education • Occupation or unemployment • Health literacy • Gender • Age • Sexual orientation • Disability status • Health care provider attitudes • Lack of health care services access • Language barrier Ethnicity and Race. The terms
ethnicity and race are subjective and based on self-report. These terms are used interchangeably in conversation and cannot be defined by genetic markers. Social context and lived experiences influence people's decision about the ethnic and race category to which they identify or are assigned. For example, ethnic and race categories may differ on a
person's birth certificate and death certificate. People are asked to identify their own ethnicity and race for the purpose of health data collection (e.g., for birth and death certificates). Collection of health data based on self-reported ethnic and race categories is important for research, to inform policy, and to understand and eliminate disparities. For
example, federal agencies are required to list a minimum of two ethnicities for people who self-identify as either Hispanic or Latino and Not Hispanic or Latino. A Hispanic or Latino is typically a person of Cuban, Mexican, Puerto Rican, South or Central American, or other Spanish descent, regardless of race. In addition, federal agencies are required
to list a minimum of five race categories: white, black or African American, American Indian or Alaska Native, Asian, and Native Hawaiian or other Pacific Islander. People are asked to identify their race using one or more categories. In this book the terms ethnicity and race are used interchangeably or together. Despite dramatic improvements in
treatments to prolong life and improve quality of life for most individuals, racial and ethnic minorities have benefited far less from these advances. Disparities are generally determined by comparing population groups. In the United States minority groups include Hispanics/Latinos 16.3%, African Americans 12.6%, Asian Americans 4.8%, Native
Hawaiians and other Pacific Islanders 0.2%, Native Americans and Native Alaskans 0.9%, and two or more races 2.9% of the U.S. population.5 The percentages for most of these groups are expected to increase in the coming decades. Obesity and chronic illness rates for diabetes, hypertension, chronic obstructive pulmonary diseases, cancer, and
stroke are higher among minority people. Racial, ethnic, and cultural differences exist in health services, treatments provided, and access to health care providers (HCPs). For example, African American men are less likely to be offered intervention procedures for cardiovascular disease and stroke. African American and Hispanic women are less likely
to have 132mammography for breast cancer screening. Differences in access to screening and treatment exist even when minority groups are insured at the same level as whites. When patient groups are given the same care, the treatment outcomes are similar across racial and ethnic groups.6 Disease risk and outcomes are also influenced by race
and ethnicity. For example, compared with U.S. white and African American populations, Native Americans have a higher incidence of stroke and are more likely to die as a consequence.7 Cervical cancer mortality rates are higher in Hispanic and African American women than in other American women. Numerous strategies are being developed to
promote health equity and reduce disparities. Cultural & Ethnic Health Disparities Cultural & Ethnic Health Disparities Boxes Throughout Book Title Chapter Page Alzheimer's Disease and Dementia 59 1402 Arthritis and Connective Tissue Disorders 64 1525 Brain Tumors 56 1333 Breast Cancer 51 1218 Cancer 15 267 Cancers of the Female
Reproductive System 53 1256 Cancers of the Male Reproductive System 54 1276 Chronic Kidney Disease 46 1076 Colorectal Cancer 42 954 Coronary Artery Disease 33 704 Diabetes Mellitus 48 1137 Heart Failure 34 738 Hematologic Problems 30 607 Hypertension 32 682 Integumentary Problems 23 410 Liver, Pancreas, and Gallbladder Disorders
43 986 Lung Cancer 27 514 Obesity 40 878 Obstructive Pulmonary Diseases 28 539 Oral, Pharyngeal, and Esophageal Problems 41 898 Osteoporosis 63 1511 Sexually Transmitted Infections 52 1228 Stroke 57 1347 Tuberculosis 27 506 Urologic Disorders 45 1034 Visual and Auditory Problems 21 368 Place. Place refers to the geographic and
environmental location where a person is born, grows, lives, works, and ages. Place affects the use of health services, health status, and health behaviors. Approximately 25% of Americans live in nonurban or rural areas.5 Three percent of Americans live in designated frontier counties. Differences in access to health care services among frontier,
rural, and urban settings can create geographic health disparities. For example, rural populations and Native Americans living on reservations may need to travel long distances to receive health care. This can result in inadequate or less-frequent access to health care services. Some parts of the rural United States are considered “medically
underserved” because of decreased numbers of health care providers per population. People living in rural areas have higher rates of cancer, heart disease, diabetes, depression, and injury-related deaths than people living in urban areas. For example, in rural Appalachia the rates of lung, colon, cervical, and colorectal cancer are higher than the
national average. Rural populations tend to be older than urban populations. Many rural areas have higher rates of obesity and chronic disease. The impact of social and physical environment on health choices can be illustrated by the problem of intimate partner violence in rural communities.8 The decision to seek help is affected by geographic
isolation, traditional gender roles, patriarchal attitudes, fear of lack of confidentiality, and economic factors that exist in some small rural communities. Living in urban centers may also predispose a person to health disparities. Concerns about personal safety (e.g., clinics located in high-crime neighborhoods) can make patients reluctant to visit HCPs.
At the same time, providers, such as home health nurses, working in high-risk areas may experience distress when they witness crime, drug use, or other illegal activities. Among the most obvious health behaviors affected by place are physical activity and nutrition. Safe, walkable neighborhoods with playgrounds and sources of healthy foods promote
physical activity and healthy eating. Social support and networks are related to health and coping with illness. Social networks are more likely to be found in communities where neighbors interact and rely on one another. 133Income, Education, and Occupation. People of lower income, education, or occupational status experience worse health. In
addition, they die at a younger age than those who are more affluent. Adults without a high school diploma or equivalent are three times more likely to die before age 65 than those with a college degree. Health care costs are one of the important factors that contribute to health disparities. Individuals who have no insurance, are underinsured, or lack
financial resources to pay for treatment of diseases may forgo health care visits, screenings, and treatments. Patients who lack the knowledge and/or access to apply for government assistance programs (e.g., Medicaid) are also at risk. Hazardous work environments and high-risk occupations of laborers also increase health risk and contribute to
higher rates of illness, injury, and death. Health Literacy. Health literacy is defined as the degree to which individuals have the capacity to obtain, process, and understand basic health information and services needed to make appropriate health decisions. This includes the ability to (1) read, comprehend, and analyze information; (2) understand
instructions; (3) weigh risks and benefits; and (4) ultimately make decisions and take action. The most recent national literacy survey reported that more than 40% and two thirds of people over age 60 have basic to below basic literacy skills, and another 5% are nonliterate in English.9 Low health literacy is associated with more hospitalizations,
greater use of emergency department care, decreased use of cancer screening and influenza vaccine, decreased ability to use medications correctly, and higher mortality rates among older adults. On a daily basis, patients need to self-manage conditions such as diabetes and asthma. For example, patients with diabetes may not be able to maintain
adequate blood glucose levels if they cannot read or understand the numbers on the home glucose monitoring system. The inability to read and understand medication labels can result in taking medications at the wrong time or in the wrong dose. Health literacy is discussed further in Chapter 4. Gender. Health disparities exist between men and
women. Adult women use health care services more than men. Women may not receive the same quality of care (Fig. 2-1). For example, women are less likely than men to receive procedures (e.g., coronary angiography) for cardiovascular disease.10 When gender is combined with racial and ethnic differences, the disparities are even greater. (Gender
Differences boxes are presented throughout this book, which highlight gender differences in disease risk, manifestations, and treatment.) FIG. 2-1 Older Asian women are especially at risk for health disparities. (©szefei/iStock/Thinkstock) Age. Older adults are at risk for experiencing health disparities in the number of diagnostic tests performed and
aggressiveness of treatments used. Biases toward older adults that affect their care, or ageism, are discussed in Chapter 5. Older women are less likely to be offered mammograms. Older people of low socioeconomic status experience greater disability, more limitations in 134activities of daily living, and more frequent and rapid cognitive decline.
Older adults who belong to minority groups are less likely than their white counterparts to receive screening for prostate and colorectal cancer. Sexual Orientation. Sexuality is defined as a person's romantic, emotional, or sexual attraction to another person. Lesbian, Gay, Bisexual, and Transgender (LGBT). Lesbian, gay, bisexual, and transgender
(LGBT) is a term that refers to the sexual orientation of these groups of people. LGBT individuals encompass all races and ethnicities, religions, and social classes. Being LGBT places an individual at risk for health disparities resulting from social, economic, or environmental disadvantages. Personal, family, and social acceptance of sexual orientation
and gender identity affects the mental health and personal safety of LGBT individuals. Discrimination against LGBT people has been associated with high rates of psychiatric disorders, substance abuse, and suicide.2 Lesbian women are more likely to be obese when compared with their heterosexual counterparts. Lesbian and bisexual women have
increased risk factors for cardiovascular disease.11 Gay men have higher rates of human immunodeficiency virus and hepatitis infections than other groups. Gay men and lesbian women have higher smoking rates than heterosexuals. Older LGBT individuals may face additional barriers to health because of isolation and a lack of social services and
culturally competent providers.2 Understanding the cause of these disparities among LGBT individuals is essential to providing safe and high-quality care. One of the barriers to accessing high-quality health care by LGBT adults is the current lack of HCPs who are knowledgeable about their health needs. LGBT people may also experience fear of
discrimination in health care settings. Some health care settings are addressing the negative stereotypes that health care professionals may have, but of which they may not be aware. The Joint Commission (TJC) requires that patients be allowed the presence of a support individual of their choice. In addition, hospitals must adopt policies that bar
discrimination based on factors such as sexual orientation and gender identification and expression. Healthy People Lesbian, Gay, Bisexual, and Transgender (LGBT) Individuals A Healthy People 2020 goal is to improve the health, safety, and well-being of LGBT individuals. • Efforts to improve LGBT health include the following: • Decreasing human
immunodeficiency virus (HIV)/sexually transmitted infections (STI) with effective interventions • Implementing antibullying policies in schools • Creating advisory groups consisting of community representatives • Providing supportive social services to reduce suicide and homelessness risk among young people • Appropriately inquiring about and
being supportive of a patient's sexual orientation to enhance the patient-provider interaction and patient's regular use of care 135• Providing health care professional students with access to LGBT patients to increase their knowledge of the health care needs of LGBT patients and ability to provide care to them • Efforts to address health disparities
among LGBT people include the following: • Expansion of domestic partner health insurance coverage • Establishment of LGBT health centers • Dissemination of effective HIV/STI interventions • Guarantee of appropriate health care screening Health Care Provider Attitudes. Certain behaviors and biases of the HCP can contribute to health
disparities. Factors such as bias and prejudice can affect health care–seeking behavior in minority populations.12 The health care system may also contribute to the problem of health disparities. For example, a clinic located in an area with a large population of Vietnamese immigrants that does not provide interpreters or educational materials and
financial forms in Vietnamese may limit these families' ability to understand how to access health care. Discrimination and bias based on a patient's race, ethnicity, gender, age, body size, sexual orientation, or ability to pay are likely to result in less aggressive or negative treatment practices. Discrimination can result in the delay of a proper diagnosis
due to assumptions made about the patient. Sometimes discrimination is difficult to identify, especially when it occurs at the institutional level. Because an HCP's overt discriminatory behavior may not be immediately evident to the patient or yourself, it may be difficult to confront. Even well-intentioned providers who try to eliminate bias in their care
can demonstrate their prior beliefs or prejudices through nonverbal communication. Many policies are in place to eliminate discrimination, but it still exists.12 136Culture Culture is a way of life for a group of people. It includes the behaviors, beliefs, values, traditions, and symbols that the group accepts, generally without thinking about them. This
way of life is passed along by communication and imitation from one generation to the next. You can also think of culture as cultivated behavior that is acquired through social learning. It is the totality of a person's learned, accumulated experience that is socially transmitted. The four classic characteristics of culture are described in Table 2-2. Table
2-2 Basic Characteristics of Culture • Dynamic and ever-changing • Not always shared by all members of a cultural group • Adapted to specific conditions such as environmental factors • Learned through oral and written histories, as well as socialization Values are the sets of rules by which individuals, families, groups, and communities live. They
are the principles and standards that serve as the basis for beliefs, attitudes, and behaviors. Although all cultures have values, the types and expressions of those values differ from one culture to another. These cultural values develop over time, guide decision making and actions, and may affect a person's self-esteem. Cultural values are often
unconsciously developed early in life as a child learns about acceptable and unacceptable behaviors. The extent to which a person's cultural values are internalized influences that person's tendency toward judging other cultures, while usually using his or her own culture as the accepted standard. Table 2-3 provides some examples of cultural
characteristics of different ethnic groups in the United States.13 Table 2-3 Cultural Characteristics of Different Ethnic Groups Native American • Doing the honorable thing • Folk healing • Living in harmony with people and nature • Respect for tribal elders and children • Respect for all things living • Returning what is taken from nature • Spiritual
guidance Hispanic/Latino • Cultural foods • Folk healing • Extended family valued 137• Interdependence and collectivism • Involvement of family in social activities • Religion and spirituality highly valued • Respect for elders and authority African American • Cultural foods • Family networks • Folk healing • Importance of religion • Interdependence
within ethnic group • Music and physical activities valued European American • Equal rights of genders • Independence and freedom • Individualistic and competitive • Materialistic • Self-reliance valued • Youth and beauty valued Asian American • Cultural foods • Family loyalty • Folk healing • Harmonious relationships • Harmony and balance
within body vital for preservation of life energy • Respect for elders • Respect for one's parents and ancestors Pacific Islander American • Collective concern and involvement • Kinship alliance among nuclear and extended family • Knowledge is collective; belongs to group, not individual • Natural order and balanced relationships 138Adapted from
Andrews MM, Boyle JS: Transcultural concepts in nursing care, ed 6, Philadelphia, 2012, Lippincott Williams & Wilkins; and Giger JN, Davidhizar RE: Transcultural nursing: assessment and intervention, ed 6, St Louis, 2012, Mosby. Although individuals within a cultural group may have many similarities through their shared values, beliefs, and
practices, there is also diversity within groups (Fig. 2-2). Each person is culturally unique. Such diversity may result from different perspectives and interpretations of situations. These differences may be based on age, gender, marital status, family structure, income, education level, religious views, and life experiences. Within any cultural group,
there are smaller groups that may not hold all of the values of the dominant culture. These smaller cultural groups have experiences that differ from those of the dominant group. These differences may be related to ethnic background, residence, religion, occupation, health, age, gender, education, or other factors that unite the group. Members of a
subculture share certain aspects of culture that are different from those of the overall cultural group. For example, among Hispanics some seek professional health care immediately when symptoms appear, whereas other Hispanics rely first on folk healers. Other Hispanics first seek the opinion of family and friends before seeking formal health care.
FIG. 2-2 Members of this family share a common heritage. (©Jack Hollingsworth/Photodisc/Thinkstock) Cultural beliefs about symptom tolerance and health care–seeking behavior can contribute to health disparities. Some cultures consider pain something to be endured or ignored, and as a result, the patient does not seek help. Some cultures may
view diseases or problems fatalistically; that is, people see no reason to seek treatment because they believe it is unlikely to have any benefit. Some cultures view the signs and symptoms of an illness as “God's will” or as a punishment for some prior behavior. Fatalism is higher in individuals with lower socioeconomic status. Fatalistic beliefs are
associated with reduced cancer prevention activities such as exercising, not smoking, and following a healthy diet.14 In some cultures it may not be acceptable to see an HCP who is not of the same gender or ethnic group. Such beliefs can result in delays in seeking health care or inadequate treatment. Acculturation is the lifelong process of
incorporating cultural aspects of the contexts in which a person grows, lives, works, and ages.15 Acculturation is often bidirectional. In other words, the context also changes as it is influenced by a person's culture. Change may be in attitudes, behaviors, and values. For example, a sedentary person who loves to cook may change his or her attitude
toward exercise when living with athletic roommates, who in turn also change as they begin to appreciate cooking. Behaviors change when an immigrant child learns the local language while also influencing the conduct of classmates. Last, a deeply held value such as self-sufficiency may change for a person exposed to a culture in which reliance on
others dominates. Newcomers may adopt both the strengths and limitations of the dominant culture. This is relevant when considering health behaviors of individuals and the quality of health care delivered by professionals. For example, an immigrant may be negatively influenced by a dominant cultural context in which unhealthy eating habits
prevail.16 As a new nurse, you may be negatively or positively influenced by the culture of care that is most prevalent in your workplace. The result of acculturation for the individual may be new cultural variations in attitudes, 139behaviors, and values. All people participate in this process over their lives. People who move to a new cultural context
are more aware of the acculturation experience than people who are not exposed to new experiences. Exposure to new cultural contexts increases the cultural competency of nurses. Stereotyping refers to an overgeneralized viewpoint that members of a specific culture, race, or ethnic group are alike and share the same values and beliefs. This
oversimplified approach does not take into account the individual differences that exist within a culture. Being a member of a particular cultural, ethnic, or racial group does not make the person an expert on other members of that same group. Such stereotyping can lead to false assumptions and affect a patient's care. For example, it would be
inappropriate for you to assume that just because a nurse is Mexican American, he would know how a Mexican American patient's beliefs may affect that patient's health care practices. As another example, a young Mexican American nurse born and raised in a large city has experienced a different culture than the older patient who was born and
raised in a rural area of Mexico. Ethnocentrism refers to the belief that one's own culture and worldview are superior to those of others from different cultural, ethnic, or racial backgrounds. Comparing others' ways to your own can lead to seeing others as different or inferior. HCPs' ethnocentrism can result in poor communication, patient alienation,
and potentially inadequate treatment. To avoid ethnocentrism, you need to remain open to a variety of perspectives and maintain a nonjudgmental view of the values, beliefs, and practices of others. Failure to do this can result in ethnic stereotyping or cultural imposition. Cultural imposition occurs when one's own cultural beliefs and practices are
imposed on another person or group of people. In health care it can result in disregarding or trivializing a patient's health care beliefs or practices. Cultural imposition may happen when an HCP is unaware of the patient's cultural beliefs and plans and implements care without taking them into account.17 Cultural safety describes care and advocacy
for a person of another culture determined by that person or family. Care that is culturally safe prevents cultural imposition. Culturally safe practice requires cultural competency and action to ensure that cultural histories, experiences, and traditions of patients, their families, and communities are valued and shape health care approaches and
policies.18 The term transcultural nursing was coined by Madeleine Leininger in the 1950s. Transcultural nursing is a specialty that focuses on the comparative study and analysis of cultures and subcultures. The goal of transcultural nursing is the discovery of culturally relevant facts that can guide the nurse in providing culturally appropriate
care.19 Cultural Competence Cultural competence is the ability to understand, appreciate, and work with individuals from cultures other than your own. It involves an awareness and acceptance of cultural differences, self- awareness, knowledge of the patient's culture, and adaptation of skills to meet the patient's needs. The four components of
cultural competence are (1) cultural awareness, (2) cultural knowledge, (3) cultural skill, and (4) cultural encounter20 (Table 2-4). Table 2-4 How to Develop Cultural Competence Description Role of Nurse Cultural Awareness • Ability to understand patients' unique cultural needs • Identify your own cultural background, values, and beliefs, especially
as related to health and health care. Cultural Knowledge • Process of learning key aspects of a group's culture, especially as it relates to • Examine your own cultural biases toward people whose cultures differ from your own culture. health and health care practices • Learn basic general information about predominant cultural groups in your
geographic area. Cultural • Patients are best source of information about their culture pocket guides can be a good resource. Cultural Skill • Assess patients for presence or absence of cultural traits based on an understanding of generalizations • Ability to collect relevant cultural data about a cultural group. • Performance of a cultural assessment •
Do not make assumptions based on cultural background because the degree of acculturation varies Cultural Encounter among individuals. • Read research studies that describe cultural differences. • Read ethnic newspaper articles and books. • View documentaries about cultural groups. • Be alert for unexpected responses with patients, especially
as related to cultural issues. • Become aware of cultural differences in predominant ethnic groups. • Develop assessment skills to do a competent cultural assessment for any patient.* • Learn assessment skills for different cultural groups, including cultural beliefs and practices. 140
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