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- The chairperson for this occasion, Mrs Victoria 
Samson, MD, BOVAS Oil and Gas,  

- the Guest of Honour for today, Dr. Azeez 
Adeduntan, the Honourable Commissioner for 
Health, Oyo state, the Permanent Secretary, Dr. 
Olayemi Iyiola, DNS, Mr. Taiwo Ajiboye, Mrs. G.O. 
Owolabi, Acting Provost College of nursing and 
Midwifery, the Chief hostess, Dr Taiwo Otufale, 
the Chair, LOC, distinguished participants, all 
other dignatories, Ladies and Gentlemen, I 
welcome you all to this very important workshop 
and I thank the organizers of this program for 
asking me to give the keynote address this 
morning. I am indeed honored by their gesture. I 
congratulate you for putting this together to 
refresh our minds and renew our knowledge base. 



 Your theme : Developing Nursing Care Plan: 
Using Nursing Diagnosis, Nursing Outcome 
Classifications and Nursing Intervention 
Classifications this year is excellent and I 
thank the LOC chaired by Dr Otufale for a job 
well done up front. 

 I am sure by the end of this scientific 
meeting; participants would have been well 
fed. Once again, I welcome you all and I wish 
us a good time as we sojourn together in the 
next few days.  
 



 The emergence of modern nursing has its roots in the 
efforts of Florence Nightingale, a British nurse who 
was born on 12th May 1820. She was born in 
Florence, Italy and was named after that city. Florence 
was a well-educated woman by any standard having 
studied the classics and mastered five European 
languages. As a young girl she was interested in 
caring for people especially the sick and the less 
fortunate. It was therefore not a surprise when at the 
age of twenty, Florence asked permission of her 
parents to become a nurse (Abel-Smith, 1960). That 
dream would not come to pass until she was thirty-
two years old as her parents repeatedly rejected her 
request. 



 As a result of rapid growth necessitated by 
changes and role expansion, nursing has made 
tremendous progress from the days of Florence 
Nightingale. Its knowledge base has exploded 
and the practice is now based on the integration 
and application of knowledge from the natural, 
behavioral, physical, and humanistic sciences in 
addition to inclusion of spiritual knowledge. 
Man’s knowledge and values about people, life 
and events influence the ways he perceives his 
environment and this perception limits his 
perspectives about life’s unfolding events. 
Nursing is well situated to enhance the 
individuals’ healthful living. 



 The major focus of nursing is the patient/client 
whose health we must restore or promote. As 
nurses we utilize a full range of scientific 
approaches to patient care through the use of the 
nursing process. In order to direct our nursing 
practice to meet the needs of our patients, we 
need to use theoretical as well as conceptual 
models to organize our knowledge and 
understanding of our patients/clients’ health 
status. The nursing process is therefore an 
interactive, systematic and problem-solving 
approach utilized in fulfilling nursing’s major 
focus.  



 Nursing has a long history of helping people in 
need. Nursing is a caring profession. Actually the 
definition of nursing is doing for others what 
they would have done for themselves, were they 
to possess the necessary knowledge, skill and 
ability. It is our understanding that a profession 
is an organized body of people who possess 
unique attributes and expertise to render to the 
public. It is a profession that requires intensive 
preparation and a body of knowledge it can call 
its own.  



 By the early 1960s, the interpersonal, intellectual 
and the scientific aspects of nursing was taking 
root and receiving more attention from nurse 
managers and nurse educators. Nurses began to 
shift from the functional approach to what was 
then called patient-centered approach which 
included among others, comprehensive and 
primary nursing. Orlando (1961) was stressing 
the need for nurses to be deliberative rather than 
intuitive in their approach to nursing care and 
emphasizing the need for nurses to develop 
interpersonal skills. 



 Also by 1967, the first comprehensive book 
on the nursing process by Yura and Walsh 
appeared on the scene which emphasized the 
interpersonal, intellectual and the technical 
skills needed for nursing practice. By the 
early 1970s, nursing had become completely 
a scientific discipline which was oriented 
toward a scientifically based practice that 
focused on the patient. The nursing process 
was therefore seen as the scientific base for 
nursing practice.  



 By 1973, the American Nurses Association (ANA) had 
legitimized the use of nursing process as the basis 
for nursing practice in the United States which soon 
spread to the rest of the world. There were four 
components identified as comprising the nursing 
process at the time. These were:  Assessment; 
Planning; Implementation, and Evaluation. A fifth 
component of Analysis/Diagnosis was added in the 
early 1980s and by the 1990s we added yet another 
component of Outcome identification or goals. 
Today, the nursing process has become a familiar 
term in nursing all over the world. It is used as a way 
of organizing the activities of nursing in health care 
delivery  



 Nurses use theoretical and conceptual frameworks to 
support each of the components of the nursing process to 
assist our patients in maximizing their potentials. Over the 
years, there has been a growing interest in developing 
theories and conceptual models for explaining or clarifying 
the nature of nursing by nursing leaders and scholars. 
Four important concepts are addressed by these nursing 
theories. These concepts are man, environment, health 
and nursing. Nursing is directly linked to the other three 
elements: man refers to all human beings described as 
bio-psychosocial being; environment is made up of 
internal and external and may be physical, social and 
psychological, while health is considered to be a state of 
wellbeing which is also on a continuum with illness.  



 Nursing deals with these roles as they interact with their 
patients/clients. The nurse-patient relationship links the 
concept of nursing to that of man. Health teaching and 
environmental manipulation links nursing to the other 
concepts. The nursing process has become the basis for 
scientific nursing care. Professional nursing employs 
interpersonal, intellectual and technical skills through the 
use of the nursing process. 

 As far back as the early 1920s, American nurses had 
realized that the collegiate system was the surest way of 
breaking from the apprentice system of education for 
them. The rapid growth of collegiate nursing education, in 
the U S has been credited to many forces including 
awareness by nurses that professionalization requires a 
good foundation in the arts and sciences which are best 
addressed in colleges and universities (Bullough & 
Bullough, 1966). 
 



 The quest for providing quality nursing care started 
with Florence Nightingale and as early as the 1930s, 
American nurses were already grouping patients by 
acuity (later referred to as  patient classification 
system) to determine how staffing could improve the 
care they gave to their patients. Nurse-patient ratio 
which is the ratio of nurses on a particular floor, ward 
or unit to the number of patients is linked to the 
patient classification system. The greater the 
anticipated acuity of care, as in the ICU, the lower the 
ratio in a high-quality healthcare facility which can be 
as high as 1: 10 in some third world countries. In the 
USA the normal ratio in a medical-surgical unit is 
about 1:6, while it is usually 1:2 in an intensive Care 
Unit. 



 Patient classification systems went through a journey over many 
years. According to Keefe (2014), nursing was pretty much task-
oriented in the 1930s, '40s and '50s, so nursing leaders turned 
to the industrial engineers whose focus was timing tasks to 
measure productivity. However, by the 1970s and '80s, nursing 
had matured as a profession and began to scientifically 
distinguish patients based on their needs and required care. 

 The North American Nursing Diagnosis Association (NANDA) was 
founded in 1982. The organization grew out of the National 
Conference Group, a task force established in 1973, at the First 
National Conference on the Classification of Nursing Diagnoses, 
which was held in St. Louis, Missouri, USA. In 2002, NANDA 
became NANDA International (NANDA-I) to reflect increasing 
worldwide interest in the field of nursing diagnosis terminology. 
In 2012, it became NANDA-International, Inc. To date, NANDA 
International has approved more than 200 nursing diagnoses for 
clinical use, testing and refinement throughout the world. 
 



 In 1977 a working group of nurse theorist facilitated 
by Sister Callista Roy began to work on a framework 
for nursing diagnoses The group presented papers at 
the 1978 and 1980 meetings. In 1982, Sr. Callista 
Roy and other prominent theorists (e.g. Dorothea 
Orem and Drs. Imogene King, Margaret Newman, 
Martha Rogers in addition to Sr. Callista Roy) 
presented their work. The North American Nursing 
Diagnosis Association (NANDA) established in 1982, 
incorporating National Task Force members from the 
United States and Canada. Dr. Marjory Gordon was 
elected as first president of NANDA serving until 
1988 following her re-election in 1986.  



 By 1986 the American Nurses Association forwarded 
NANDA´s nursing language and classification to the World 
Health Organization, for possible inclusion as a chapter in 
the International Classification of Diseases (ICD). In 1987, 
NANDA and American Nurses Association developed a 
model to collaborate on nursing diagnosis development 
and endorsed the development of nursing diagnoses. By 
1990, Nursing Diagnosis, the official journal of the North 
American Nursing Diagnosis Association was first 
published. The Journal changed name to The International 
Journal of Nursing Terminologies and Classifications in   
Today the journal is called the International Journal of 
Nursing Knowledge. By 2010 NANDA-I has become an 
affiliate member of the International Council of Nurses 
(ICN). 
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NANDA´s nursing language and classification to the World 
Health Organization, for possible inclusion as a chapter in 
the International Classification of Diseases (ICD). In 1987, 
NANDA and American Nurses Association developed a 
model to collaborate on nursing diagnosis development 
and endorsed the development of nursing diagnoses. By 
1990, Nursing Diagnosis, the official journal of the North 
American Nursing Diagnosis Association was first 
published. The Journal changed name to The International 
Journal of Nursing Terminologies and Classifications in   
Today the journal is called the International Journal of 
Nursing Knowledge. By 2010 NANDA-I has become an 
affiliate member of the International Council of Nurses 
(ICN). 



  The International Journal of Nursing Knowledge is 
the official journal of NANDA International, Inc. is a 
peer-reviewed publication for key professionals 
committed to discovering, understanding and 
disseminating nursing knowledge. The Journal aims 
to clarify the knowledge base of nursing and improve 
patient safety by developing and disseminating core 
concepts of nursing practice, representing them 
within nursing diagnoses and standardized nursing 
languages, and promoting their clinical use. It seeks 
to encourage education in assessment, clinical 
reasoning and diagnosis, and to ensure global 
consistency in conceptual languages. 



 Carpenito (2005) gave the NANDA definition of nursing 
diagnosis as a clinical judgment about individuals, family 
or community’s response to actual or potential health 
problem/life process. Based on the information provided 
in the Mosby Medical Dictionary (2009), nursing diagnosis 
provides the basis for selection of nursing interventions to 
achieve outcomes for which the nurse is accountable. The 
nurse must establish a database by collecting information 
from all available sources, including interviews with the 
patient/client and the family including reviewing any 
existing records of the patient/client's health, observation 
of the patient/client's response to any alterations in health 
status. The nurse undertakes a physical assessment, and 
organizes a conference or consultation with others 
concerned in the client's care. This database is continually 
being updated.  



 The next thing is that the nurse must analyze the 
patient/client's responses to the problems as 
healthy or unhealthy, and classify the responses 
as psychological, physiological, spiritual, or 
sociological. Then the nurse organizes the data 
so that a tentative diagnostic statement can be 
made that summarizes the pattern of problems 
that have been discovered. The nurse must now 
confirm the sufficiency and accuracy of the 
database by evaluating the appropriateness of 
the diagnosis to nursing intervention and then be 
assured that, given the same information; most 
other qualified practitioners would arrive at the 
same nursing diagnosis.  



 There are three parts to each diagnostic 
category. These are the term that concisely 
describes the problem, the probable cause 
(etiology) of the problem, and the defining 
characteristics (signs and symptoms) of the 
problem. For example we may have a diagnostic 
category of ―impaired physical mobility‖ and this 
should be followed by the cause of the 
impairment ―related to decreased motor function 
and muscular weakness‖ and finally the defining 
characteristics ―evidenced by the inability to bear 
weight on the leg. 



 The use of standardized nursing languages 
has many advantages for the direct 
care/bedside nurse. These include: better 
communication among nurses and other 
health care providers, increased visibility of 
nursing interventions, improved patient care, 
enhanced data collection to evaluate nursing 
care outcomes, greater adherence to 
standards of care, and facilitated assessment 
of nursing competency. 



 ICD-10 and DSM-IV are coded by a system of 
numbers for input into computers. The IDC-
10 is a coding system used mainly for billing 
purposes by organizations and practitioners 
while the DSM-IV is a categorization system 
for psychiatric diagnoses. The DSM-IV 
categories have an ICD-10 counterpart code 
that is used for billing purposes. 

 



 Nurses lacked a standardized language to 
communicate their practice until the North 
American Nursing Diagnosis (NANDA), was 
introduced in 1973. Since then several more 
languages have been developed. The Nursing 
Minimum Data Set (NMDS) was developed in 
1988 (Prophet & Delaney, 1998) followed by the 
Nursing Management Minimum Data Set 
(NMMDS) in 1989 (Huber, Schumacher, & 
Delaney, 1997). The Clinical Care Classification 
(CCC) was developed in 1991 for use in hospitals, 
ambulatory care clinics, and other settings (Saba, 
2003).  



 The standardized language developed for home, 
public health, and school health is the Omaha 
System (The Omaha System, 2004). The Nursing 
Intervention Classification (NIC) was published 
for the first time in 1992; it is currently in its 
fourth edition (McCloskey-Dochterman & 
Bulachek, 2004). The most current edition of the 
Nursing Outcomes Classification system (NOC), 
as of this writing, is the third edition published in 
2004 (Moorhead, Johnson, & Maas, 2004). Both 
are used across a number of settings. 



 Nurses need to express exactly what it is that 
they do for patients. Pearson (2003) has stated, 
"Nursing has a long tradition of over-reliance on 
handing down both information and knowledge 
by word-of-mouth" (p. 271). Because nurses use 
informal notes to verbally report to one another, 
rather than patient records and care plans, their 
work remains invisible. Pearson states that at the 
present time the preponderance of care 
documentation focuses on protection from 
litigation rather than patient care provided. 



 He anticipates that use of computerized nursing documentation 
systems, located close to the patient, will lead to more patient-centered 
and consistent documentation. Increased sensitivity to the nursing care 
activities provided by these computerized documentation systems will 
help highlight the contribution of nurses to patient outcomes, making 
nursing more visible. 

 Nursing practice, in addition to the interventions, treatments, and 
procedures, includes the use of observation skills and experience to 
make nursing judgments about patient care. 

 Because nurses use informal notes to verbally report to one another, 
rather than patient records and care plans, their work remains invisible. 

 Interventions that should be undertaken to in support nursing 
judgments and that demonstrate the depth of nursing judgment are 
built into the standardized nursing languages. For example, one activity 
listed under labor induction in the NIC language is that of re-evaluating 
cervical status and verifying presentation before initiating further 
induction measures (McCloskey-Dochterman & Bulechek, 2004). This 
activity guides the nurse to assess the dilatation and effacement of the 
cervix and presentation of the fetus, before making a judgment about 
continuing the induction procedure. 



 Use of a standardized nursing language for 
documentation of nursing care is vital both to 
the nursing profession and to the 
bedside/direct care nurse. The purpose of 
this article is to provide examples of the 
usefulness of standardized languages to 
direct care/bedside nurses. Currently, the 
American Nurses Association has approved 
thirteen standardized languages that support 
nursing practice, only ten of which are 
considered languages specific to nursing 
care. 



 the benefits of standardizing nursing 
languages. These benefits include: better 
communication among nurses and other 
health care providers, increased visibility of 
nursing interventions, improved patient care, 
enhanced data collection to evaluate nursing 
care outcomes, greater adherence to 
standards of care, and facilitated assessment 
of nursing competency. 



 Comparative evaluation (benchmarking) of the 
health- care ―outcome‖ is a key issue in the 
health sector. Still, health services’ outcome is 
hard to define mainly because of the 
inhomogeneity and complexity of health care. 
Despite the significant progress made in the last 
decades, the results of the enhanced efforts to 
measure health services’ outcome remain fuzzy, 
miscellaneous, tautological, and ephemeral 
(Berki, 1972). Nursing outcome is even more 
difficult to define today in 2016. Its underlying 
cause is the limited time available for nurses to 
record purely nursing dimensions of  
 



 Language‖ should capture the full range and 
variety of individualized, holistic nursing care 
and ensure the distinct role of nurses at the local, 
national, European, and international levels. The 
development of that language surpasses 
standardized care, consolidating ―expression 
patterns‖ of Nursing (Sheerin, Sermeus, & 
Ehrenberg, 2015).  

 NANDA-International = NANDA-I) is considered 
as the most updated, innovative, and applied 
globally (Muller-Staub, Needham, Odenbreit, 
Lavin, & van Achterberg, 2007).  

 

 



 The aforementioned classification authorize the 
use of a common language among nurses and 
determine the nursing knowledge through the 
development of nursing evidence- based 
protocols, which guide the development of 
nursing care plans, tailored to specific 
environments and directed at individual patient 
cases and/or healthy citizens. Care plans may 
constitute guidelines of care and integrated into 
clinical practice for the evaluation and 
documentation of the care provided to patients 
(Doenges, Moorhouse, & Murr, 2008).  

 



 Nursing care plans are vehicles for 
communication, records for the provided care, 
and constitute essential tools for everyday care. 
The care plans’ structure is formed according to 
the nursing care system applied, and for this 
reason, it can take a variety of forms (Björvell, 
2002; Mason, 1999). The basic means for 
understanding and using the abovementioned 
nursing care plans is systematic training, through 
which nurses’ knowledge, attitudes, and skills 
can be improved (Chatzopoulou, Katsaragakis, 
Karlou, & Patiraki, 2012).  

 



 the nursing process within standardized 
language. The most common barriers to 
implementation also include limited ongoing 
education, lack of motivation to learn, or the 
nurses’ difficulties in adjusting to its use (Whitley 
& Gulanick, 1996). It has been argued that the 
implementation of NANDA, Nursing Interventions 
Classification, and Nursing Outcomes 
Classification—shortened to NNN— nursing 
diagnoses, interventions, and outcomes are 
related to better quality of nursing diagnosis 
documentation, etiology-specific nursing 
interventions, and nursing- sensitive patient 
outcomes (Muller-Staub et al., 2007).  
 



 Although nurses seem to have a positive 
attitude toward documentation and the 
nursing process, an important gap in 
knowledge, planning, and documentation of 
nursing care plan still remains.  

 

 

 



 Despite the rich international research activity 
in this field, in Nigeria, such efforts remain 
fragmented. The over- riding problem is the 
fragmented or completely absent use of the 
nursing process. Although all undergraduate 
courses in nursing departments of both 
universities and technological educational 
institutes teach the specific way of providing 
nursing care, it is not applied in everyday 
practice. This fact is attributed to the nurses’ 
shortage.  

36 



 If we accept this assumption as true, then we 
end up back at the point of the definition of 
the specific issue because thereby, the nurses 
working in Nigerian health sector become 
unable to demonstrate this shortage, and 
ultimately when they are. 

 asked to argue for the need for a prompt 
resolution to this problem, they measure their 
workload using indicators based on medical 
and not on nursing diagnoses  
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By the end of this session, participants should be able to;  

 Describe the concept of standardized nursing care plan 

 Explain how standardized care plans can be used in 
creating a  comprehensive individualized nursing care 
plan 

 



Planning, a deliberate and systematic phase of 
the nursing process involves decision making and 
problem solving.   

The formal or  informal nursing care plan is the 
end product of this phase.  

outlines the nursing care given to clients  
The formal nursing care plan : written plan- 

provides for continuity of care 
 Informal  nursing care plan: strategy for action 

that exists in the nurses’ mind  
 



 A nursing care plan outlines the nursing care  
to be provided to an 
individual/family/community. 

  It is a set of actions the nurse will implement 
to resolve/support nursing diagnoses 
identified by nursing assessment.  

 The creation of the plan is an intermediate 
stage of the nursing process. 

  It guides in the ongoing provision of nursing 
care and assists in the evaluation of that care. 

 



 Its focus is holistic, and is based on the clinical 
judgment of the nurse, using assessment data 
collected from a nursing framework. 

 It is based upon identifiable nursing diagnoses 

 It focuses on client-specific nursing outcomes 
that are realistic for the care recipient 

 It includes nursing interventions which are 
focused on the etiologic or risk factors of the 
identified nursing diagnoses. 

 It is a product of a deliberate systematic process. 

 It relates to the future 

 



Individualized care plan: tailored to meet the unique 
need of a specific client. 

 

Standardized  care plan: specifies nursing care for group 
of clients with common needs. E.g 

 SNCP for all clients with pneumonia 

 



 SNCPs : preprinted guides for the nursing care 
of a client who has a need that arises frequently 
in the agency  

 
 It may contain/address a specific nursing 

diagnosis or all nursing diagnoses associated 
with a particular medical condition 

 
 Written from the perspective of what care the 

client can expect 
 
 Provide detailed interventions 

 



 Ensures that minimally acceptable standards are met 
 
 Promote efficient use of nurses’ time by removing the 

need to author common activities that are done over 
and over for many of the clients in a nursing units 

 
 Can be used to improve nursing documentation 
 
 It facilitate the work of nurses 
 
 Provides evidence based methods for nurses 



 Nurses in various field of nursing who are trained in 
use of SNLs and SNCP  

 



 NANDA-I  

 Definition  

 Defining characetristic/ Risk factors 

 NOC 

 NIC 



 Comprehensive assessment of client 

 Select nursing diagnosis based on the 
assessment from the SNCP list  

  compare diagnosis definition with client 
assessment 

 Select the Nursing outcome including 
indicators from the SNCP based on your 
patient assessment 

 Select the nursing intervention from the list 
based on relevance to client  

 



 Nursing Process is a tool for providing comprehensive 

patient care that ensures patient satisfaction.  

 To achieve the ultimate goal of nursing and midwifery, 

the nursing process encompasses all significant 

actions taken by  nurses and midwives and should 

form the foundation for decision making.  

 It is a tool for holistic approach to nursing and 

midwifery care. 



 “The nursing process is an orderly, systematic 

manner of determining the client’s health status, 

specifying problems defined as alterations in 

human need fulfillment, making plans to solve 

them, initiating and implementing the plan, and 

evaluating the extent to which the plan was 

effective in promoting optimum wellness and 

resolving the problems identified” 



 Lydia Hall is credited as introducing the term 

nursing process in 1955 , but nursing publications 

did not use the term extensively until the 1960s. A 

few years later, a three-step nursing process was 

described. In 1967, a five-step nursing process 

using “the five D’s:”discover, delve, decide, do 

and discriminate was published. 



  The discover and delve steps are synonymous 

with the assessment phase; decide is the planning 

stage; do is the implementation phase; and 

discriminate is the evaluation of client responses 

to nursing interventions. 

 



1950-1970:  Problems to process 

1970-1990:  Diagnosis and reasoning 

1990-2010:  Outcome specification & testing 

2010-2025:  Knowledge building  

2025-2035:  Models of care (archetypes) 

2035-2050:  Predictive care 

WHERE ARE WE IN NIGERIA…….? 

 

 

 



Nursing Knowledge  

Diagnoses 

Classification      

Outcomes 

Classification  
Interventions 

Classification      

Choice  Choice    Choice    

Clinical Decision 

Making  

Iowa Intervention Project. (1996).  Nursing Interventions Classification (NIC) 

 (2nd ed. , p. 6).  St. Louis:  Mosby. 

 



 Assessment 

 Diagnosis 

 Outcome 

Identification 

 Planning 

 Implementation 

 Evaluation 



 Looking out 
 Up around and about 
 Open-minded 
 Curious 
 
Reflective Thinking 

 Looking within 

 Metacognitive  

“Thought raised to the second power.”  

                                                Piaget, 2005 

 

   
 
 



 

 



 Organize events into 

meaningful frameworks. 

 Natural experiments. 

 Links network of causes 

to effects. 

 Promotes development 

of  mental simulations 

or scenario skills 

 Extract and 

communicate subtle 

aspects of expertise. 





A central supporting 

element of the client’s 

story  derived from a 

systems analysis & 

network synthesis of 

nursing care needs  



 Are essential to achieve accurate interpretations of 

data and appropriate selection of interventions and 

outcomes. To do this, midwives can: 

 Use thinking processes, rather than just receiving 

knowledge from others 

 When learning, think about the concepts, not just 

memorize knowledge 

 Seek support from others, e.g., teachers, other 

nurses, patients to validate the process 

 Develop confidence in ability to think 

 



 The only way other people can be known is 

through interpersonal processes, especially 

listening. 

 Midwives who assume that they know their 

patients without listening to them will not achieve 

diagnostic accuracy. 

 Hence, the best use of nursing diagnoses is in 

partnership with patients and families. 



 Another baseline competency is the technical skill 

of conducting a nursing assessment. 

 Obtaining a valid and reliable data is the backbone 

of using nursing diagnoses, so nurses’ 

development of their ability to conduct 

comprehensive and focused health histories and 

physical examination is essential. 

 This technical skill is learned in courses on the 

topic and using midwifery textbooks on health 

assessment. 



 An assessment is a “nursing” assessment if it 

yields the data that are needed for 

nursing/midwifery care. 

 The assessment data that are generated by a 

biological systems review, which is done to yield 

medical diagnoses, are insufficient to yield the data 

needed for nursing diagnoses. Thus, other 

assessment frameworks such as the functional 

health patterns (Gordon, 2007) are being used in 

healthcare systems where the accuracy of nurses’ 

diagnoses is considered important.  

 



 NANDA-I website www.nanda.org/Diagnosis 

Development/DiagnosisSubmission.aspx 

 A nursing diagnosis that will meet the inclusion 

criteria for acceptance into the NANDA-I 

classification system must minimally have the 

following: 

 A label 

 Definition  

 Defining characteristics or risk factors, 

 Related factors (If an actual diagnosis),  

 

http://www.nanda.org/Diagnosis Development/DiagnosisSubmission.aspx
http://www.nanda.org/Diagnosis Development/DiagnosisSubmission.aspx


 

 Accurate Assessment and Diagnosis 
◦ Defining characteristics 

◦ Related factors 

◦ Risk factors 

 

 Identify Attainable Patient Outcomes 
◦ Efficiency 

  

 Utilize Proven Interventions 
◦ Effective 

◦ Least resource-intensive 



 Critical for improving patient care because  
 lack of standardization leads to: 

◦ Inability to identify assessment criteria that are key to 
diagnostic accuracy 

◦ Inability to determine effective interventions that lead to 
positive outcomes 

◦ Inferior patient care 

 Provides evidence-based terminology 
◦ Describes practice 
◦ Drives research 
◦ Documents the impact of nursing care on health care 

quality 
 



 Yet, nurses and midwives are mandated to describe, 

document, and evaluate their contributions to health 

care (KVG, 1995).  

 Escalating costs and legal considerations require 

healthcare disciplines to develop measures to 

improve the quality of care across according to the 

Institute of Medicine, 2004.  

 Describing and ensuring cost-effective, high quality, 

appropriate outcomes of individualistic nursing care 

across settings, requires standardized languages 

which nursing classifications provide. 



 Without such classifications, nursing and 

midwifery has had difficulty in communicating 

clinical problems and nursing phenomena in a 

clear, precise, and consistent manner  

 

 Standardized nursing languages need to be 

implemented in order to showcase the nursing 

portion of the health care activities.  

 



 This is not only for documentation and comparison 

purposes. 

 It is also to ensure an improved quality of nursing 

care rendered to clients in terms of 

 - the health problems which nurses address,      - 

the nursing interventions performed, and  

 - the evaluation of the care given 



 Nigeria is currently at the level of nursing process 

which is not even universally practiced (Adejumo 

& Olaogun, 2010). 

  Nurses in developed world have moved to a more 

nursing-specific and focused classification system 

using standardized languages.  

 This shift has contributed immensely to 

showcasing the role of nurses in patient care.  

 



  The need for language to facilitate communication 

by and among nurses is a worldwide concern. In 1996, 

the International Council of Nurses (ICN) published 

and raised awareness of the need for nursing 

terminology around the globe. The Omaha System 

Classification, Home Health Care Classification, 

Perioperative Data Set, Patient Care Data Set and 

other nursing classifications were found in literature but 

they have not been updated since inception while 

others  may not fit into African health system.  



 When compared with other classifications, only 

NANDA-I, NIC and NOC are comprehensive and 

have ongoing research efforts to keep them 

current.  The onus is therefore on nurses to 

explore  how to utilize standardized nursing 

languages not only  to improve  care for  patients 

but also that it has implications for nursing and 

midwifery care.  

 

 It will assist in documenting patient care more 

effectively, and as such bring to light the specific 

activities nurses and midwives actually render.  

 

 



 “For what do nurses do, why do they do what they 

do, and what is achieved by what they do?” 

  All these are addressed in a definition. Therefore, 

definition of standardized nursing languages is 

necessary if we are to teach, , nursing and make 

policy decisions about nursing.   

 Practicing nurses need to know why it is important 

to document care using standardized nursing 

languages, especially as more and more 

organizations are moving to electronic 

documentation (ED) 

 



 and the use of electronic health records.  

 

 In fact, it is impossible for medicine, nursing, or 

any health care-related discipline to implement the 

use of ED without having a standardized language 

or vocabulary to describe key components of the 

care process.  

 It is important to understand the many ways in 

which utilization of nursing languages will provide 

benefits to nursing practice and patient outcomes.  

 



 Norma Lang has stated, "If we cannot name it, we 

cannot control it, practice it, teach it, finance it, or 

put it into public policy” 

 Although nursing care has historically been 

associated with medical diagnoses, today nursing 

needs a unique language to express what it does 

so that nurses can be compensated for the care 

provided. 

  Nurses and midwives need an explicit language 

to better establish their standards and influence 

the regulations that guide their practice. 

 



 Once standardized, a term can be measured and 

coded.  

 Measurement of the nursing care through a 

standardized vocabulary by way of an ED will lead 

to the development of large databases.  

 From these databases, evidence-based standards 

can be developed to validate the contribution of 

nurses to patient outcomes.  

 



 Standardized Language Defined  

 Keenan (1999) observed that throughout history 

nurses have documented nursing care using 

individual and unit-specific methods; 

consequently, there is a wide range of terminology 

to describe the same care. Although there are 

other more complex explanations, Keenan 

supplies a straightforward definition of 

standardized nursing language as a "common 

language, readily understood by all nurses, to 

describe care" (Keenan, p. 12).  

 

http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/vol132008/No1Jan08/ArticlePreviousTopic/StandardizedNursingLanguage.aspx
http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/vol132008/No1Jan08/ArticlePreviousTopic/StandardizedNursingLanguage.aspx


 The Association of Perioperative Registered 

Nurses (AORN)  adds a dimension by explaining 

that a standardized language "provides nurses 

with a common means of communication." Both 

convey the idea that nurses need to agree upon a 

common terminology to describe assessments, 

interventions, and outcomes related to the 

documentation of nursing care. In this way, nurses 

from different units,  

http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/vol132008/No1Jan08/ArticlePreviousTopic/StandardizedNursingLanguage.aspx


 hospitals, geographic areas, or countries will be 

able to use commonly understood terminology to 

identify the specific problem or intervention implied 

and the outcome observed. Standardizing the 

language of care (developing a taxonomy) with 

commonly accepted definitions 

 



 The use of standardized nursing languages has 
many advantages for the direct care/bedside nurse. 
These include:  

 - better communication among nurses and other 
health care providers,  

 - increased visibility of nursing interventions,  

 - improved patient care,  

 - enhanced data collection to evaluate nursing care 
outcomes,  

 - greater adherence to standards of care, and 
facilitated assessment of nursing competency. 
These advantages for the bedside/direct care nurse 
are discussed below.  

 



 Nurses lacked a standardized language to 

communicate their practice until the North 

American Nursing Diagnosis (NANDA), was 

introduced in 1973. Since then several more 

languages have been developed. The Nursing 

Minimum Data Set (NMDS) was developed in 

1988 (Prophet & Delaney, 1998) followed by the 

Nursing Management Minimum Data Set 

(NMMDS) in 1989 (Huber, Schumacher, & 

Delaney, 1997).  

http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/vol132008/No1Jan08/ArticlePreviousTopic/StandardizedNursingLanguage.aspx
http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/vol132008/No1Jan08/ArticlePreviousTopic/StandardizedNursingLanguage.aspx
http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/vol132008/No1Jan08/ArticlePreviousTopic/StandardizedNursingLanguage.aspx


 The Clinical Care Classification (CCC) was 

developed in 1991 for use in hospitals, ambulatory 

care clinics, and other settings (Saba, 2003). The 

standardized language developed for home, public 

health, and school health is the Omaha System 

(The Omaha System, 2004).  

 

http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/vol132008/No1Jan08/ArticlePreviousTopic/StandardizedNursingLanguage.aspx
http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/vol132008/No1Jan08/ArticlePreviousTopic/StandardizedNursingLanguage.aspx


 Definition; It is the process of collecting data that 

provides information about the client’s health care 

needs. 

 

 Primary source of data is the client. 

 

 Types; Comprehensive, partial and Focused 



Establishing the database by taking the 

1.nursing history,  

2. physical assessment,  

3. review of the patient/client’s record. 

4 hold consultation with patient/client’s support 
persons and healthcare professionals 

5. Results of laboratory and diagnostic tests.  

 



 1. Biographic data 

 2. Complaint or reason for coming to health facility 

 3. History of present illness 

 4. Past health history 

 5. Family history of illness 

 6. Lifestyle 



 7. Social data 

 8.Home and Neighborhood  

 9.Psychological history 

 10. Patterns of health care 



 Physical examination (PE) is a psychomotor 

aspect of nursing that demands skill through 

practice. 

 There are four main methods of PE- inspection, 

palpation, percussion and auscultation 



 Ensure that room is comfortable with 
adequate lighting. 

 All equipment must be clean. 

 Explain procedures to client, 

 Nurse must comply with standard precautions 

 Allow client to empty bladder, remove 
personal clothing and drape with hospital 
gown 

 Have all papers for documentation available.  

 



 General survey-  

 Facial expressions 

 Hygiene 

 Posture 

 Manifestations of illness 

 Vital signs 

 Height and weight 



 Head 

 Neck 

 Upper extremity 

 Chest and back 

 Abdomen 

 Genitals 

 Anus and rectum 

 Lower extremities 



• is a method devised by M. Gordon to be used to provide a more 
comprehensive nursing assessment 

1.Health perception and management  

2.Nutrition and metabolism  

3.Elimination  

4.Activity and exercise  

5.Sleep and rest  

6.Cognition and perception  

7.Self-perception and self-concept  

8.Roles and relationships  

9.Sexuality and reproduction  

10.Coping and stress management  

11.Values and beliefs  

http://www.answers.com/topic/marjory-gordon


 200 diagnoses 

– 21 new 

– 9 revised 

– 6 retired 

 

 

 

 



 “a clinical judgment about individuals, family, or 

community responses to actual or potential health 

problems/ life processes..” 

 

 It provides a basis for the interventions by the 

midwives in order to achieve outcomes for which the 

midwife is accountable. 

 



 Nursing diagnosis is the clinical judgment used to 

decide the focus of care.  

 

 A significant difference between nursing diagnosis 

and medical diagnosis is that it is done, whenever 

possible, in partnership with the individuals, 

families and/or communities involved. 



•  13 Domains, 2-6 classes in each domain 

 

• 206 diagnoses, definitions, descriptions  

 Problems 

 Risk states 

 Health promotion 

 

• Coded for EHR; integrated with International Health 
Terminology Standards Development Organization 
(IHTSDO) 

 



There are five types; 

1. Actual 

2. A risk nursing diagnosis 

3. A wellness diagnosis 

4. A possible nursing diagnosis 

5. A syndrome diagnosis 

  



• Observe patient behaviors and reactions 

• Ask questions, listen to and observe patient 

responses 

• Review patient data and applicable nursing 

references 

• Complete a comprehensive nursing assessment 



• Organize the assessment cues into clusters  

• Generate a list of potential nursing diagnoses 
based on those cue clusters 

• Compare the cues to the diagnoses definitions, 
defining characteristics and related or risk 
factors 

• (refer to NANDA-I Nursing Diagnoses: 
Definitions and Classification) 

• Choose the appropriate nursing diagnoses and 
develop care plan,  



 

• Determine that additional assessment is required; 

gather further information and repeat these steps 

to 

 arrive at the appropriate diagnosis 

 



Nursing Outcomes Classification 
(NOC) 

385 
outcomes 

58 new 
67 revised 
4 retired 



An individual, caregiver, family, or community 
state, behavior or perception that is measured 
along a continuum in response to a nursing 
intervention(s) [6].   

 

Each outcome has an associated group of 
indicators that are used to determine current 
status in relation to the outcome.  

 



Label name 

Definition 

Measurement 

scale(s) 

 Indicators 

References 

 

 



Functional Health 

Physiological Health 

Psychological Health 

Health Knowledge Behavior 

Perceived Health 

Family Health  

Community Health 

 



 A five-point Likert type scale that quantifies a 

patient outcome or indicator status on a 

continuum from least to most desirable and 

provides a rating at a point in time  

 
 



Measure the outcome when: 

  Outcome is selected 

   Patient is transferred to another unit 

   Patient status changes 

   Patient is discharged from care episode 

   Other times as determined by policy 

 

* Always consider the outcome 
characteristics 

 



 Domains (7) 

 Classes (30) 

 Interventions (542) 

 

 



“is a comprehensive, research-based, standardized 

classification of interventions that nurses perform. It is 

useful for clinical documentation, communication of care 

across settings, integration of data across systems and 

settings, effectiveness research, productivity measurement, 

competency evaluation, reimbursement, and curricular 

design.”  

 An intervention is defined as:  

“any treatment, based upon clinical judgment and 

knowledge that a nurse performs to enhance patient/client 

outcomes.[7]” 

 



Outcome    Interventions 
                  Major                  Suggested 
Pain 
 Control     Pain Management   Positioning 
   Medication Administration      Music Therapy 
            Heat/ Cold 
        Application            
                              Massage 
         Splinting 
          
           



Outcome    Major Interventions 
                      Suggested 
Oral     Oral Health      Bleeding  
 Hygiene   Restoration      Precaution  
 
Tissue Integrity:      
  Skin & Mucous         Oral health 
  Membranes        Maintenance 
      
                       Pain 
           Management
          
  



 Assessing  

 Diagnosing (NANDA-I) 

 Outcome Identification (NOC) 

 Planning  

 Implementing ( NIC) 

 Evaluating the Outcomes (NOC) 

 



 Placenta previa is an obstetric complication in 
which the placenta is attached to the uterine wall 
close to or covering the cervix. Placenta previa is 
a life-threatening maternal bleeding typically 
necessitates termination of the pregnancy. 
Maternal prognosis is good if hemorrhage can be 
controlled; fetal prognosis depends on the 
gestational age and amount of blood lost. 
Anemia may be managed by blood transfusion to 
permit the pregnancy to continue in utero. It can 
sometimes occur in the later part of the first 
trimester, but usually during the second or third. 
It is a leading cause of antepartum hemorrhage 
(vaginal bleeding). It affects approximately 0.5% 
of all labors. 

http://nurseslabs.com/placenta-previa/
http://nurseslabs.com/placenta-previa/
http://nurseslabs.com/placenta-previa/
http://nurseslabs.com/placenta-previa/
http://nurseslabs.com/fetal-development/
http://nurseslabs.com/placenta-previa/
http://nurseslabs.com/placenta-previa/
http://nurseslabs.com/placenta-previa/
http://nurseslabs.com/placenta-previa/


 Treatment of placenta previa is design to assess, 

control, and restore blood loss, and to deliver a 

viable infant. Immediate therapy includes starting an 

IV line using a large bore catheter. Here are 3 

placenta previa nursing care plans 

http://nurseslabs.com/placenta-previa/
http://nurseslabs.com/placenta-previa/
http://nurseslabs.com/nursing-care-plans/


 Fluid volume deficit is a state in which an 

individual is experiencing decreased intravascular, 

interstitial and/or intracellular fluid. Active blood 

loss or hemorrhage due to disrupted placental 

implantation during pregnancy may manifest signs 

and symptoms of fluid vol. deficient that may later 

lead to hypovolemic shock and cause maternal 

and fetal death. 



 Patient may manifest:  
 Bleeding episodes (amount, duration) 

 Abdomen soft/hard when palpated 

 Manifests body weakness 

 Low blood pressure 

 Increased heart rate 

 Decreased respiratory rate 

 Fetal heart rate less than normal (120-160 bpm) 

 Decreased urine output 

 Increased urine concentration 

 Pale, cold, clammy skin 

http://nurseslabs.com/fetal-growth-assessment/


 Deficient Fluid Volume r/t Active Blood Loss 
Secondary to Disrupted Placental Implantation 

 

Planning 

 Patient will maintain fluid volume at a 
functional level possibly evidenced by 
adequate urinary output and stable vital 
signs. 





 Placenta Previa is the development of 
placenta in the lower uterine segment 
partially or completely covering the internal 
cervical os. Placenta Previa causes bleeding. 
Due to large amounts of blood lost, the heart 
tries to pump faster in order to compensate 
for blood loss. As a result, the heart pumps 
faster with lesser blood pumped. 

 

http://nurseslabs.com/placenta-previa/
http://nurseslabs.com/fetal-development/
http://nurseslabs.com/placenta-previa/


 dysrhythmias 

 prolonged capillary refill 

 cold clammy skin 

 Dyspnea 

 restlessness 

 variations in BP reading 

Nursing Diagnosis 

 Decreased cardiac output r/t altered contractility 

Planning 

 Patient will participate and demonstrate activities 
that reduce the workload of the heart. 

 Patient will manifest hemodynamic stability. 

 





 Placenta Previa causes painless and continuous 

bleeding. With bleeding, there is decreased 

Hemoglobin. Hemoglobin carries oxygen to 

different parts of the body. If there is decreased 

hemoglobin there is a failure to nourish the tissues 

at the capillary level. 

http://nurseslabs.com/placenta-previa/


 Patient may manifest 
 Restlessness 
 Confusion 
 Irritability 
 Manifest Body Weakness 
 Capillary refill more than 3 sec 
 Oliguria 

Nursing Diagnosis 
 Ineffective tissue perfusion r/t decreased HgB 

concentration in blood & hypovolemia 
Planning 
 Patient will demonstrate behaviors to improve 

circulation. 
 Patient will demonstrate increased perfusion as 

individually appropriate. 
 





 Risk for Deficient Fluid Volume: risk factors may 
include excessive vascular losses 

 Impaired fetal Gas Exchange: may be related to 
altered blood flow, altered O2-carrying capacity of 
blood from maternal anemia, and decreased surface 
area of gas exchange at site of placental attachment, 
possible evidenced by changes in fetal heart 
rate/activity and release of meconium. 

 Fear may be related to threat of death to self or 
fetus, possibly evidenced by verbalization of specific 
concerns, increased tension, sympathetic 
stimulation. 

 Risk for Deficient Diversional Activity: risk factors 
may include imposed activity restrictions or bed rest.  

http://nurseslabs.com/nursing-care-plans/
http://nurseslabs.com/fetal-growth-assessment/
http://nurseslabs.com/fetal-growth-assessment/


 

 This is a deliberative systematic phase of the 

nursing process. During this phase, plans are 

made with the client and his family to deal with the 

identified nursing diagnoses.  



 

 There are three types of planning; 

1. Initial planning 

2. Ongoing planning 

3. Discharge planning 



1. Assign priority to the identified problems.  
2. Differentiate problems that could be resolved by 

nursing intervention,  
3. Set the immediate, intermediate and long term 

goals of actions 
4. Select nursing interventions and activities; 
5. Write out the nursing diagnoses, nursing 

actions/interventions and expected outcomes 
on the nursing care plan.  

6. Communicate the plan of nursing care to all who 
will be involved in the care. 



The nursing care plan is an organized, systematic 
and concise plan of care for the client. It 
communicates clearly the nature of the clients 
problems and the nature and relationship  of 
nursing and medical orders. The nursing care plan 
gives a document on the link between the nursing 
diagnoses, client’s outcomes and interventions.  

The planning phase ends with the development of 
the Nursing care plan  



 Informal nursing care plan. This is a plan in the 
nurse’s mind which may not be written. 

 Formal nursing care plan it is a written or a 
computerized guide that organizes information about 
the client. It permits for continuity of care. 

 Standardized care plan; This is a formal plan that 
specifies care for a group of clients with common 
problems. 

 Individualized care plan 

 Student care plans; This is for learning purpose and so 
it includes a section on ‘ rationale’  



 The nurses should date the plan and sign. Dating helps in 
evaluation, review and future planning. The nurses’ signature 
demonstrates accountability to the client, the profession and  the 
establishment 

 Use category headings as shown in the first table- Nursing 
diagnosis, Goals / desired outcomes, nursing interventions and 
evaluation. Dates should be included for the identified diagnoses 
and for the evaluation. 

 Use accepted medical abbreviations rather than full sentences 
and non-universal abbreviations such as IBP for ineffective 
breathing pattern. E.g. Turn and reposition q2hrs instead of Turn 
and reposition client every 2 hours. 

 Ensure that the plan contains interventions for ongoing 
assessment of clients. 

 Include collaborative and coordination activities, 

 Include plans for client’s discharge and home needs care. 
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