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ABSTRACT 

The problem of study was the validation, by 

emergency nurses, of investigator generated nursing 

diagnoses occurring in ill or injured emergency patients. 

Research questions were: 

What is the frequency of occurrence, as estimated by 

emergency nurses, of selected investigator generated 

(actual or potential) unhealthful responses and selected 

investigator generated nursing diagnoses in ill or 

injured emergency patients? 

What additional etiologies are associated with the 

selected investigator generated (actual or potential) 

unhealthful responses in ill or injured emergency patients 

as identified by emergency nurses? 

To what extent are those additional etiologies 

associated with the independent or interdependent role? 

The study used the descriptive design. The setting 

was 59 local chapter meetings of the Emergency Nurses' 
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Association. The population consisted of emergency nurses 

who were members of the chapters. Subject were selected 

by means of a convenience technique, however, cluster 

sampling was also evident. Ten questionnaires were mailed 

to each selected chapter (590 questionnaires) and 245 

questionnaires were returned (42%). 

Four investigator generated instruments were used 

•to collect the data: the Demographic Data Sheet, the 

Response Component Questionnaire, the Etiology Component 

Survey, and the Etiology Evaluation Questionnaire. The 

first three instruments were completed by the sample; the 

last, by a panel of experts in nursing diagnosis. A 

degree of content validity was established for the 

nursing diagnoses through pilot studies, but reliability 

is unknown. Some degree of reliability for the Etiology 

Evaluation Questionnaire was established through interrater 

agreement procedures. 

The following findings are discussed. Forty percent 

of the sample stated they had never been taught to write 

nursing diagnoses. Forty-seven percent stated they were 

taught to write nursing diagnoses in their basic nursing 

programs. None of the response components or nursing 

diagnoses were observed in greater than 50% of patients 
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by the majority of subjects. Responses were recognized 

as occurring in patients by more subjects than were actual 

diagnoses. A total of 887 different etiologies were 

generated under the Additional Etiologies section, and 

311 (35%) were found to reporesent independent role. Four 

of the six most frequently seen response components in 

greater than 50% of patients were part of the six most 

frequently seen nursing diagnoses. The least frequently 

seen response component was part of the least frequently 

seen nursing diagnosis. , One of the most frequently seen 

response components in greater than 50% of patients was 

included in one of the least frequently seen nursing 

diagnoses. 
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CHAPTER I 

INTRODUCTION 

In order to be useful a theory must be broad 

enough to be relevant to members of the profession who 

will use it. Nursing diagnosis can be viewed as the 

beginning step in theory development and could be the 

focus for nursing theory development. Nursing diagnosis 

represents an attempt by professional nursing to name and 

classify the phenomena of nursing (Gordon, 1982). 

Emergency nursing represents a small part of 

professional nursing and can be classified as occurring in 

a critical care setting. Nurses in the emergency setting, 

as in most critical care settings, function primarily in an 

interdependent role. The literature reflects that some 

nurses in other areas of critical care have begun to 

address the independent role of nursing and the subsequent 

use of nursing diagnosis in their areas. Emergency nurses 

have also begun to address the issue of the independent 

role. · To date, three articles and one editorial on nursing 

diagnosis and independent role have appeared in the 

Journal of Emergency Nursing. 
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In the 1980 Social Policy Statement the American 

Nurses' Association defined nursing as "the diagnosis and 

treatment of human responses to actual or potential health 

problems" (p. 9). In order to be able to describe their 

independent role in a particular area of nursing, nurses 
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in that area must be able to identify the particular human 

responses which they diagnose and treat. Some human 

responses are seen more frequently than others. Some occur 

so frequently that they are seen in the majority of 

patients and can be considered commonly occurring responses. 

Identification of the commonly occurring responses with 

which nurses deal in a particular area of nursing can be 

viewed as an initial step in delineation of the independent 

role for nursing in that area. Documentation of the 

responses can be accomplished by the use of nursing 

diagnosis. 

Problem of the Study 

The problem of the study is the validation, by 

emergency nurses, of investigator generated nursing 

diagnoses occurring secondary to illness/injury in 

emergency patients. 

Justification of the Problem 

Nurses whose speciality area is emergency nursing 



are currently fighting to preserve their professional 

autonomy both individually and through their professional 

organizations. Because of escalating costs and changes 

in insurance reimbursement, cost-containment has become a 

major priority to hospitals. Every avenue is being 

explored in order to cut expenses. One of those avenues 

involves replacing professional nurses in the emergency 

department with emergency medical technicians and para

medics, who are viewed as more cost-effective. According 

to the Emergency Nurses' Association "over 26% of the 

emergency departments in the United States currently use 

or plan to use emergency medical technicians of all levels 

within their departments" (in a position statement on the 

use of prehospit~l care providers (EMT's) in emergency 

departments, 1985, p. 4). 

Efforts to combat the takeover of emergency 

nursing positions by emergency medical technicians have 

been made. These efforts include a position paper by 
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the Emergency Nurses' Association that states the position 

against the use of paramedics in emergency departments, 

certification of all emergency nurses, marketing principles 

designed to increase public awareness, and political 

activism to increase input into legislative action (Westra, 

1983). 



Another useful approach would be to delineate the 

independent role of emergency nursing. While emergency 

nurses function in an interdependent role much of the 

time, there is a significant part of their care that 

involves independent functions. Ziegler, Vaughan-Wrobel, 

and Erlen (1986) defined independent nursing functions 

as "those activities which nurses initiate and perform 

under their own professional license" (p. 17). These 

functions are unique to nursing and would be lost if an 

emergency department replaced professional nurses with 

paramedics. 

Since emergency nurses have not yet described 

their independent role, they are unable to accurately 

state what aspects of care will be lost if an emergency 

department abandons professional nurses and hires para

medics. Wake, McLane, and Gotch (1985) voiced their 

concerns by stating: 

The numerous grey areas of medical/surgical 
nursing practice in critical care settings 
make the delineation of nursing's unique 
area of concern a priority for the 1980's. 
Given the current trends in reimbursement, 
the development of a diagnostic classifica
tion system will surely impact on the type 
of staffing and quality of care available 
to patients in the critical care units of 
the future. (pp. 447-448) 
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Research into this area of independent role function 

could greatly benefit emergency nursing. Such research 

would give emergency nurses the ability to delineate those 

aspects of emergency care that are uniquely nursing's and 

the ability to justify the necessity of keeping professional 

nurses in emergency departments. Nursing diagnosis 

provides the means to delineate an independent role for 

emergency nurses. 

Conceptual Framework 

The Nursing Process Model of Ziegler et al. (1986) 

represented a means by which nurses can function indepen

dently, enhance professional status, and improve the 

quality of nursing care. The model identifies five 

ste·ps which are necessary for systematic nursing care 

delivery: assessing, diagnosing, planning, implementing, 

and evaluating (Ziegler et al., 1986). 

Diagnosis is viewed as the "pivotal step of the 

nursing process" ( Ziegler et al., 19 86, p. 7 3) • The 

product of diagnosing consists of two components: an 

unhealthful or potentially unhealthful response and the 

hypothesized etiology of that response. The process of 

diagnosing is "the cognitive act of analyzing the client 

data, comparing the data to standards and norms, and 
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making a judgment whether or not a need for nursing exists" 

(Ziegler et al., 1986, p. 74). 

In order to diagnose an unhealthful or potentially 

unhealthful response, a nurse must be able to identify 

significant cues that cluster together and form a pattern. 

The pattern is analyzed and, if it is unhealthful or 

potentially unhealthful, it is given the appropriate label. 

The etiology of the response is hypothesized, and nursing 

care is planned, implemented, and evaluated. 

Identification of unhealthful or potentially unhealth

ful responses common to a particular area of nursing 

assists the nurses employee in that area in care planning. 

Additionally, commonly identified responses provide a base 

upon which speciality nurses can begin to generate a body 

of knowledge specific to their particular area of nursing. 

The generation of nursing diagnoses from those common 

responses provides a means of determining independent role 

function in a specific area of nursing. 

Assumptions 

The following assumptions were identified for the 

study: 

1. Nursing diagnoses are applicable to individuals 

or groups. 



2. Nursing diagnosis is the pivotal point of the 

nursing process. 

3. Nursing diagnosis reflects the independent role 

of the nurse. 

4. The etiology component of the diagnosis statement 

determines whether the statement is a nursing diagnosis or 

not. 

5. The etiology component of the nursing diagnosis 

statement must be amenable to nursing's independent 

intervention. 

6. The response component of the nursing diagnosis 

statement represents a human response to an actual or 

potential health problem. 

Research Questions 

The following were the research questions for this 

study: 

1. What is the frequency of occurrence, as estimated 

by emergency nurses, of the investigator generated (actual 

or potential) unhealthful responses of ill or injured 

emergency patients? 
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2. What is the frequency of occurrence, as estimated 

by emergency nurses, of the selected investigator generated 

nursing diagnoses (selected investigator generated 



responses plus selected investigator generated etiologies) 

which reflect the independent nursing role in ill or 

injured emergency patients? 

3. What additional etiologies are associated with 

the selected investigator generated (potential or actual) 

unhealthful responses in ill or injured emergency patients 

as identified by emergency nurses? i 

4. To what extent are additional nursing etiologies 

(for the selected investigator generated responses) 

identified by the emergency nurses associated with the 

independent or interdependent nursing role? 

Definition of Terms 

There were five key terms which are defined for this 

study. They were: 
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1. Investigator generated potential or actual 

unhealthful responses - a list of 24 actual or potential 

responses which were identified by the researcher and 

validated by experts in the field of nursing diagnosis as 

meeting the appropriate format. Measurement was accomplished 

by use of the Response Component Questionnaire (see Appendix 

A) • 

2. Ill or injured emergency patients - patients who 

have come to a hospital emergency department because of 



the sudden onset of illness or injury. 

3. Emergency nurses - registered nurses who were 

currently employed in a hospital emergency department. 

Those nurses will be identified by membership in local 

chapters of the Emergency Nurses' Association. 

4. Selected investigator generated diagnoses - a 

list of 25 nursing diagnoses (response components and 

etiology components) which were identified by the 

researcher and validated by experts in the field of 

nursing diagnosis as representing diagnoses amenable to 

interve~tion by nurses in the independent role. 

Measurement was accomplished using the Etiology Component 

Survey (see Appendix B). 
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5. Additional etiologies - other etiologies identified 

by the emergency nurses participating in the study that 

may or may not be amenable to intervention within the 

independent role of emergency nurses. Identification was 

accomplished using the Etiology Component Survey (see 

Appendix B). Whether or not the identified etiologies 

are within the independent or interdependent role was 

measured by the Etiology Evaluation Questionnaire (see 

Appendix C). Agreement, by at least three of four experts 

in a panel of experts, that the diagnosis met the criteria 

for independent nursing diagnoses determined whether the 



diagnosis was to be included in the list of the new 

diagnoses. 

Limitations 

The study had the following limitations: 

1. Because a nonprobability sampling technique was 

used, the sample was not a true random sample. Thus, the 

generalizability of the findings may be affected. 

2. The instruments utilized in the study were 

generated by the researcher and have unknown reliability. 

3. Subjects may have interpreted the terminology 

used in the diagnosis statements differently. 

4. Nurse subjects may not have recalled accurately 

the frequency of prior observations of clients. 

5. Nurse subjects may have various levels of under

standing of the concept of nursing diagnosis. 

Summary 

10 

The identification of an independent role in emergency 

nursing is a necessity if professional nurses are to 

survive in that area of nursing. Nursing diagnosis 

presents one method for delineating an independent role 

in emergency nursing. Research in this area is limited, 

but extremely necessary. The Nursing Process Model of 



Ziegler et al. (1986) represents a structured framework 

for the generation of nursing diagnoses and is applicable 

11 

to an area of nursing where the concept of nursing diagnosis 

is just beginning to be explored. 



CHAPTER II 

REVIEW OF LITERATURE 

Evidence of an increasing interest in the phenomenon 

of nursing diagnosis can be seen in the rapidly increasing 

number of articles published in the past three years. 

Many different speciality areas of nursing have begun to 

discuss the use of diagnostic labels specific to their 

areas. Problems with implementation abound, as the concept 

of nursing diagnosis is defined differently by different 

theorists. The review of the literature is comprised of 

articles and studies concerning diagnostic activities of 

nurses in clinical areas. Subheadings are: competing 

views of nursing diagnosis, diagnosis by nurses in critical 

care, diagnosis by nurses in emergency nursing, and 

diagnosis by nurses in other areas of nursing. 

Competing Views of Nursing Diagnosis 

The concept of diagnosis in nursing is still in the 

formative stages of evolution. Within the profession there 

currently exist two major views of nursing diagnosis. 

The proponents of one view believe that nursing diagnosis 

should be used to describe the independent role of the 

12 
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nurse. They contend that certain patient problems can 

and should be treated by nurses acting independently 

under their own professional licenses. Proponents of this 

view of nursing diagnosis include: Gordon (1982), 

Ziegler et al. (1986), Carnevali (1985), Gebbie (1984), 

and Mundinger (1980). 

The proponents of the other view believe that nursing 

diagnosis should be used to describe both the independent 

and the interdependent role of the nurse. They consider 

nursing diagnostic activities to be applicable to both 

independent and interdependent role activities. Propon

ents of this view of nursing diagnosis include: Kim 

(1980), and Guzzetta and Dossey (1983). 

The interdependent role of nursing consists of all 

of the other activities performed by professional nurses 

under the direction of another health care professional. 

Examples of activities in the interdependent role include: 

following written and verbal orders of others, secretarial 

chores, and meeting hospital organizational demands. 

The independent nursing role consists of those 

autonomous activities performed by professional nurses 

utilizing the nursing process when they are functioning in 

a collegial role with other health care professionals. 

Ziegler et al. (1986) defined independent nursing role as 



those activities which nurses initiate and perform under 

their own professional license. Professional nurses do 
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not require direction from another health care professional 

or health care agency to diagnose the need for or to 

implement these nursing interventions. Such activities 

as adtivities of daily living, guidance and counseling, 

nurturing, motivating, modifying the environment, teaching, 

patient advocacy, socializing, and encouraging are 

included within the independent role. Independent nursing 

functions are accomplished by the use of the nursing 

process and nursing diagnosis. 

Gordon (1982) addressed the independent role with 

nursing diagnosis. She defined nursing diagnosis as a 

clinical diagnosis made by nurses which describes actual 

or potential health patterns which nurses, by virtue of 

their education and experience, are capable and licensed 

to treat. She listed 11 functional health patterns from 

which nurses assess health problems or potential health 

problems, diagnose them, and then plan, implement, and 

evaluate interventions. 

Allen (1984) discussed independent interventions in 

perioperative nursing. She defined them as those 

activities which nurses perform independently. 



Carnevali (1984) believed that independent nursing 

functions involved a co-professional role relationship. 

Nurses assume primary responsibility for diagnosis and 

treatment management within the nursing domain. 
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Clark (1984) stated that nursing plays a major role 

in assessing patients at risk and implementing appropriate 

lifestyle alterations to enhance their state of health. 

She defined nursing diagnosis as a statement of actual 

or potential problems that require nursing interventions 

for effective management. She believed nursing diagnosis 

would aid in further delineating the independent and 

collegial role of nursing in health problems. 

Gebbie (1984) defined nursing diagnosis as a label 

for a client or patient condition (response to health or 
. 

illness) that nurses are able, and legally responsible, 

to treat. Because nurses are the first to identify the 

conditions or to label them, or because nurses have been 

the ones to research and develop the appropriate treatment, 

nurses assume responsibility for the care. 

Guzzetta and Dossey (1983) viewed nursing diagnosis 

from a critical care focus. They defined the role of the 

critical care nurse as totally interdependent, thus 

disagreeing with the concept of independent nursing 

diagnosis. They stressed the importance of utilizing 



psyciologic nursing diagnoses within the interdependent 

role. 

Kim (1982) believed nurses would be held accountable 

for nursing actions based on nursing diagnosis. Kim 

felt pertinent issues in nursing diagnosis would include 

the collaborative and progressively changing nature of 

nursing. She stated that the nature of nursing is 

determined by the dynamic equilibrium between its inde

pendent and interdependent activities. 
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Mundinger (1980) defined independent nursing functions 

as autonomous nursing functions within the nursing process 

used to plan professional care. She believed it involved 

diagnosis. 

Diagnosis by Nurses in Critical Care 

Since the major controversy over nursing diagnosis 

concerns whether or not the diagnosis should represent only 

the independent role of the nurse or whether it should 

reflect both the independent and interdependent role of 

the nurse, literature in critical care contains advocates 

of both points of view. Much of the critical care nursing 

literature, however, omits the discussion of nursing 

diagnosis altogether. 

Broome (1985) described the crisis response of 

families of children in an intensive care unit and 



divided her discussion into three phases: admission, 

family's ability to cope, and maintenance and care. 

Assessment strategies and nursing interventions were 

discussed for each phase. Although Broome mentioned the 

nursinq process, nursing diagnosis was not addressed in 

the ~rticle. 1 
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Carnevali (1985) advocated the delineation of an 

independent role in critical care nursing, althouqh she 

aqreed that much of the nursinq care in that area centered 

around interdependent functions. Carnevali proposed that 

the balance model of daily livinq and functional health 

status be used to determine areas of independent nursing 

role in critical care nursing. 

Kaplow and Fromme (1985) discussed the use of high

frequency jet ventilation on intubated critical care 

patients. A standardized care plan was presented 

utilizing nursing diagnoses. Most of the diagnoses 

addressed interdependent functions and most etiologies 

were medically orientated. An example was: "Potential 

for alteration in body image related to subcutaneous 

emphysema when administering high levels of positive end 

expiratory pressure with high flow jet ventilation therapy" 

(Kaplow & Fromme, 1985, p. 27). Little can be done 

independently by nurses to correct the etiology in this 



diagnostic statement because a physician's order is 

required to alter the ventilation pressures. Thus, this 

diagnosis addresses interdependent nursing functions. 

Steele and Whalen (1985) developed two new nursing 

diagnoses which they called physiological diagnoses 

related to critical care nursing: potential for organ 

failure and potential for tissue destruction. Defining 

characteristics were presented for each diagnosis and a 

case study utilizing both diagnoses was given. The case 

study and the use of the diagnoses largely reflected the 

interdependent role of critical care nursing, as greater 

than half of the nursing actions for both diagnoses 

involved physician consultation and administration of 

medication. 
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Tanner (1985) presented an overview of the use of 

nursing diagnosis in critical care nursing. A discussion 

about the current debate over whether nursing diagnoses 

should reflect the independent role or both the independent 

and interdependent roles of the nurse was presented. 

Tanner (1985) believed that the debate might be partially 

created by the unclear meaning of the term, accepted 

diagnosis. Gordon (1982) was identified as the major 

proponent of the use of nursing diagnosis to define only 

independent role. Kim (1982) and Guzzetta and Dossey 



(1983) were identified as the major proponents of the use 

of nursing diagnosis to define the interdependent roles 

of nursing. The need to better understand diagnostic 

reasoning was also discussed. 

Wake, McLane, and Gotch (1985) reported on the 

meeting of the speciality interest section for critical 

care held at the Fifth National Conference on the 

Classification of Nursing Diagnosis. Nine areas of 

concern to critical care nurses that were not currently 
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on the accepted list of nursing diagnoses were delineated: 

"energy deficit, altered hemodynamics, compromised 

immunologic defenses, endocrine-metabolic alterations, 

electrolyte-acid-base imbalances, psychophysiologic 

stress, altered temperature regulation, altered comfort 

states, and developmental delays 11 (p. 446). Several 

issues related to the use of nursing diagnoses in critical 

care areas were discussed and included: the need for a 

clear definition of the concept of nursing diagnosis, 

validation of defining characteristics of nursing 

diagnoses, and issues of implementation. Many suggestions 

for needed research in this area were given. 

Hubalik and Kim (1984) studied nursing diagnoses 

related to congestive heart failure by surveying critical 

care nurses. Six nursing diagnostic labels, "heart 



failure, fluid overload, decreased activity tolerance, 

anxiety, lack of knowledge, and potential skin breakdown" 

(p. 145) , ' were identified and were supported by their 

panel of experts and staff nurses. The authors concluded 

that interdependent nursing functions were within the 

realm of nursing practice and that clinical specialists 

should be used as subjects in the primary testing of 

diagnostic labels. Recommendations for replication of 

the study, in addition to clinical testing and validation 

of labels were made. 

Hoppe (1983) discussed nutritional management of 

20 

the trauma patient. Following an indepth discussion, a 

table identifying the concept, the nursing diagnosis, the 

expected outcome, and the nursing interventions was 

presented. The nursing diagnoses consisted of a problem 

list identified from the North American Nursing Diagnosis 

Association (N~~DA) nationally accepted list. The etiology 

components were not identified. 

Guzzetta and Dossey (1983) discussed the adaptation 

of nursing diagnosis to critical care nursing. Questioning 

whether or not critical care nursing contained any dependent 

. or independent functions, .the authors viewed the role of 

the critical care nurse as totally interdependent. A 

case study and care plan were presented. The necessity of 
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utilizing physiologic nursing diagnoses within the inter

dependent role of critical care nursing was emphasized. 

Johnson (1983) addressed post-operative low cardiac 

output in young children following cardiac surgery. An 

indepth discussion of the causes, the clinical picture, 

and the treatment of the patient were presented. Although 

she did suggest that various nursing interventions could 

be utilized to decrease oxygen consumption, none were 

identified. The article was medically oriented and 

contained no mention of nursing diagnostic activities. 

Rossi (1984) advocated the use of Gordon's (1982) 

functional health patterns in intensive care units, 

because she believed this was one way of implementing 

nursing diagnoses in critical care settings. A list of 

potential benefits from instituting nursing diagnosis 

included: : improved collaboration of nurses and physicians, 

high quality of patient care, and the ability to develop 

more goal-directed nursing interventions. 

Yoder (1984) discussed the use of nursing diagnoses 

in the operating room. Nursing diagnosis was seen as one 

means of making the public aware of the role of periopera

tive (operating room and recovery room) nurses. Several 

diagnoses consisting of diagnostic response components 

from the NANDA nationally accepted taxonomy which might 



be seen in each area were identified. Preoperative 

diagnositic response components included: anxiety or 

fear, impaired verbal communication, knowledge deficit, 
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and sensory perceptual alterations • . Intraoperative 

diagnostic response components were identified as largely 

potential responses and included: potential for injury, 

potential fluid volume deficit, potential or actual 

alterations in cardiac output, potential or actual 

alterations in tissue perfusion, and potential or actual 

impairment of skin integrity. A case study and a care 

plan utilizing these nursing diagnoses were also presented. 

Cardona (1982) discussed post-operative care of the 

patient with multiple trauma. The article stated that 

these patients were true nursing challenges. However, the 

article was focused on the interdependent role of the 

trauma nurse. Nursing diagnosis was not mentioned. 

Giubilata (1982) utilized a case study to outline 

nursing diagnoses applicable to high-level quadriplegic 

patients. Four areas of concern were identified: 

respiratory system alterations, cardiovascular reflexes, 

changes in temperature control, and problems with 

elimination. Nursing diagnosis examples were presented 

for each area, however, most of the etiologies were medical 

and required interdependent nursing functions. An 
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example of the diagnosis for respiratory system alteration 

was "at risk for hypoventilation due to paresis/paralysis 

of diaphragm, intercostal musculature, fatigue" (p. 129). 

An example of the diagnosis listed for cardiovascular 

reflexes was "alterations in cardiovascular status secondary 

to loss of sympathetic innervation" (p. 129). Temperature 

control changes had one diagnosis listed "alterations in 

temperature regulation due to loss of sympathetic innerva

tion" (p. 129). Several diagnoses were listed for 

elimination problems including: "potential for paralytic 

ileus due to loss of sympathetic innervation, and altera

tions in bladder function secondary to spinal shock or 

damage to reflex arc (atonic bladder)" (p. 129). 

Current literature in critical care nursing reflects 

proponents of both the independent and independent/ 

interdependent role for nursing diagnosis. However, many 

of the authors believe nursing diagnosis should be used 

to describe the independent role of the nurse. Develop

ment of an independent role in critical care nursing, 

regardless of how small that role may be, will increase 

nurses' visability as independent practitioners and not 

just extensions of the physician. Knowledge that critical 

care nurses contribute something unique to the care 

of the critically ill patient may increase job 



satisfaction, thus increasing retention of nurses in a 

area where an acute nursing shortage exists. 

Diagnosis by Nurses in Emergency Nursing 

Emergency nursing literature has recently begun to 

include the concept of nursing diagnosis. Earlier 

literature in emergency care reflects emphasis on the 

medical model and pathophysiology. 

Thompson (1986) presented an overview of nursing 

diagnosis and discussed its application to emergency 

department nursing. An example of a detailed care plan 

for a trauma patient, which dealt with the diagnostic 

response component of ineffective breathing patterns, was 

given. Potential etiologies for the response were 

identified as: "airway obstruction, anxiety, decreased 

lung expansion because of chest trauma, drugs, fatigue 

or decreased energy, musculoskeletal impairment (ruptured 

diaphram), neurological impairment (cervical spine or 
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head injury), pain (splinting), perception or cognitive 

impairment, and tracheobronchial disruption or esophageal 

perforation'' (p. 222). The majority of etiologies 

required medical interventions to correct and thus, 

reflected interdependent nursing functions. The necessity 

for further research on nursing diagnoses in emergency 
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nursing was emphasized. 

Corrigan (1986) recommended the use of Gordon's 

(1982) functional health pattern assessment guide as a 

way of determining autonomous and collaborative areas of 

practice. Implementation of the framework in a large 

city emergency department was described. Emergency 

nursing diagnosis within a SOAP format was discussed, but 

no examples of emergency nursing diagnoses were contained 

in the article. 

Larson (1986) discussed nursing diagnosis in her 

monthly editorial in the Journal of Emergency Nursing and 

stressed that nursing diagnoses involve only independent 

functions of registered nurses. A challenge to emergency 

nurses to develop nursing diagnoses that can be utilized 

in their settings was issued. 

Blansfield, Fackler, and Bergeron (1985) discussed 

implementation of standardized care plans in their emergency 

department. A standardized care plan for a patient with 

head trauma was presented which contained two medical 

diagnoses (head trauma and possible brain trauma) and 

one response component from the standardized list of 

nursing diagnoses (knowledge deficit). 

Burgess (1985) presented a brief description of the 

crisis response to rape. In the article's abstract she 
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stated that the foci of the article were the etiology, the 

defining characteristics, and the signs and symptoms of 

the nursing diagnosis labeled rape-trauma syndrome. 

However, the term nursing diagnosis was not mentioned in 

the article and no nursing diagnoses were generated 

utilizing the information in the article. No link was 

made between the information in the article and the 

nursing process. 

Novotny-Dinsdale (1985) published the first article 

on nursing diagnosis utilization in emergency nursing. 

In the article Gordon's (1982) framework and the list of 

NANDA approved nursing diagnoses were utilized by the 

author. A description of Novotny-Dinsdale's (1985) 

experiences in implementing the use of nursing diagnosis 

in a suburban emergency department was given. Some of 

the etiologies, like bleeding, injury, diarrhea, and 

congestive heart failure, reflected medical diagnoses and 

required interdependent nursing functions. 

Toth, Cost, Keyes, Deli, and Berkowich (1984) 

described the implementation of nursing diagnosis in a 

major trauma center. Mundinger's (1975) criteria were 

utilized for evaluation of the nursing diagnoses at that 

facility. Research was said to be continuing in order to 

revise and improve the diagnoses; however, the authors 
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listed several commonly identified responses in the trauma 

setting. Included in the list were: "altered level of 

consciousness, potential for impaired wound healing and/or 

infection, potential for hypoxia and/or atelectasis, 

potential for skin breakdown, contractures, constipation, 

potential for prolonged anxiety and anger, fear of being 

left alone, potential for life-threatening cardiac 

dysrhythmias, alteration in vital organ perfusion, and 

impaired motor and sensory function of an extremity" 

(p. 295). Etiologies reflected independent and interde

pendent nursing roles, but focused on the independent role. 

Two examples of nursing diagnoses including the common 

responses were given: restlessness and disorientation 

related to sensory overload and unfamiliar surroundings 

and potential for hypoxia and/or atelectasis related to 

retained secretions secondary to lung contusion. A care 

plan was formulated and nursing interventions were given 

for the diagnoses. 

Visser and Volkman (1984) compiled patient data from 

1982 in order to determine the reliability of medical 

diagnoses made by ambulance nurses of trauma patients in 

Belgium. The article was medically oriented and contained 

no mention of nursing diagnosis. 



28 

Hill and Fink (1983) discussed hypertensive emergencies 

in their article. The article was medically focused and 

dealt with assessment of the patient, identification of 

medical problems, and drug therapy. Nursing diagnosis 

was not mentioned. 

Hoyt (1983) described blunt and penetrating chest 

trauma including the related medical and nursing care and 

listed numerous nursing diagnoses. Two examples of her 

nursing diagnoses were: acute severe respiratory distress 

related to increased intrapleural pressure and acute 

severe interruption of circulation related to great vessel 

injury. All of the diagnoses presented contained a 

medical diagnosis in the etiology component and reflected 

treatment plans using interdependent nursing functions. 

Sigmon (1983) presented an excellent description of 

the interdependent role of the trauma nurse by presenting 

a case study of the trauma patient. The major focus of 

the article was the importance of team effort in the care 

of the trauma patient. Assessment skills were stressed, 

but nursing diagnoses and the nursing process were not 

addressed. 

Thompson (1983) presented an extensive discussion of 

the assessment of blunt and penetrating abdominal trauma. 

Although the title of the article mentioned a care plan 



for the patient, none was presented. Nursing diagnoses 

were not included. 
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Podgorny and Stanley (1982) discussed the care of 

victims of gunshot wounds. The first sentence stated that 

"a gunshot-wound victim often gets his first qualified 

care from an R.N. 11 (p. 47). The rest of the article dealt 

with the assessment and the concurrent pathophysiology of 

various wounds. The interdependent role of nursing was 

represented, but no evidence of an independent role or 

of nursing diagnosis could be found. 

Saclarides, Parrish, and Saclarides (1982) presented 

a sequential approach to patients with ocular emergencies. 

Several types of ocular emergencies were outlined. The 

article was medically focused and contained no evidence 

of nursing diagnoses. 

Estrada (1981) described the system of triage and 

the role of nursing within the system. Basic triage was 

defined as assessing the patient, determining the priority 

of needs, and assigning the patient to a treatment area. 

Advanced triage was defined as initially assessing the 

patient, performing an appropriate physical exam, initia

ting diagnostic procedures, documenting findings, and 

referring the patient. Thus, the nursing process was 

reflected in the description of the process of triage, 
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however, nursing diagnosis was not mentioned. 

Miller {1981) focused on emergency management of the 

unconscious patient and stressed the importance of a 

collaborative approach to the care. Nursing assessment 

and nursing interventions within the independent and 

interdependent roles were presented. However, nursing 

diagnosis was not mentioned. 

Moynihan and Duncan ( 1981) detailed the role of the 

nurse in the care of victims of sexual assault. The nurse 

was viewed as the primary provider of crisis counseling 

for the victim and significant others. Although assess

ment of the victim was discussed, nursing diagnosis was 

not mentioned. 

Emergency nurses are starting to address the role of 

nursing diagnosis in their practice. However, the 

concept does not appear to be clearly understood. Thus, 

the literature reflects proponents of both the independent 

and the independent/interdependent role for nursing 

diagnosis. 

Diagnosis by Nurses in Other Areas of Nursing 

There are other areas of nursing in which nurses have 

recognized the concept of nursing diagnosis and have 

attempted to adapt it to their area. The articles 
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published by them reflect the infancy of the nursing 

diagnosis movement and necessity for further research. 

Coffman (1986) described the signs and symptoms of 

the nursing diagnosis, alteration of bowel elimination 

related to neurogenic bowel. The subjects were children 

with myelomeningocele. The most frequent problems cited 

by study participants were incontinence, diarrhea, and 

constipation. A discussion of causes of the problems, 

attitudes of the parents of the subjects toward problems, 

and various management techniques was presented. Further 

testing to provide validation for the findings was 

recommended. 

Hoskins, McFarland, Rubenfeld, Walsh, and Schreier 

(1986) conducted a large, descriptive study to identify 

nursing diagnoses in the chronically ill. Fifty-one 

nursing diagnostic response components were identified 

utilizing an inductive approach. Many of these reflected 

the diagnostic categories in the NANDA list. Others, 

however, were generated from the research and included: 

impaired circulation, uncontrolled hypertension, health 

management deficit in respiratory self-care, potential 

for nutritional deficiency, nonadherence to diet, 

diarrhea, perceived constipation, inadequate physical 

activity, inadequate dental care, potential health 
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management deficit from financial insecurity, potential 

for loneliness, lack of spiritual support, threat to 

sexual integrity, illness-imposed changes in sexual 

activity, and lack of purpose in life (p. 88). Maslow's 

(1954) framework of needs was used to provide guidelines 

for patient assessment and diagnosis formulation. The 

purposes of the study were: to identify nursing diagnoses 

in a sample of chronically ill medical outpatients, to 

validate the diagnoses in a second comparison sample, and 

to distinguish defining characteristics of the diagnoses. 

Cleary (1985) related the process of implementation 

of nursing process utilizing nursing diagnosis in the 

critical care units where she was a nurse educator. 

Midproject evaluation revealed a lingering medical focus 

in the nurses' charting. Several adjustments resulted in 

a final project evaluation which showed marked improvement 

and reflected nursing diagnostic processes. 

Edel (1985) defined compliance and noncompliance and 

related these terms to nursing and stated why she was 

opposed to utilizing the term noncompliance as a nursing 

diagnosis. In her argument Edel stated that this 

diagnosis did not focus on nursing therapies, but focused 

instead on perceived power and powerlessness. 



33 

F,orsyth (1985) adapted nurstng diagnosis to occupa

tional health patients utilizing the NANDA list of nursing 

diagnoses. A worksheet was developed which could be used 

in an occupational health setting to determine nursing 

diagnoses. The author encouraged occupational health 

nurses to develop nursing diagnoses specifically describing 

situations occurring in their field. 

Halloran (1985) attempted to predict nursing care 

time utilizing diagnosis related groups (DRG's), nursing 

conditions using 37 nursing diagnoses identified at the 

First National Conference on the Classification of Nursing 

Diagnosis, and demographic data of the adult patients in 

an acute-care, community hospital. Using multiple 

regression analysis, Halloran found that nursing conditions 

predicted variations in nursing care time better than 

DRG's or demographics. A combined nursing diagnosis-DRG 

model improved prediction of variation in nursing care 

time. However, approximately 40% of the variation remained 

unexplained. 

Allen (1984) related the concept of nursing diagnosis 

to perioperative nursing. The history of nursing 

diagnosis, the problems existing in definition, and the 

process of implementation of nursing diagnosis were 

described. Nursing diagnosis was considered to be a 
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large part of the future of nursing. 

Clark (1984) combined the concepts of nursing 

diagnosis and health promotion in an article on nursing 

diagnosis in an ambulatory care setting. An assessment 

format was developed and then used with an example of an 

ambulatory care patient, emphasizing health promotion and 

disease prevention. Recommendations were made for the 

incorporation of nursing diag~osis and the nursing 

process in ambulatory care nursing. 

Davidson (1984) discussed the present and future 

roles of nursing diagnosis in the acute care setting. 

Three factors were identified that influence nurses' 

ability to diagnose in acute care settings: patient 

acuity, hospital traditions of nursing care, and economic 

issues. Research was believed to be essential to the 

continuation and growth of nursing diagnosis use in 

these settings. 

Gaines and McFarland (1984) surveyed 74 baccalaureate 

schools of nursing to determine whether or not nursing 

diagnoses were included in their curricula. The use of 

nursing diagnosis was present in 70 of the schools. From 

this study the authors concluded that nursing diagnosis 

was being taught to the next generation of nurses and 

that nursing diagnosis should become more and more 



evident in clinical practice settings. 

Johnson (1984) utilized adaptation as the 

theoretical framework for describing nursing assessment 

and nursing diagnosis in mental health nursing. Four 

clients of care were discussed: the individual, the 

family, the group, and the community. An assessment 

guide was presented and a diagnostic and intervention 

matrix that was to be applicable to all four groups was 

formulated. 

Kim, Amoroso-Seritella, Gulanick, Moyer, Parsons, 

Scherbel, Stafford, Suhayda, and Yocum (1984) conducted 

a study to determine content and face validity of ten 

cardiovascular nursing diagnoses and their defining 

characteristics and to document their clinical relevance. 

Clinical specialists were found to identify more nursing 

diagnoses than staff nurses. A high rating of relevance 

for the physiologic nursing diagnoses led to the con

clusion that physiologic nursing diagnoses were part of 

nursing•s domain of practice. Recommendations for 

further clinical validation of the defining character

istics and diagnoses were made. 
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Tanner and Hughes (1984) outlined the process for 

clinical testing of nursing diagnoses. Identification of 

current and past problems and solutions for them were 



presented. The importance of conducting research in the 

practice setting and of including the nurse clinician in 

the research process was stressed. 

Westfall (1984) combined the concepts of nursing 

diagnosis and quality assurance by delineating a model 

for quality assurance in nursing and using nursing 

diagnosis as a means of exploring outcomes from a nursing 

perspective. Nursing diagnosis, offered a much needed 

means of defining nursing-specific outcomes in quality 

assurance according to the article. 

Young and Lucas (1984) detailed common problems in 

the implementation of nursing diagnosis. Using Lewin's 

change theory, they presented a means for implementation 

of nursing diagnosis and discussed reasons for failure 
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or difficulty in implementation. The normative-reeducative 

strategy for change coupled with continuous reinforcement 

for expected behaviors was recommended for changing the 

behavior of nurses. 

Hamilton (1983) presented an overview of nursing 

diagnosis at a community level. Nursing diagnosis was 

described as one way in which community health nurses 

could describe the focus of their practice. Identification 

of current problems in generating nursing diagnoses at a 
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community level and suggestions for further research were 

given. 

Sjoberg (1983) detailed commonly seen nursing 

diagnoses in patients with chronic obstructive pulmonary 

disease (COPD). Four of the diagnoses from the approved 

list, activity intolerance, sleep pattern disturbance, 

noncompliance, and potential for ineffective family 

coping, and several etiology components for each response 

component were presented. Most of the etiologies reflected 

the independent role of nursing and could be resolved by 

independent nursing intervention. A case study and care 

plan were outlined for the patient with COPD. 

Deback (1981) hypothesized that nursing curricula 

based on systems models would predict greater ability to 

formulate nursing diagnoses by senior nursing students 

than other curriculum models. After surveying 10 students 

from each of 20 baccalaureate nursing programs, the 

conclusion that senior nursing students could not 

competently formulate nursing diagnoses, regardless of 

the type of conceptual model used in the curriculum, was 

reached. 

Avant (1979) studied the nursing diagnosis, maternal 

attachment, and described maternal attachment behaviors 

between new mothers and their infants. Five provisional 
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criteria of maternal attachment were defined and tested 

in the study. The provisional criteria included: visual 

contact between mother and child, touching of the child 

by the mother, a positive affect associated with the 

child, reciprocal interaction, and vocalization by at 

least one of the two. All five of the criteria were 

supported. A small sample size was cited as a detriment 

to generalizability of results,. Suggestions were made for 

further studies. 

Guzzetta and Forsyth (1979) conducted a pilot study 

on the nursing diagnosis, psychophysiologic stress. Using 

the Holland-Sgroi-Solkoff Anxiety-Depression Scale to 

measure psychophysiologic stress in five newly admitted 

patients with myocardial infarctions, the authors found 

that the scale measured psychological stress, but not 

physiological stress. The anticipated cluster of signs 

and symptoms was not observed. 

The use of nursing diagnosis by nurses in other 

areas of nursing besides critical care and emergency 

nursing also reflects confusion concerning a true 

definition of the concept. However, in areas where a 

large independent role for nursing exists, nursing diagnoses 

tend to address independent role concepts. In areas of 

nursing where independent role is limited, the focus of 
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nursing diagnosis tends to be both within the independent 

and interdependent realm. 

Summary 

Literature was reviewed which dealt with diagnostic 

activities by nurses in critical care nursing, emergency 

nursing, and other areas of nursing. Literature which 

focused on both medical and nursing diagnoses, as well as 

nursing diagnosis activities in the independent and 

interdependent roles, was presented. As can be seen by 

the previous literature review, much work needs to be 

done in terms of clinical validation of nursing diagnoses. 

The concept is relatively new and many practicing nurses 

are unfamiliar with it. Problems abound in implementation 

and acceptance of nursing diagnosis in clinical settings. 

There are differing opinions as to how the concept should 

be defined and whether inaependent and/or interdependent 

functions should be included in the definition. Although 

the research base for nursing diagnosis is increasing 

rapidly, no clear answers for the problems are being 

identified. 

Before the concept of nursing diagnosis will be 

adopted by the practicing nurse in any area of nursing, 

it must be useful and easily understood. This study 



attempted to link frequently seen responses with common 

etiologies in emergency patients. Thus, the study 

increases the research base of nursing diagnosis within 

the independent role in emergency nursing. By increasing 

the research base, a better understanding of the concept 

should result. 

A major deficit that was identified in the emergency 

nursing literature was lack of specific nursing diagnoses 

that reflected primarily the independent role of the 

nurses. This study addressed that deficit by identifying 

and validating selected nursing diagnoses for ill or 

injured emergency patients. 
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CHAPTER III 

PROCEDURE FOR COLLECTION A..~D 

TREATMENT OF DATA 

The study used a quantitative research method, the 

descriptive survey design. Shelley (1984) stated that 

quantitative research is "concerned with the measurement 

of phenomena, characteristics, concepts, or things" (p. 7). 

Quantitative research can be divided into two types: 

descriptive and experimental. The difference between the 

two types is that experimental research tests causal 

relationships and descriptive research does not. 

The purpose of descriptive research is "to construct 

a picture or account of events as they naturally occur" 

(Waltz & Bausell, 1981, p. 125). Waltz and Bausell divide 

descriptive studies into two types: case studies and 

surveys. Surveys are subdivided into: simple descriptive 

surveys, comparative surveys, correlational surveys, and 

developmental surveys. The simple descriptive survey 

approach was utilized in the study. A simple descriptive 

survey can be defined as one where "the aim is to describe 

an intact situation or area of interest factually and 

accurately" (Waltz & Bausell, 1981, p. 128). 
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In this chapter the setting, population, and sample 

for the research are discussed. The instruments generated 

by the researcher are introduced. Previous pilot studies 

are described. Finally, the planned statistical treatment 

of the data collected in this research is discussed. 

Setting 

The setting for the research was chapter meetings 

of the Emergency Nurses' Association in selected cities in 

the United States. The sites of the meetings varied from 

city to city, but meetings were usually held in the evening 

in a designated room of a local hospital. Members who 

consented to be subjects completed the questionnaires in 

a setting of their choosing. 

Population and Sample 

The population of the study consisted of emergency 

nurses who are members of the local, state, and national 

Emergency Nurses' Association chapters. A list of local 

chapters was obtained from the national office of the 

Emergency Nurses'Association. The chapters were divided 

into six geographical areas. 

Systematic sampling and cluster sampling, both 

probability sampling techniques, were to be utilized to 

select a representative group of chapters from the 
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national list of Emergency Nurses' Association chapters. 

Although Shelley (1984) stated that systematic sampling 

was a nonprobability sampling technique, Polit and Hungler 

(1978) stated that it "can be classified as either a 

probability or nonprobability sampling approach, depending 

upon the exact procedure used" (p. 463). In systematic 

sampling "the first element chosen here is selected 

arbitrarily rather than randomly" (Shelley, 1984, p. 247). 

According to Polit and Hungler (1978) 

if the researcher has a list, or sampling frame, 
the following procedure can be adopted. The 
desired sample size is established at some number 
(n). The size of the population must be known 
or estimated (N). By dividing N by n, the 
sampling interval width (k) is established. 
The sampling interval is the standard distance 
between the elements chosen for the sample .. 
The first element should be selected randomly, 
using a table or random numbers ••.• In 
actual practice, systematic sampling conducted 
in this manner is essentially identical to 
simple random sampling. (p. 464) 

The probability sampling technique described above was to 

be utilized in the study. The number 9 was chosen from a 

table of random numbers. An attempt to contact every 

ninth chapter was made. However, because of changes that 

had occurred in the local chapters, many of the selected 

chapters could not or would not participate. In order to 

obtain the sample of 59 chapters, 135 chapters were 

contacted. 



44 

The actual sampling technique became convenience 

sampling rather than systematic sampling. From each 

geographical area 25% of the chapters were selected for 

inclusion in the study using the convenience sampling 

method. This method resulted in 59 chapters being selected. 

The presidents of each chapter were contacted by phone. 

Permission to survey the chapter and the assistance of 

each president was requested during the phone call. 

A conversation guide utilized during the phone calls is 

included in Appendix D. 

Ten questionnaires and an audio cassette tape 

describing the study were mailed to each of the 59 selected 

chapters whose presidents agreed to participate in the 

study. Thus, 590 questionnaires were distributed. The 

audio cassette tape was played and the questionnaires 

were distributed by the chapter presidents at the following 

chapter meeting. Those members wishing to participate 

completed the questionnaires at a time and place of their 

choosing. The message from the audio cassette tape is 

contained in Appendix E. 

The sample for this study can be classified as one 

of convenience. Shelley (1985) defined a convenience 

sample as "the simplest and most commonly used sample. 

It is obtained by including in the sample whatever elements 
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happen to be available or are convenient to use" {p. 246). 

The individual subjects from the chapters were selected 

by means of a convenience technique. 

Cluster sampling, a type of random sampling, can 

also be referred to as multistage sampling and involves 

successive random sampling units (Polit & Hungler, 1978, 

p. 463). Because 59 local chapter meetings of the 

Emergency Nurses' Association were asked to participate in 

the study, the use of cluster sampling is evident in the 

study. Of the 590 questionnaires mailed to the local 

chapters, 245 (42%) were returned. 

Protection of Human Subjects 

The study was exempt from review by the Texas Woman's 

University Human Research Review Committee because it 

qualified as Category I research according to the federal 

guidelines and the policies of the Texas Woman's University 

Human Subjects Review Committee. The study was exempt 

because it was a survey research in which anomymous 

questionnaires were used. 

In order to ensure protection of human subjects, a 

letter of explanation was mailed with each questionnaire 

to each chapter included in the study {see Appendix F). 

Although the chapters were coded for identification of 
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geographic area, individual participants were guaranteed 

anonymity by ommission of any names on the questionnaires. 

The participating chapters were guaranteed confidentiality. 

An addressed, stamped envelope was included with each 

questionnaire for returning the questionnaires once they 

were completed or for returning unanswered questionnaires 

if the chapter and/or subject chose not to participate. 

Permission to conduct the study was obtained from Texas 

Woman's University before data collection began. 

Instrumentation 

Four instruments were utilized to collect the data 

needed to answer the research questions: the Demographic 

Data Sheet (see Appendix G}, the Response Component 

Questionnaire (see Appendix A), the Etiology Component 

Survey (see Appendix B), and the Etiology Evaluation 

Questionnaire (see Appendix C). The first three 

instruments were completed by the study's sample. The last 

instrument was completed by a panel of experts in nursing 

diagnosis. 

Demographic Data Sheet 

The researcher-generated demographic data sheet 

(see Appendix G) was utilized to ascertain the type of 

institution in which the nurse was employed and some 
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general information about the participant. Questions 

included the type of institution in which the nurse was 

employed, the monthly census, the current position of the 

nurse, hours worked per week by the nurse, the education 

of the nurse, and whether or not the nurse was ever taught 

to write nursing diagnoses. The information generated 

was used to describe the sample. 

Response ComEonent Questionnaire 

Because of the lack of published nursing diagnoses 

in emergency nursing which reflect independent role, a 

list of 24 commonly seen response components was developed 

by the researcher. The list was comprised of responses 

from the NANDA approved list and frequently observed 

patient responses to emergency treatment seen by the 

researcher over her 15 years of emergency nursing practice 

(see Appendix A). 

Subjects were asked to read each response and to 

decide whether or not they have observed patients who had 

exhibited the response. If they had not, they were asked 

to place a check mark in the zero column. If they had, 

they were asked to estimate what percentage (of the total 

number of patients they had seen) had had the response. 

They were then asked to place a check mark in the 



appropriate percentage column that best described the 

frequency of their observations. Percentages were broken 

down into four ranges: 1-25%, 26-50%, 51-75%, and 

76-100%. 

Etiolosy Component Survey 

Because of the lack of published nursing diagnoses 
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in emergency nursing, a list of 25 commonly seen nursing 

diagnoses (combining the 24 response components with 

commonly observed etiology components) were generated by 

the researcher. The response component, potential for loss 

of consciousness, was paired with two separate etiology 

components to make two different diagnoses. Each diagnosis 

was presented as an example of a response and etiology 

component which can be treated within the independent 

role of emergency nurses (see Appendix B). 

The subjects were asked to read each nursing 

diagnosis and asked in what proportion of patients the 

listed etiology is the cause of the response. Possible 

proportions were: zero, 1-25%, 26-50%, 51-75%, and 

76-100%. After completing the 25 items, they were asked 

to return to the first item and to decide whether they had 

seen patients with the response component, but with a 

different etiology component. If they had not, they were 
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asked to -proceed down the list. If they had, they were asked 

to write the additional etiology component(s) in the space 

provided below each item. 

Etiology Evaluation Questionnaire 

The study's subjects were asked to generate additional 

etiologies for the response components. In order to 

ascertain whether or not the potential etiologies actually 

reflected the independent role of nursing, a panel of 

experts was asked to evaluate them. The Etiology Evaluation 

Questionnaire (see Appendix C), developed by the researcher, 

contained a list of those responses and etiologies (diagnoses) 

thought to reflect independent role and was mailed to the 

panel of experts on nursing diagnosis and the Ziegler et al. 

(1986) model. The panel of experts consisted of four nurses 

who had published or lectured in the field of nursing 

diagnosis using the Ziegler et al. (1986) Nursing Process 

Model. The experts were asked to place each diagnosis under 

the independent or interdependent role of the nurse. Agree

ment of three of the four experts constituted acceptance of 

a diagnosis as representing the independent role. 

Validity 

Validity refers to whether or not an instrument 

measures what it is suppose to measure. Content validity 
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refers to whether or not an instrument adequately samples 

a content domain. Waltz et al. (1984) stated that content 

validity can be assessed by content specialists, whose 

role is to interpret the instrument in terms of how well 

it satisfies the specifications of the domain or objective. 

The list of 25 commonly seen nursing diagnoses in 

emergency department patients which comprised the examples 

in the Etiology Component Survey (see Appendix B) was 

assessed for content validity in the second pilot study. 

There was at least 75% agreement that the diagnoses met 

the criteria for nursing diagnoses of Ziegler et al. (1986) 

in all but one criterion of one diagnosis. The researchers 

felt that the etiology in diagnosis 16 was not concrete 

enough to generate nursing actions. Minor changes in the 

etiology component were made, incorporating the suggestions 

of the experts, to make the etiology more concrete. Thus, 

a degree of content validity has been established for the 

list of diagnoses prior to data collection. 

Reliability 

Reliability refers to "the consistency with which an 

instrument assesses the content domain ... the extent 

to which measurements are free from measurement error and 

the degree to which observed scores reflect true scores" 
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(Waltz, Strickland, & Lenz, 1984, p. 187). Reliability is 

a prerequisite for validity. 

Reliability of the questionnaires is unknown; however, 

some degree of reliability can be ascertained for the 

Etiology Evaluation Questionnaire through the use of 

interrater agreement procedures. Waltz et al. (1984) 

stated that "the focus of interrater agreement in the 

criterion-referenced case is on the consistency of 

classification of two (or more) different raters who 

classify a specified group of objects or persons using 

the same measurement tool on the same measurement occasion" 

(p. 193). Interrater agreement was assessed utilizing 

Cohen's K. 

Cohen's K is a statistical test which measures the 

proportion of objects consistently classified in the same 

category, by two or more raters, beyond that expected by 

chance. The formula for Cohen's K is: 

Po-Pc 
K= ------

1-Pc 

where: 

Po= observed agreements and 

Pc= chance agreements (Waltz et al., 1984, p. 190). 

Cohen's K has a range of -1.00 to +l.00 with scores 

approaching +l.00 representing a high degree of interrater 



agreement. The Cohen's K for the Etiology Evaluation 

Questionnaire was +.70 indicating relatively high inter

rater agreement. 

Data Collection 
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The United States was divided into six geographical 

areas: northeast, southeast, north central, south central, 

northwest, and southwest. Vertical lines were drawn 

using the time zone lines. If greater than 50% of a state 

lay within a specific time zone, it was considered to be 

part of that zone. East consisted of the eastern and 

atlantic time zones. Central consisted of the central 

time zone. West consisted of the mountain and pacific time 

zones. The dividing line between north and south was 

the 40th parallel, the line which most closely reflected 

the Mason-Dixon line that separated the north and south 

in the Civil War. 

A list of local Emergency Nurses' Association chapters 

was divided into the six geographical areas. Twenty-five 

percent of the chapters were surveyed from each 

geographical area. Ten questionnaires were mailed to each 

selected chapter. 

The subjects for the study were those nurses who 

attended the first meeting of the selected chapter after 
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receipt of the instruments and who agreed to participate in 

the study. The presidents of the selected chapters were 

contacted by phone and asked to assist with the study 

(see Appendix D). If they agreed, ten questionnaires were 

mailed to them for distribution at the next chapter 

meeting. Chapter members were asked by the chapter 

president to participate in the study at the beginning of 

the meeting and to return the questionnaire to the research

er in the enclosed addressed-stamped envelope within one 

week. The chapter presidents were asked to return any 

unanswered questionnaires to the researcher within one 

week, if there were not 10 members willing to participate 

present at the meeting. 

If the chapter president of a selected chapter could 

not be contacted or refused to assist with the study, the 

next chapter president on the list was contacted by phone 

and assistance was requested. An attempt was made to 

include one chapter from every state in the geographical 

area. Twenty-five percent of the 230 chapters of the 

Emergency Nurses' Association were sampled (59 chapters). 

Ten questionnaires were mailed to each chapter (590 

questionnaires). Return of at least 200 questionnaires 

was anticipated which would equal a 34% response rate. 



The 25 nursing diagnoses utilized in this study were 

submitted to a panel of experts in the Nursing Process 

Model of Ziegler et al. (1986) in the first pilot study. 
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In the second pilot study a revised list of 25 nursing 

diagnoses commonly seen in emergency patients was submitted 

to a panel of experts in nursing diagnosis. In the third 

pilot study the complete questionnaire was given to a 

group of practicing emergency nurses in order to test the 

instrument before it was mailed to a large number of 

subjects. The results of the pilot studies are 

discussed below. 

Pilot Study One 

Problem of Study 

The problem of the study was to evaluate the struc

ture, form, and acceptability of 25 nursing diagnoses 

commonly seen in emergency department patients. 

Procedure for Data Collection and Treatment 

Four experts in the construction of nursing diagnoses 

utilizing the Ziegler et al. (1986) criteria were mailed 

a list of 25 diagnoses, a list of the criteria for 

diagnosing, directions for evaluation, and an answer 

sheet (see Appendix I). After the evaluation was completed 

the answer sheets were returned to the researcher by mail. 
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Summary of Findings 

Responses were returned by three of the four expert 

panel members. The answers were collated and the following 

information was obtained. All of the diagnoses met some 

of the criteria. None of the diagnoses met all of the 

criteria. The panel of experts suggested some rewording 

to make them more acceptable. A revised list of diagnoses, 

which was submitted to a new panel of experts in the second 

pilot study, was drafted utilizing the suggestions of the 

respondents (see Appendix J). 

Pilot Study Two 

Problem of Study 

The problem of the study was to evaluate the content 

validity of 25 nursing diagnoses commonly seen in emergency 

department nursing. 

Procedure for Data Collection and Treatment 

Fifteen experts who had published and/or lectured 

about the concept of nursing diagnosis were mailed the list 

of 25 diagnoses, a list of the criteria for diagnosing, 

directions for evaluation, and an answer sheet (see 

Appendix J). A letter of introduction and request to 

participate in the study were mailed to each expert also 

(see Appendix J). 
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Summary of Findings 

Responses were returned by four of the 15 experts on 

nursing diagnosis. Three additional experts returned 

letters explaining why they declined to participate. The 

eight other experts chose not to participate. The answers 

were collated and the following information was obtained. 

All but one criterion on one diagnosis met with at least 

75% agreement from the panel. r-:inor changes were made in 

the one diagnosis to conform to the suggestions of the 

two dissenting experts. Minor changes were also made in 

three other diagnoses to make them more understandable to 

the average staff nurse, as requested by two of the experts. 

A second revision to the list was drafted and was used as 

part of the Etiology Component Survey for distribution 

to the sample of emergency nurses chosen for the study 

(see Appendix K). 

Pilot Study Three 

Problem of Study 

The problem of the study was to test the complete 

questionnaire for readability and understandability by a 

group of practicing emergency nurses. 

Procedure for Data Collection and Treatment 

Ten practicing emergency nurses who work in a 
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metropolitan emergency department were given the question

naire to complete (see Appendix H). They were asked to 

complete and return the questionnaire within one week with 

any suggestions they might have for improvement. 

Summary of Findings 

Six of the ten questionnaires were returned. A few 

suggestions for minor alterations were made. Recent 

graduates had little difficulty grasping the content of 

the questionnaires. Those nurses who had been to school 

prior to the advent of nursing process had difficulty 

understanding the content of the questionnaire because of 

limited exposure to the concept of nursing diagnosis. 

Minor changes in the arrangement of the demographic data 

sheet were made as a result of this pilot study. 

Treatment of Data 

Research Question One 

The first research question asked the frequency of 

occurrence, as estimated by emergency nurses, of the 

investigator generated (actual or potential) unhealthful 

responses of emergency patients that are secondary to 

illness/injury. The results were tabulated and the 

descriptive statistics are presented in table form. The 

number and percentage of subjects choosing each of the 



four response categories are presented in table form. 

Research Question Two 

The second research question asked the frequency of 

occurrence, as estimated by emergency nurses, of the 

selected investigator generated nursing diagnoses 

(selected investigator generated responses plus selected 

investigation generated etiologies) which reflect the 

independent role in emergency patients secondary to 

illness/injury. The Etiology Component Survey was given 
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to the members of 59 chapters of the Emergency Nurses' 

Association. The frequency of occurrence of the nursing 

diagnoses was assessed and the results are presented in 

table form. The number and percentage of subjects choosing 

each of the nursing diagnoses are presented in table form. 

Research Question Three 

The third research question asked what additional 

etiologies were associated with the selected investigator 

generated (potential or actual) unhealthful responses in 

emergency patients secondary to injury/illness as 

identified by emergency nurses. A list of the additional 

etiologies was formulated. Because of the magnitude of 

the list the etiologies were sorted into six categories: 

etiologies which contain attributes which are not 



changeable; etiologies which contain events which are not 

changeable; etiologies which contain medical diagnoses 
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or which require a physician's order for treatment; 

etiologies which refer to the ED staff and not the patient; 

etiologies which are unclear, ambiguous, circular, or 

incomplete; and etiologies which when combined with the 

response component form additional nursing diagnoses 

representing the independent role (see Appendix L). 

Research Question Four 

The fourth research question asked to what extent 

the additional nursing etiologies (for the selected 

investigator generated responses) identified by the 

emergency nurses were associated with the independent or 

interdependent nursing role. The potential additional 

nursing diagnoses representing the independent role were 

mailed to a panel of experts on the Ziegler et al. (1986) 

model and in nursing diagnosis as part of the Etiology 

Evaluation Questionnaire (see Appendix C). The nursing 

diagnoses which were felt to reflect the independent role 

by at least three of the four researchers are contained 

in Appendix L. 



CHAPTER IV 

A..~ALYSIS OF DATA 

In this chapter the sample which provided the data 

for the study is described in detail. The findings are 

summarized for each of the research questions. Tables are 

used to assist with the presentation of the findings. A 

summary of the findings is included, 

Description of Sample 

The population for the study consisted of practicing 

emergency nurses. Nurses were accessed through local 

chapter meetings of the Emergency Nurses' Association. A 

list of local chapters was obtained from the national 

office. The chapters were divided into six geographical 

areas, and 25% of the chapters were selected for inclusion 

in the study. A cluster random sampling method was used 

to obtain the chapters. 

Because a national survey was conducted, participants 

came from all parts of the United States. An attempt was 

made to survey at least one local chapter of the 50 states 

and the District of Columbia which have Emergency Nurses' 

Association chapters. Nine chapters were inactive. One 
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chapter was not meeting until after the close of data 

collection. Sixty-six chapter presidents chose not to 

participate. However, chapter presidents from 59 chapters 

and 38 states agreed to participate in the survey. 

Once a chapter president agreed to participate, 10 

questionnaires were mailed to the president for distribu

tion at the next chapter meeting (n=590). The sample 

consisted of the 245 questionnaires that were returned. 

The questionnaire return rate ranged from 16% to 79% across 

the geographical areas. The overall questionnaire return 

rate was 42% {see Table 1). Information is not available 

concerning the total number of the 590 questionnaires 

actually passed out at local chapter meetings. 

The ages of the sample ranged from 20-59. Fifty-one 

percent of the sample were between the ages of 30 and 39 

(see Table 2). Employment positions ranged from staff nurse 

through clinical specialist (see Table 3). Sixty-three 

percent of the subjects were staff nurses. Hours worked per 

week were divided into 20 hours or less or greater than 20 

hours per week. Ninety-six percent of the sample worked 

greater than 20 hours per week. The sample was closely 

divided between being employed by a public (45%) or a private 

(47%) institution. Census of emergency departments ranged 

from those seeing less than 500 patients per month to those 



Table 1 

Questionnaire Return Rate by Geographical Area and Number of 

Chaeters and States in Each Geograehical Area 

Area Percent of Percent Percent of Percent of 
Chapters of States Surveys Sent Surveys Returned 

Northeast 19 11 190 79 

Southeast 10 6 100 so 

North Central 8 6 80 35 

South Central 11 7 110 36 

Northwest 5 4 50 8 

Southwest 6 4 60 37 

Total 59 38 590 245 

Percent of 
Total Returned 

42% 

50'l; 

44i 

33 '1; 

16i 

62'.1; 

4 2 l; 

°' N 
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seeing greater than 2,000 patients per month (see Table 4). 

However, 57% of the sample worked in emergency departments 

which saw greater than 2,000 patients per month. 

Table 2 

Age Ranges and Percentage and Number of Sample in 

Each Range 

Age Range 

20-29 

30-39 

40-49 

50-59 

Table 3 

% and# of Subjects 

16% (39) 

51% (126) 

23% (57) 

10% (23) 

Current Employment Positions and Percentage and Number 

of Sample in Each Position 

Current Employment Position 

Staff nurse 
Assistant head nurse 
Head nurse 
Supervisor 
Clinical specialist 
Other 

% and# of Subjects 

63% (154) 
5% (12) 

12% (29) 
8% (20) 
3% (7) 
9% ( 23) 



Table 4 

Monthly Emergency Department Census and Percentage and 

Number of Sample Employed There 
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Monthly Census % and# of Subjects 

Less than 500 

501-1000 

1001-1500 

1501-2000 

Greater than 2000 

3 % ( 8) 

6% (13) 

13% (31) 

20% (48) 

58% (145) 

The basic nursing educational preparation of the 

nurses was varied. Forty-four percent of the sample were 

from diploma programs; 29% from associate degree programs; 

and 27% from bachelors programs. Fifty-one percent of 

the sample stated that the highest level of education they 

had achieved was an associate degree or a diploma in 

nursing; 39% had obtained a bachelors degree (with 29% being 

in nursing); and 10% had achieved a masters degree (with 7% 

being in nursing). 

The level of knowledge and familiarity with nursing 

diagnosis were diverse. Sixty percent of the sample 

stated that they had been taught at some time during their 



nursing careers to write nursing diagnoses. However, 

40% stated that they had never been taught to write 

nursing diagnoses. Seventy-seven percent of those nurses 

who were taught to write nursing diagnoses were taught to 

write them in nursing schools (this percentage reflects 

only . 47% of the total sample). The remainder of the 

nurses learned about nursing diagnoses through inservice 

programs, continuing education programs, seminars, or 

other unspecified means. 

Findings 

The findings are reported for each of the research 

questions. Tables are utilized to present the data. 

Research Question One 

The first research question asked the frequency of 

occurrence, as estimated by emergency nurses, of the 

investigator generated (actual or potential) unhealthful 

responses of emergency patients that are secondary to 

illness/injury. The results were tabulated and the 

responses were rank-ordered according to the percent of 

subjects that observed the response in greater than 50% 

of their patients. 

The ranking of response components was done by 

combining the 51-75% and the 76-100% columns of the 
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questionnaire. There were no patient response components 

seen greater than 50% of the time by greater than 50% of 

the sample. The potential for infection response component 

was the only response seen greater than 50% of time by 

over 40% of the subjects. The response components, 

increased pain and potential for noncompliance with after

care instructions, were seen by over 30% of the subjects. 

Four responses (potential for complications, potential 

noncompliance with medical regimen, potential for incorrect 

medication useage, and inability to follow directions) 

were observed by over 20% of the subjects. The remaining 

response components were seen by less than 20% of the 

sample. Table 5 contains a rank ordering of the response 

components according to the percentage of the sample that 

observed them greater than 50% of the time. 

Table 5 

Rank Ordering of Response Components According to the 

Percentage of Subjects that Observed the Responses 

Greater than 50% of the Time 

Response 

1. Potential for infection 

2. Increased pain 

% of Sample Observing 

42 

35 
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Table 5 (continued) 

Response % of Sample Observing 

3. Potential for noncompliance 
with aftercare instructions 32 

4. Potential for complications 27 

5. Potential noncompliance with 
medical regimen 24 

6. Potential for incorrect 
medication usage 24 

7. Inability to follow instructions 21 

8. Severe anxiety 18 

9. Inability to problem solve 11 

10. Ineffective intrafamily support 10 

11. Unrealistic fear for impending 
treatment 9 

12. Denial 9 

13. Child's failure to cooperate 
with treatment 8 

14. Potential for self-care deficit 8 

15. Potential for violence 7 

16. Fear of inadequate treatment 7 

17. Potential for loss of consciousness 7 

18. Impaired verbal communication 7 

19. Potential for rape-trauma syndrome 6 

20. Potential for disturbance in 
self-concept 6 



Table 5 (continued) 

Response 

21. Uncontrolled anger 

22. Uncontrolled crying 

23. Potential for injury 
child 

24. Child abuse 

to a 

% of Sample Observing 

5 

4 

4 

2 

The six most frequently seen response components from 

Table 5 were then classified with the six most frequently 

seen components in the followi~g categories: 76-100%, 

51-75%, 26-50%, and 1-25% and 0%. The results showed that 

four of the response components (potential for infection, 

potential for noncompliance with verbal aftercare 

instructions, increased pain, and potential for noncompli

ance with medical regimen) were present within the six 

most frequently seen responses across the first four 

categories. Thus, they were the most frequently seen 

response components. 

Three response components appeared most frequently in 

both the 1-25% and 0% categories: child abuse, potential 

for rape trauma syndrome, and potential for injury to a 
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child. Thus, they were the least frequently seen response 

components. The results are presented in Table 6. 

Table 6 presents the six most frequently seen response 

components in each category of the questionnaire. These 

responses are compared with the six most frequently seen 

response components from Table 5, represented by the 50%+ 

category. 

Table 6 

Rank Order of Response Components According to the 

Percentage of Subjects That Observed the Response in 

Each of the Frequency Categories 

Observed Frequency Category 

Response 100-76% 75-51% 50%+ 50-26% 25-1% 

Potential for 
infection 1.5 1 1 4 

Increased pain 5 2 2 5 

Potential for 
noncompliance 
with aftercare 
instructions 3 3 3 2 

Potential for 
complications 1.5 4 1 

Potential non-
compliance with 
medical regimen 4 6 5 3 

0% 



Table 6 (continued} 

Response 

Potential for 
incorrect 
medication usage 

Inability to 
follow directions 

Potential for 
self-care 
deficit 

Child abuse 

Potential for 
rape-trauma 
syndrome 

Uncontrolled 
crying 

Potential for 
injury to a 
child 

Uncontrolled 
anger 

Potential for 
violence 

Child's failure 
to cooperate 
with treatment 

Fear of 
inadequate 
treatment 
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Observed Frequency Category 

100-76% 75-51% 50%+ 50-26% 25-1% 0% 

6 4 6 

5 

6 

1 4 

2 1 

3 

4 2 

5 

6 

3 

5.5 
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Table 6 (continued) 

Observed Frequency Category 

Response 100-76% 75-51% 50%+ 50-26% 25-1% 0% 

Potential 
disturbance 
in self
concept 

Research Question Two 

The second research question asked the frequency of 

occurrence, as estimated by emergency nurses, of the 

selected investigator generated nursing diagnoses 

(selected investigator generated responses plus selected 

5.5 

investigation generated etiologies) which reflect the 

independent role in emergency patients secondary to 

illness/injury. The frequency of occurrence of the nursing 

diagnoses was tabulated. The nursing diagnoses were rank 

ordered according to the percentage of subjects that 

observed the nursing diagnoses in greater than 50% of the 

patients. Table 7 contains the results. 

The ranking of the nursing diagnoses was done combining 

the 51-75% and the 76-100% categories of the questionnaire. 

One diagnosis, potential for incorrect medication usage 
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related to inadequate knowledge regarding prescribed 

medication protocols, was seen in greater than 50% of 

patients by 16% of the subjects. Two diagnoses (potential 

for infection related to inadequate knowledge of post 

treatment wound care and potential for noncompliance with 

verbal aftercare instructions related to anxiety induced 

narrowing of perceptions) were seen by 13% of the subjects. 

Eleven percent of the subjects stated that they observed 

the diagnoses, potential for complications related to lack 

of knowledge about aftercare treatments for injury/illness 

and ineffective intrafamily support related to family's 

inadquate knowledge of how to communicate concern in 

injury/illness situation, in greater than 50% of their 

patients. Table 7 contains a rank ordering of the nursing 

diagnoses according to the percentage of the sample that 

observed them greater than 50% of the time. 



Table 7 

Rank Ordering of Nursing Diagnoses According to the 

Percentage of Subjects That Observed the Diagnoses in 

Greater Than 50% of the Patients 

Nursing Diagnosis 

1. Potential for incorrect 
medication usage related 
to inadequate' knowledge 
regarding prescribed 

% of Sample Observing 

the Diagnosis in 

50%.+ of Patients 

medication protocols. 16 

2. Potential for infection 
related to inadequate 
knowledge of post treatment 
wound care. 13 

3. Potential for noncompliance 
with verbal aftercare 
instructions related to 
anxiety induced narrowing 
of perceptions. 13 

4. Potential for complications 
related to lack of knowledge 
about aftercare treatments for 
injury/illness 11 

5. Ineffective intrafamily support 
related to family's inadequate 
knowledge of how to communicate 
concern in injury/illness situation. 11 
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Table 7 (continued) 

Nursing Diagnosis 

6. Potential for self-care 
deficit related to impaired 
mobility resulting from 
injury/illness. 

7. Potential noncompliance with 
medical regimen related to 
uncertainty of where to obtain 
needed information. 

8. Severe anxiety related to 
inability to cope with 
impending treatment without 
additional information. 

9. Inability to follow directions 
related to anxiety induced 
narrowing of perceptions. 

10. Child's failure to cooperate 
with treatment related to 
parents' inability to provide 
emotional support. 

11. Potential disturbance in 
self-concept related to 
inability to cope with changes 
in lifestyle required by 
injury/illness. 

12. Increased pain related to 
lack of knowledge of pain 
reducing positioning techniques. 

74 

% of Sample Observing 

the Diagnosis in 

50%+ of Patients 

10 

10 

10 

9 

9 

9 

9 



Table 7 (continued) 

Nursing Diagnosis 

13. Inability to problem solve 
related to anxiety induced 
narrowing of perceptions. 

14. Potential for rape-trauma 
syndrome related to failure 
to resolve the crisis of rape. 

15. Unrealistic fear of impending 
treatment related to inadequate 
resolution of previous emergency 
department experience. 

16. Child abuse related to 
inappropriate parental coping 
strategies. 

17. Potential for injury to a child 
related to parents' inadequate 
knowledge of appropriate safety 
precautionary measures. 

% of Sample Observing 

the Diagnosis in 

50%+ of Patients 

8 

7 

7 

7 

5 

18. Potential for violence related to 
perceptions of powerlessness in 
emergency situation. 5 

19. Uncontrolled anger related to 
perceived powerlessness over 
the treatment situation. 

20. Impaired verbal communication 
related to anxiety induced 
disorganization of thought 
processes. 

5 

4 

75 



Table 7 (continued) 

Nursing Diagnosis 

21. Fear of inadequate treatment 
related to uncertainty regarding 
competencies of emergency 
department staff. 

22. Denial related to perceived 
powerlessness over the 
treatment situation. 

23. Uncontrolled crying related 
to perceived powerlessness 
over the treatment situation. 

24. Potential for loss of conscious
ness related to anxiety induced 
hypotension (vasovagal). 

25. Potential for loss of conscious
ness related to anxiety induced 
hyperventilation. 

76 

% of Sample Observing 

the Diagnosis in 

50%+ of Patients 

4 

4 

3 

2 

1 

The top six nursing diagnoses from Table 4 were then 

compared and contrasted with the top nursing diagnoses in 

the following categories: 76-100%, 51-75%, 26-50%, 1-25%, 

and 0%. The results are displayed in Table 8. 

Four of the diagnoses appeared within the top six 

diagnoses in the 50%+, 76-100%, 51-75%, and 26-50% 
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categories. They were: potential for incorrect medication 

usage related to inadequate knowledge regarding prescribed 

medication protocols, potential for infection related to 

inadequate knowledge of post treatment wound care, 

potential for noncompliance with verbal aftercare instruc

tions related to anxiety induced narrowing of perceptions, 

and potential for complications related to lack of know

ledge about aftercare treatments for injury/illness. 

Four diagnoses also appeared in the top six diagnoses 

of the 1-25% and 0% categories which made them the least 

frequently seen diagnoses. The diagnoses were: potential 

for rape-trauma syndrome related to failure to resolve the 

crisis of rape, potential for loss of consciousness related 

to anxiety induced hypotension (vasovagal), potential for 

loss of consciousness related to anxiety induced 

hyperventilation, and uncontrolled crying related to 

perceived powerlessness over the treatment situation. 

One diagnosis, potential for rape-trauma syndrome related 

to failure to resolve the crisis of rape, was never seen 

by 54% of the subjects. 

The percentage of subjects who observed any diagnosis 

greater than 75% of the time was extremely small. The 

most frequently seen diagnosis, potential for noncompliance 

with verbal aftercare instructions related to anxiety 
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induced narrowing of perceptions, was seen 76-100% of the 

time by only 4% of the sample. The other diagnoses ranged 

from 0% to 3%. 

Table 8 presents the six most frequently seen nursing 

diagnoses in each category of the questionnaire. These 

diagnoses are compared with the six most frequently seen 

nursing diagnoses from Table 7, represented by the 50%+ 

category. 

Table 8 

Rank Ordering of Nursing Diagnoses According to the 

Percentage of Subjects That Observed the Response in 

Each of the Observation Frequency Categories 

Observed Freguency Cate9:or:r: 

Nursing Diagnosis 100-76% 75-51% 50%+ 50-26% 25-1% 0% 

Potential for in-
correct medication 
usage related to 
knowledge regarding 
perscribed medica-
tion protocols. 2 1 1 3 

Potential for in-
fection related to 
inadequate knowledge 
of post treatment 
wound care. 3.25 2 2 6.5 
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Table 8 (continued) 

Observed Frequency Category 

Nursing Diagnosis 100-76% 75-51% 50%+ 50-26% 25-1% 0% 

Potential for non
compliance with 
verbal aftercare 
instructions related 
to anxiety induced 
narrowing of per-
ceptions. 1 

Potential for 
complications related 
to lack of knowledge 
about aftercare 
treatments for 
injury/illness. 3.25 

Ineffective intra-
family support 
related to family's 
inadequate knowledge 
of how to communicate 
concern in injury/ 
illness situation. 

Potential for self-
care deficit related 
to impaired mobility 
resulting from 
injury/illness. 

Potential disturbance 
in self-concept 
related to inability 
to cope with changes 
in lifestyle required 
by injury/illness. 

6.5 3 2 

5 4 1 

3 5 5 

4 6 

4 
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Table 8 (continued) 

Observed Frequency Category 

Nursing Diagnosis 100-76% 75-51% 50%+ 50-26% 25-1% 0% 

Inability to follow 
directions related 
to anxiety induced 
narrowing of per
ceptions. 

Potential for rape
trauma syndrome 
related to failure 
to resolve the crisis 

3.25 

of rape. 3.25 

Potential noncompli-
ance with medical 
regimen related to 
uncertainty of where 
to obtain needed 
information. 

Potential for loss 
of consciousness 
related to anxiety 
induced hypotension 
(vasovagal). 

Potential for loss 
of consciousness 
related to anxiety 
induced hyperventila
tion. 

Uncontrolled crying 
related to perceived 
powerlessness over 
the treatment situation. 

6.5 

5.5 1 

6.5 5 

1 2 

2 3 

3 4 
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Table 8 (continuted) 

Nursing Diagnosis 

Observed Frequency Category 

100-76% 75-51% 50%+ 50-26% 25-1% 0% 

Fear of inadequate 
treatment related 
to uncertainty re
garding competencies 
of emergency depart
ment staff. 

Denial related to 
perceived power
lessness over the 
treatment situation. 

Increased pain related 
to lack of knowledge 
of pain reducing 
positioning techniques. 

Research Question Three 

4 

5.5 

6 

The third research question asked what additional 

etiologies were associated with the selected investigator 

generated (potential or actual) unhealthful responses in 

emergency patients secondary to injury/illness as identified 

by emergency nurses. 

A list of 887 different etiologies was collated from 

the responses of the sample. Because of the magnitude of 

the list the etiologies were sorted into six 



investigator generated categories: etiologies which 

contain attributes which are not changeable; etiologies 

which contain events which are not changeable; etiologies 

which contain medical diagnoses or which require a 

physician's order for treatment; etiologies which refer 
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to the ED staff and not the patient; etiologies whLbh are 

unclear, ambiguous, circular, or incomplete; and etiologies 

which when combined with the response component form 

additional nursing diagnoses representing the independent 

role. 

The six categories were defined using the list of 

etiologies from the subjects and a list of the common 

errors in diagnosing from Ziegler et al. (1986). Ziegler 

et al. stated that the following problems resulted in 

errors in the etiology components: a statement which is 

not amenable to nursing's independent functions; a 

statement which fails to identify a changeable etiology; 

a statement which is vague or abstract; and a statement 

which includes multiple etiologies (pp. 92-94). Four of 

the six categories (etiologies which contain attributes 

which are not changeable; etiologies which contain events 

which are not changeable; etiologies which contain medical 

diagnoses or which require a physician's order for 

treatment; and etiologies which are unclear, ambiguous, 
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circular, or incomplete) represented the Ziegler et al. 

(1986) problems. The fifth category contained etiologies 

which refer to the staff and not the patient. The sixth 

category represented those etiologies which were possibly 

amenable to nursing's independent role. Table 9 describes 

the number and percent of the 887 subject generated 

etiology components obtained in each category. 

Table 9 

Classification of Subject Generated Etiologies - Frequency 

and Percentage 

Category 

Etiologies which when combined 
with response component form 
additional nursing diagnoses 
representing independent role. 

Etiologies which contain 
attributes which are not 
changeable. 

Etiologies which contain 
medical diagnoses or which 
require a physician's order 
for treatment. 

Etiologies which contain 
events which are not 
changeable. 

Etiologies 

Number Percent 

347 39% 

193 22% 

134 15% 

107 12% 



Table 9 (continued) 

Classification of Subject -Generated Etiologies - Frequency 

and Percentage 

Category 

Etiologies which are 
unclear, ambiguous, 
circular, or incomplete. 

Etiologies which refer 
to the ED staff and not 
the patient. 

Etiologies 

Number Percent 

86 10% 

20 2% 
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Twenty etiology components generated by the sample 

were classified in category of refers to staff, not to 

patient. This represented 2% of the subject generated 

etiologies. Examples of these etiologies included: 

potential for infection related to contact with staff 

dealing with a variety of unclean situations; uncontrolled 

anger related to emergency providers response; fear of 

inadequate treatment related to age of emergency department 

staff; increased pain related to manipulation by medical 

personnel; and potential for noncompliance with verbal 

aftercare instructions related to inadequate teaching 

techniques. 
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Unclear, ambiguous, circular, and incomplete 

etiologies accounted for 10% of the generated etiologies 

(n=86). Examples of these etiologies included: severe 

anxiety related to abnormal Q profile; potential for 

incorrect medication usage related to traveling through 

town; and child abuse related to neighbor or grandparents. 

In the category of events which are not changeable, 

107 etiologies were .classified which represented 12% of 

the generated etiologies. Examples of these etiologies 

included: severe anxiety related to stat surgery; potential 

for loss of consciousness related to trauma; uncontrolled 

crying related to death of a relative; increased pain 

related to injury itself; and potential for violence 

related to criminal activity. 

Fifteen percent of the etiologies generated by the 

sample (n=l34) were classified in the category of medical 

diagnoses or physician's order required for treatment. 

Examples of these etiologies included: severe anxiety 

related to agoraphobia; potentia~ for infection related 

to diabetes; inability to follow directions related to 

head injury; denial related to myocardial infarction; and 

increased pain related to fracture. 

A total of 193 etiologies were classified in the 

category of attributes which are not changeable. This 
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represented 22% of the etiologies formulated by the sample. 

Examples of these etiologies include: severe anxiety 

related to psychiatric history; potential for infection 

related to debilitated state; potential for incorrect 

medication usage related to inability to read; inability 

to follow directions related to low intelligence level; 

and potential for self-care deficit related to age. 

The remainder of the etiologies generated by the 

sample, 347 etiologies (39%), when paired with the response 

components, were believed to possibly represent the 

independent role. A list was compiled of the diagnoses 

and they were submitted to a panel of experts for further 

classification. 

Research Question Four 

The fourth research question asked to what extent the 

additional nursing etiologies (for the selected investiga

tor generated responses) identified by the emergency nurses 

were associated with the independent or interdependent 

nursing role. A total of 347 potential additional nursing 

diagnoses representing the independent role were mailed to 

a panel of four experts on the Ziegler et al. (1986) model 

and in nursing diagnosis. Acceptance of a diagnosis by 

three of the four panel members constituted acceptance 



of the diagnosis as one representing the independent role 

of nursing. 

From the list of 347 potential diagnoses, 311 were 

believed to reflect the independent role by three of the 

four members of the panel of experts. Interrater reli

ability was assessed using Cohens K. The resulting +.70 

indicated a relatively high interrater agreement. In 203 

of the potential diagnoses all four members of the panel 

of experts believed the potential diagnosis reflected 

independent role activities. The 311 nursing diagnoses 

which were believed to reflect the independent role by at 

least three of the four researchers are contained in 

Appendix L. 

Summary of Findings 

A summary of the findings from this national survey 

of emergency nurses follows: 

1. Forty percent of the sample stated they had never 

been taught to write nursing diagnoses. 

2. Forty-seven percent of the total sample stated 

they were taught to write nursing diagnoses in their basic 

nursing programs. This represented 77% of the subjects 

who stated that they had been taught to write nursing 

diagnoses. 
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3. None of the response components were observed in 

greater than 50% of patients by greater than 50% of the 

subjects (Research question 1). 
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4. None of the investigator generated nursing 

diagnoses reflecting independent role were seen in greater 

than 50% of patients by greater than 20% of the subjects 

(Research question 2). 

5. The etiologies generated under the Additional 

Etiologies section of the questionnaire were quite numerous. 

A total of 887 different etiologies was compiled (Research 

question 3). 

6. Many new etiology components for each response 

component were generated by the sample and, when critiqued 

by a panel of experts, 311 (35% of the total) were found 

to represent nursing diagnoses reflecting the independent 

role (Research question 4). 

7. There was a tendency for the subjects to generate 

etiologies which did not meet the criteria (65% of the 

total). 

8. Responses were recognized as occurring in patients 

by more subjects than were complete diagnoses. 

9. Four of the six response components most frequently 

seen in greater than 50% of patients were part of the six 



nursing diagnoses most frequently seen in greater than 

50% of patients by the subjects. 

10. The least frequently seen response component 

(rape-trauma syndrome) was part of the nursing diagnosis 

least frequently seen in patients by the subjects. 
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11. One of the six response components most frequently 

seen in greater than 50% of the patients by the sample 

was included in one of the six nursing diagnoses least 

frequently seen in patients by the sample (potential 

noncompliance with medical regimen related to uncertainty 

of where to obtain needed information). 



CHAPTER V 

SUMMARY OF THE STUDY 

In this chapter a summary of the study is presented. 

Findings are discussed and conclusions and implications 

are drawn. A few recommendations for further studies are 

suggested. 

Summary 

The problem of the study was the validation, by 

emergency nurses, of investigator generated nursing 

diagnoses occurring secondary to illness/injury in emer

gency patients. Four researeh questions were investigated 

during the study. They were: 

. · 1. What is the frequency of occurrence, as estimated 

by emergency nurses, of the investigator generated (actual 

or potential) unhealthful responses of ill or injured 

emergency patients? 

2. What is the frequency of occurrence, as estimated 

by emergency nurses, of the selected investigator 

generated nursing diagnoses (selected investigator 

generated responses plus selected investigator generated 
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etiologies) which reflect the independent nursing role in 

ill or injured emergency patients? 

91 

3. What additional etiologies are associated with 

the selected investigator generated (potential or actual) 

unhealthful responses in ill or injured emergency patients 

as identified by emergency nurses? 

4. To what extent are additional nursing etiologies 

(for the selected investigator generated responses) 

identified by the emergency nurses associated with the 

independent or interdependent nursing role? 

The study used a quantitative research method, the 

descriptive design. The setting for the research was 

chapter meetings of the Emergency Nurses' Association 

throughout the United States. The population of the study 

consisted of emergency nurses who were members of the 

local, state, and national Emergency Nurses' Association 

chapters. The individual subjects from the chapters were 

selected by means of a convenience technique; however, 

cluster sampling was used to select chapters from which 

the volunteer subjects came. Individual participants 

were guaranteed anonymity, and participating chapters were 

guaranteed confidentiality. 

The United States was divided into six geographical 

areas: northeast, southeast, north central, south central, 
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northwest, and southwest. A list of local Emergency Nurses• 

Association chapters was divided into the six geographical 

areas. Twenty-five percent of the chapters were surveyed 

from each geographical area (59 total chapters). Ten 

questionnaires were mailed to each selected chapter (590 

questionnaires). A total of 245 questionnaires were 

returned (42%). 

Four instruments were utilized to collect the data 

needed to answer the research questions: the Demographic 

Data Sheet (see Appendix G), the Response Component 

Questionnaire (see Appendix A), the Etiology Component 

Survey (see Appendix B), and the Etiology Evaluation 

Questionnaire (see Appendix C). The first three instru

ments were completed by the study's sample. The last 

instrument was completed by a panel of experts in nursing 

diagnosis. 

A degree of content validity had been established for 

the list of diagnoses prior to data collection through 

pilot studies. However, the reliability of the question

naire is unknown. Some degree of reliability was 

ascertained for the Etiology Evaluation Questionnaire 

through the use of interrater agreement procedures. 

A summary of the findings from this national survey 

of emergency nurses follows: 



1. Forty percent of the sample stated they had never 

been taught to write nursing diagnoses. 

2. Forty-seven percent of the sample stated they 
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were taught to write nursing diagnoses in their basic 

nursing programs. This represented 77% of the subjects who 

stated they had been taught to write nursing diagnoses. 

3. None of the response components were observed in 

greater than 50% of patients by greater than 50% of the 

subjects. 

4. None of the investigator generated nursing diagnoses 

reflecting independent role were seen in greater than 50% 

of patients by greater than 20% of the subjects. 

5. The etiologies generated under the Additional 

Etiologies section were quite numerous. A total of 887 

different etiologies was compiled. 

6. Many new etiology components for each response 

component were generated by the sample and, when critiqued 

by a panel of experts, 311 (35% of the total) were found 

to represent nursing diagnoses reflecting the independent 

role. 

7. There was a tendency for the subjects to generate 

etiologies which did not meet the criteria (65% of the 

total). 
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8. Responses were recognized as occurring in patients 

by more subjects than were actual diagnoses. 

9. Four of the six response components seen most 

frequently in greater than 50% of patients were part of 

the six nursing diagnoses seen most frequently in greater 

than 50% of patients by the subjects. 

10. The least frequently seen response component was 

part of the nursing diagnosis least frequently seen in 

patients by the subjects. 

11. One of the six response components seen most 

frequently in greater than 50% of the patients by the 

subjects was included in one of the six nursing diagnoses 

least frequently seen in patients by the sample (potential 

noncompliance with medical regimen related to uncertainty 

of where to obtain needed information). 

Discussion of Findings 

The findings of this study reflect some of the current 

problems existing in implementation of nursing diagnosis 

within a practice setting. Until the concept is adequately 

defined by the experts, implementation will be sporadic 

and confusing, if not impossible. 

Forty percent of the subjects in the study stated they 

had never been taught to write nursing diagnosis. Only 
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47% of the subjects reported that they were taught to write . 

them within their basic education programs. The majority 

of the sample received their education in associate degree 

or diploma programs. 

Gaines and McFarland (1984) surveyed 74 baccalaureate 

schools of nursing and found that the use of nursing 

diagnosis was present in 70 of the schools. Deback (1981) 

surveyed 20 baccalaureate nursing programs and found that 

senior nursing students could not competently formulate 

nursing diagnoses. Thus, although the concept is being 

presented within most baccalaureate programs, it is not 

being understood by the students. Perhaps this is because 

the concept is poorly understood by the faculties of 

baccalaureate schools of nursing as suggested by Deback 

(1981). 

Seventy-three percent of the subjects for the study 

attended associate degree or diploma schools of nursing; 

27%, baccalaureate schools. Only 60% of the subjects 

stated they had been taught to write nursing diagnoses. 

These findings may account for the large number of subject 

generated etiologies which failed to meet the criteria 

for independent role. 

The 40% of the subjects who related that they were 

never taught to formulate nursing diagnoses could have been 
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exposed to the concept through inservice programs, seminars, 

or continuing education programs. However, only 50% of 

the sample who were taught to write nursing diagnoses 

received that education through .inservices, seminars, or 

continuing education programs. For nurses who have little 

knowledge of nursing process or nursing diagnosis, perhaps 

opportunities to obtain that knowledge have not been 

presented as frequently as necessary. Increased emphasis 

on inservice and continuing education programs within the 

practice setting might prove beneficial. 

Although the intent of this study was to identify 

nursing diagnoses commonly observed in emergency patients, 

none of the response components presented to the subjects 

were observed in greater than 50% of patients by greater 

than 50% of the sample. Many of the response components 

came from the NANDA approved list of responses frequently 

observed in patients within all areas of nursing. However, 

none of the responses tested in this investigation are 

being seen frequently in emergency nursing according to 

the findings of this study. 

Although the subjects stated that the responses were 

not frequently seen, 887 different etiologies were generated 

by the subjects for the 24 responses. Additional etiologies 

of this magnitude are incongruous with the findings from 



the Response Component Questionnaire which showed that the 

response components were infrequently seen in emergency 

patients. However, the large number of subject generated 

etiologies may suggest interest within emergency nursing 

in the development of nursing diagnoses specific to this 

area. 

Another possible explanation for the numerous subject 

generated etiologies might be the instrumentation used in 

the study. The instruments were designed to assist the 

subjects to understand the concept of nursing diagnosis 
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so that they would be able to generate additional etiologies. 

The 25 listed diagnoses served as examples for the subjects 

in addition to being part of the data collection. This 

strategy appears to have worked well for the generation of 

additional etiologies by the subjects. 

None of the investigator generated nursing diagnoses 

reflecting independent role were seen in greater than 50% 

of patients by greater than 20% of the subjects. This 

finding suggests that none of the diagnoses defined commonly 

seen problems with emergency patients. Perhaps the field 

of emergency nursing encompasses such a broad range of 

responses that there are no common nursing diagnoses among 

emergency patients. This finding may account for the 

numerous subject generated additional etiologies. 
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A total of 887 different etiologies were generated by 

the subjects. Of these, 311 were found to reflect 

independent role by a panel of experts. This finding seems 

to suggest that each respons~ component is being seen 

within emergency patients, but not at the hypothesized 

frequency of occurrence. 

There was a tendency for subjects to generate 

etiologies which did·not meet the criteria. This may have 

been caused by a poor understanding of the concept of 

nursing diagnosis, by confusion in the literature over 

defining the concept, or by infrequent exposure to the 

concept. Many of the diagnoses reflected errors common to 

those who are novices at nursing diagnosis. Many diagnoses 

reflected interdependent role functions. Some experts in 

nursing diagnoses believe that interdependent role 

functions should be represented in nursing diagnoses 

(Hubalik & Kim, 1984; Guzzetta & Dossey, 1983). Current 

literature reflects both the independent and interdependent 

roles within nursing diagnoses. The Ziegler et al. (1986) 

Nursing Process Model reflects only the independent role. 

Thus, many additional etiology components did not meet the 

Ziegler criteria. In 1986 Larson challenged emergency 

nurses to develop nursing diagnoses that reflected 

independent Fole and that could be utilized in practice 



(p. 127). To date no one has answered that challenge, 

possibly indicating that the concept of nursing diagnosis 

is poorly understood by emergency nurses and difficult 

to relate to practice. 
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Response components were recognized as occurring in 

patients by more subjects than were actual nursing diagnoses. 

Adding the etiology component seemed to have increased 

the complexity and specificity of the diagnosis, thereby 

limiting the scope. 

Four of the top six response components seen in 

greater than 50% of the patients were part of the top six 

nursing diagnoses seen in greater than 50% of the patients 

by the subjects. Thus, the response components, potential 

for infection, potential for incorrect medication usage, 

potential for noncompliance with verbal aftercare 

instructions, and potential for complications became part 

of the most frequently seen nursing diagnoses. However, 

adding the etiology component seemed to limit the scope 

and applicability of the response components, accounting 

for the decreased percentage of subjects who encountered 

the nursing diagnoses. 

The top response component which was never seen in 

patients was part of the top nursing diagnosis which was 

never seen in patients. Thus, the response component, 
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potential for rape-trauma syndrome, was the least 

frequently seen response component and comprised part of 

the least frequently seen nursing diagnosis. Burgess 

(1985) described the crisis response to rape in an article 

which included the etiology, the defining characteristics, 

and the signs and symptoms of the nursing diagnosis 

labeled rape-trauma syndrome. Of all of nursing practice, 

emergency nurses should be seeing this response component 

and diagnosis. One reason for the discrepancy may be 

that the treatment of rape victims in very specialized 

and usually only one or two hospitals in any metropolitan 

area deal with evidence collection and treatment of the 

victims of rape. The opinion of the subjects for this 

study may not have reflected the true occurrence of the 

nursing diagnosis. 

One of the top six response components (potential 

noncompliance with medical regimen) seen in greater than 

50% of patients by the subjects was included in one of 

the top six nursing diagnoses never seen in patients by 

the subjects. This finding would suggest that the 

etiology component makes the difference in the nursing 

diagnosis. The etiology component individualizes the 

nursing diagnosis to a specific patient response. The 

listed etiology component apparently did not reflect the 



reason why the response component was seen in emergency 

patients, or perhaps indeed there are a large number of 

potential etiologies. 

Conclusions and Implications 
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Several conclusions can be drawn from the results of 

the study. First, a variety of nursing diagnoses that 

address nursing's independent functions are observed in 

emergency patients by emergency nurses. This suggests that 

there is an independent role for nurses within this 

critical care setting. Further research into the indepen

dent role of the emergency nurse will enhance understanding 

of that role by the emergency nursing community. 

Second, combining patient responses with an etiology 

component increases the specificity of the diagnosis and 

limits the scope. Patient responses were seen more 

frequently than specific diagnoses by the sample. Many 

additional etiologies were developed by the subjects to 

explain each patient response component. This suggests 

that each response seen in patients has multiple etiological 

possibilities and implies that there may be no commonly 

seen nursing diagnoses in emergency patients. 

Third, emergency nurses had difficulty separating 

their independent functions from their interdependent 
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functions. Thus, they had difficulty writing nursing 

diagnoses that reflected nursing's independent role. 

Clarification of the role functions in nursing literature 

coupled with a consensus among nursing experts on the 

definition of nursing diagnosis would decrease confusion 

within the profession. 

Fourth, although many of the subjects who responded 

had little experience with or exposure to nursing diagnosis, 

the magnitude of the additional etiologies received showed 

interest within the emergency nursing community in the 

concept of nursing diagnosis. An increased emphasis on 

teaching the concept in schools of nursing, as well as 

through continuing education programs, would increase 

understanding within the profession. Research within the 

emergency nursing community into nursing diagnosis may 

increase use in this area by enhancing understanding of 

the applicability of the concept to the emergency patient. 

Recommendations for Further Study 

Descriptive studies are the beginning step in 

researching a specific concept. From the results of this 

study, research into nursing diagnosis and independent 

role in emergency nursing can evolve. Each of the 331 

subject generated nursing diagnoses could be tested in 
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clinical settings. Each of the response components could 

be tested using the subject generated etiologies for each 

response to determine if common nursing diagnoses occur 

frequently in emergency patients. 

Other potential studies might stern from this study. 

A two-component nursing diagnosis format for emergency 

nursing based on the Ziegler et al. (1986) Nursing Process 

Model could be developed, since this study showed that the 

model was useful in emergency nursing diagnosis formulation. 

A quality assurance program based on nursing diagnoses 

and outcome criteria specific to those diagnoses could be 

formulated for use in emergency nursing. Further delinea

tion and clarification of the independent role of the 

emergency nurse could also be researched. 
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RESPONSE COMPONENT QUESTIONNAIRE 

RESPONSES PERCENT OF PATIENTS WITH RESPONSE 
Zero 1-25 26-50 51-75 76-100 

1, Snm: uxiety ____________________________ _ 

2. Potential for infection _________________________ _ 

3. PoteDtill for incorrect aedicatioa aance_: ______________________ _ 

4. Potential Cor 1011 of coaaciouneu _________________________ _ 

5. IaabilitJ to follow directim ___________________________ _ 

6. 011co11trolled u(er _______________________________ _ 

7. 011co11trolled cryiac ___________________________ _ 

8. Denial _______________________________ _ 

9, Fur of iudequate treat■e11t ___________________________ _ 

1~. hcreued pain __________ __________________ _ 

ll. hetfecthe i11traCuil7 npport __________________________ _ 

12. Potential for aom1pliance with 
.erbll aftercue i111tnctio11 _______________________ _ 

13. Potential for rape-trauu 1rndme ___ : ______________________ _ 

14. Potential for 1elf·me deficit __________________________ _ 

15. Potential dilturbme in aelf·compt __ : ______________________ _ 

16. IubilitJ to problu 10he _________________ ---- ----

17. Potential for ,iolme _______________ ----- ----- -----

18. Child', failure to cooperate with trut1,nt_: ______________________ _ 

19. 011reali1tic fear of i1pendi11( trutmt __ : ______________________ _ 

10. Potential for injm to a child ____________ ----- ----- -----

11. ! ■ paired terbal co11u11icatio11 _______________________ _ 

U. Potential for co1plicatio111 _____________ ----- ----- ____ _ 

U. Child abm ___________ ____ ------- ---- ----

?◄. Potential DOIICOlpliance ,m aedical reci1eo: ____ ---- ----- ----- -----

112 



APPENDIX B 

Etiology Component Survey 

113 



114 

ETIOLOGY COMPONENT SURVEY 

RESPONSES & etiologies PERCENT OF PATIENTS WITH etiologies 
Zero 1-25 26-50 51-75 76-100 

1. mm UIUTJ related to i.!ili..lili ti "-ll 
!ill i1pending treahent without 
additioul intomtlon. 

lddition&l etiolo,in ____________________________ _ 

2. POTINTUL FOR IIFiCTIOI related to 
inadequate howledge tl tt!1 tmtunt 
m!4 atL 

idditioul etiologiea ____________________________ _ 

l. POTKITUL FOi IICOIUCT m1cmo1 OUOi 
re 1 at ed to i.!ilimll kll!W.u ll1llllll 
P.m.uiW 1edication m1llilL 

ldditioul eliolociea ____________________________ _ 

4. POTKITUL FOR LOSS or COISCIOOSHSS related 
to UI.itl.I .w.m.4 hpermtihtion. 

Additional etiolociu ____________________________ _ 

s' POTUTUL FOR LOSS or COISCIOOSHSS related 
to anxieh indmd hpoteuion (,uonul) 

idditioaal etiolo,in ____________________________ _ 

I. mmm TO FOLLOV DlilCTIOIS related to 
lllltll i.J.t!c!..d lllli!ill tl pm e Pt i ou , 

idditional etiolo1in ____________________________ _ 

T. UNCOITiOLLID UGH related to pmeind 
powerleu ll!I Oe truhent 1itaation. 

Additional eliolocin ____________________________ _ 

I. UNCOITiOLLID CUING re llted to pme i ,ed 
pow,rlumu m..t lli treahent 1itu1tion. 

Additional etiolosin _________ ~-------------------

9. DUUL related to percehed pmrlunen 
lltl t be ill.ll!ll.! I itut i OD• 

idditioul etiolo1iu: __________________ _ 
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RESPONSES• etiologies Percentage of patients with etiology 
Zero 1-25 26-50 51-75 76-100 

10. Fili OF IHD~Dm nmmT rel&ted to 
mertaiDtt W1ill..U eomtmiea 91 
mr1!.W depuheat 1hff. 

Additioul etiolociu, ___________________________ _ 

11. IICUUKD PHI related to lad tl ho,ledge : 
!! lli! redueiu poaitioniu tee~niqm, 

Additio111l etiolociu, ___________________________ _ 

11, IUFFICTIYK IITUFllILY SUPPORT related to 
ill.ilL! inadequte hovledce tl ho, ~ 
ill.l.J!..Dieate concm 1P injm/ilhm 
ti tut ion. 

ldditioul etiolociu ___________________________ _ 

13. POTKNTUL FOi IOICOKPLIUCI vm mm 
AFTUCU! USTIOCTIOIS related to witlI 
ill!till llillli1' 21 mm t ion, . 

Additioul etiolociu ___________________________ _ 

IC , POTUTUL FOR UPMUOU STIDlOIK related 
to w..l.!!.ll .l2 rm he lli lli!.i! 91. !!!h 

Additioul etiolociu. ___________________________ _ 

15. POTErTUL FOR ULF-CUI DEFICIT rel&Led to 
hpaired 1obililr rmltinf ill! 
iajun/ilhm, 

ldditioaal etiolociu: ___________________________ _ 

16. POTKITUL DISTDlBUCi II ULF-COICIPT 
related to i!!ll.llli ~ ™ ,ith claue• 
ll lifutJle I!.ll1!ll ll inJm/ilhm, 

Additioul etlolotiu ___________________________ _ 

17. lUBILIT1 TO PIOBLII SOLV! related to 
au iet, hduced urroviu !! preceptiou. 

Additioaal etiolol iu, ___________________________ _ 



116 

RESPO~SES & etiologies Percentage of patients with etiology 
Zero 1-25 26-50 51-75 76-100 

18, POTENTIAL FOR VIOLENCE related to 
perceptions tl powerlessness in !•ergencJ 
!i!U&ti9.h 

Additional etiologies _____________________________ _ 

19. CHILD'S FAILURE TO COOPERATE ma TREAmNT : 
related to parents~ i.DabililJ ~ provide 
notio11&l support. 

Additio111l etiologies _____________________________ _ 

20, UNREALISTIC YEAR OF IMPENDING mmm 
related to inad~gyate resolution 21 previ1ua: 
filllllil ~ e par ta ~ni ru~.tilli~.:. 

Additional etiologies _____________________________ _ 

21, POTENTIAL FOi INJURY TO A CHILD related to 
ment!~ inadequate tn.Q.tl~~ll ~f 
!Ppropriate nfetJ precautionary uuuru.:. ---- --------- ---- ---- ----

Additional etiologies _______________________________ _ 

22. IMPAIRED VERBAL COKMUN[CATION related to 
auiet1 induced disorganiution of thoug.ht 
processes.:. 

Additional etioloties _______ _ 

23. POTENTIAL FOi COMPLICATIONS related to !!£! : 
of hovlefil about aftercare tre&tlents for : 
iiliulil 1 n es h 

---- ---- ---- ---- ---------

---- ---- ---- -------- --------

Additional etiologies _____________________________________________ _ 

2 ◄. CHILD ABUSE related to illmmitl~ 
p_gent!l coping strategies. 

Additional etiologies ___ _ 

25, POTENTIAL NONCOMPLIANCE VITB MEDICAL REGIMEN: 
related to uncertaintJ of where to obtain 
~eeded i.D.ill11t ion, 

---- -------- ----------- ---- ----

---- ---- ----- --------·----------
Addition&! etiologies, ___________________________________ ·-------------
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EMERGENCY DEPUTNENT {ED I ETIOLOGY BVALUATION QUESTIOHNAIRR 

INDEPENDENT? 
m 110 1. SEVERE AIIIIETY related to: 
__________ fear of perunent injurr, 
__________ in1bilit7 to cope vith h■ih/personal affairs. 
__________ inabilit7 to cope vith life events. 
__________ fear of the unhovn, 
__________ _zerceived threat to health status. 
__________ unable to understand directions. 
__________ inabilit7 to cope vitb life. 
__________ in1bilit7 to procen additional infomtion. 
__________ decreued couunication skills. 
_______ ......; __ inabilitr to cope vith trauutic injury. 
__________ altered coping ■echanisu. 

__________ fear of death. 
__________ fear of pain. 
__________ inadequate knowledge of hetlth problm. 
__________ -rover leunen. 

----------~oor support 17stea. 
_________ unre1li1tic concept of illness and upecl&tion of lreat ■ent. 

__________ knowledge deficit of tmhent. 
__________ fear of death. 

_____ lack of adequ&te explmtion by st&f f. 
__________ e■ burus■ent. 

?. POTENTIAL FOR INFECTION related to: 
----------~•tient knowingly not taking care uf wound. 
__________ nonco1plime in taking antibiotics. 
__________ nonco1pliuce vith instructions. 
__________ intdequate knowledge of buic vound care ud cleanliness. 
__________ inadequate 1otivation. 
__________ denial of 1everit1 of wound. 
__________ willful nonco1pli1nce with wound cue instructions. 

_________ inadequate accesa to necessities for post trauu care. 
__________ lack of help at bo1e. 
__________ lack of supplies. 
__________ _roor hrgiene habits, 

inadequate knowledge br.se. 
__________ i1paired skin integritr. 
__________ inabilitr to procure 11ecesnr1 supplies. 
___________ anxiety induced inability to recall inforution given. 
__________ inadequate knowledge reguding tranniuion of disease. 
___________ unretlistic expectation or aedictl st&f! to provide care. 
__________ inexperience vith new or difficult proble1s. 
___________ language barrier. 
__________ seH care deficit in good hygiene. 
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INDEPENDANT? 
TES NO 

3. POTENTIAL FOR INCORRECT HEDI CATION USEAGE re lated to: 
__________ denial of 1edical condition necessitating ■edication. 

__________ increued aniietr which decreased learning. 
__________ -rersonal changing o! dosages. 
__________ stop taking after feel better. 
__________ anxiety, 
__________ inadequte how ledge base. 
__________ nonco1plia11ce, 
__________ incorrect advise fro■ lay people. 
__________ l&nguage barrier. 
__________ inadequate knowledge of therapy goals. 
__________ inaccure.te ■easuring devices. 
__________ self cue deficits. 
__________ 1i1ing and ■easuring at ho ■e. 

__________ inability to retain infor■ation given. 
__________ failure to tate responsibility for self. 
__________ decreased range of ■otion, 
__________ ineffective coping ■echanisu. 

__________ disbelief that 1eds vill help. 
__________ anxiety induced narrowing of perceptions. 
___________ patient not understanding or questioning orders. 
__________ stress at the ti1e or instruction. 
__________ inability to mpreheDd, 

4. POTENTIAL FOR LOSS OF CONSCIOUSNESS related to: 
__________ inadequate knowledge of injur1 co1plications. 
______ _,.. ___ severe an1iet1. 
__________ attention seeking behavior. 

_________ decreased coping 1ecbanisu, 
__________ decreased selr estee1. 

5. INABILITl TO FOLLOV OIRECTIOIIS related to : 
__________ anger, 
__________ laci of understanding of directions. 
__________ hovledge deficit. 
__________ lancuage barrier. 
_________________ lack of support at bo ■t. 

__________ _,reconceived idm. 
__________ altered coping mhanins. 

___________ lack of self estee1. 
__________ iapaired perception of benefit/reward. 
__________ inabilit1 to 11ndmtand disease process. 

nonco1pliant bebnior. 
__________ !act of understanding of ■ edical tenino!ogy. 
__________ li■ ited resources. 
____________ poor attention span. 
__________ inconvenience. 
__________ i1practicalil7. 
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INDEPENDANT? 
YES NO 

6. UNCONTROLLED AIIGBi re lated to: 
__________ _,,rief. 
__________ real or iugined injurJ to bodJ and/or soul. 
__________ fear or anxiety regudiog treat1ent. 
__________ being restrained. 
__________ acting out. 
__________ decreased coping 1echanins; 
__________ denial, 
__________ ..,.erceived di1cri1inatioo. 
__________ bck of adequate support 1echani111. 
__________ .,roverlessness over eovironmit control. 
__________ iubilitJ to cope with i1pe11ding tmtlent without additional inforution. 

7. DNCOWTROLLED CiYING related to 
__________ _.erceived poverlenness over life eve11ts. 
__________ uncontrolled anxiety. 
__________ _..rief. 
__________ rear without previous trauu. 
__________ lack of copi11g 1echanisu. 
__________ fear of the unhovo. 
__________ anxietJ. 

________ fear o{ fuih reprisals. 
__________ h7steria. 

________ a11ger. 
__________ fear or pain. 
__________ invasion of child's space. 

_________ ...,uilt feelings. 
__________ _,anic. 
__________ vorry over fnih's reaction to illnen. 

________ attention seeking. 

8. DENIAL related to: 
__ grieving. 

__________ ioa.bilitJ to understand or lad of inovledge of disease process. 
________ lack of understanding of discba.rge diagnosis. 

lack of knovledge of bodily functions. 
__________ rear of death. 

________ fear of outco1e. 
__________ powerlessness over diag1101is, 
__________ threat of altered body iuge, 

_______ fear of perceived or real loss of function or control. 
___ knovledge deficit of lreatle11t. 

__________ ..,erceived 1tigu or diagnosis, 
__________ inabilitJ to c01prehe11d true situation. 

lack of available infor11tio11 sources. 
__________ inabilitJ to cope with i1plicalions of s71pto1B. 
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INDEPENDANT? 
YES NO 

9. FEAR OF INADEQUATE TiEATIIENT related to: 
---------~lack of patient education. 
__________ lack or tnovledge. 
__________ aisin!orulion provided bJ laypersons. 
_________ ...;._fear of 11ocioecono1ic lou resulting fro• injuries. 
__________ knowledge deficit of expected treat ■ ent. 
__________ rear of waiting long periods of ti1e before treat■ ent begins. 
__________ lack or understanding of procedures. 
__________ _zerceived seriousness of illness or injurJ. 
__________ inadequate 1edical tnovledge, 
__________ ._ierceived powerlessness over situation. 
__________ sense of Ion of control. 
__________ ignorance of health practices. 
__________ knowledge or being in a. nail hospital. 
----------'---lack of understanding of needed 80 tests . 

. _________ an1iet1 of being a vicli1. 
__________ being unfuilia.r vith the aedical setting. 

10. IHCREASED PAIN rehled lo: 
__________ aDiietJ. 

_________ bysteri&. 
__________ denia.l. 
__________ lack of tnovledge of treataent regiae which increases anxiety, 
__________ rear. 
__________ _,rosition. 
__________ ineffective coping. 

__________ restlessneu. 
__________ noneo11unication of sr1pton. 
__________ failure to eo ■ply vith treataent regiae. 
__________ not allowing oneself to relu. 
__________ lack of knowledge 11.S to cause of pain. 
__________ hilure to follow directions. 
__________ inability or unwillingness to e1ploy rehution techniques. 
__________ i1paired 1obilitJ resulting fro• illness/injury. 

I l. INEFFECTIVE !NW.FAMILY SUPPORT relattd lo: 
___________ nonc01pl iant fa1i17 1eaber. 
__________ fear of not being treated. 

_______ abusive parents. 
________ fear of not understanding inforution. 

__________ _,oar interpersonal relations . 
. ________ inadequate 1upport s7stea. 

__________ ina.dequate coping strategies. 
__________ inability to c011unicate with ucb other. 

overwhelaing auietJ of (uih aeabers. 
__________ f11il7 1 s basic lack or knowledge. 
__________ !11ih 1 s state or denial 

, ________ uncontrolled a.nger. 
__________ breaidovn in fuily unit. 
__________ inability to follov directim. 

_______ _inabilitJ to cope with changes in lifest1l, required by injurJ/il!neu, 
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INDEPENDANT? 
YES HO 

12, POTENTIAL FOR MONCOIIPLIANCE VITH VERBAL AFTERCARE INSTRUCTIONS related to: 
__________ lov priority given to consistent health uintenance. 
__________ lack if undershnding, 
__________ inability to understand verbal instructions. 
__________ lack or geneul tnovledge, 
__________ _..,tient' s hck or willingness to participate in ovn care, 
__________ sensory overload. 
__________ denial. 
__________ bud or hearing. 
__________ no fuily support in ED, 
__________ .li1ited perception. 
__________ .luguage barrier, 
__________ inadequate hovledge of aedical protocols, 
__________ d.id not listen to instructions, 
__________ unauilabilitJ of resources, 
___________ .uger about long vaits in ED. 
__________ self care deficit, 
__________ low self eaten. 
__________ inability to probln 11olve long ten, 
__________ hck of co■prehension. 
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__________ resolution of i11edi1te problea &nd lad of perception of &nJ further needed ct.re, 
__________ lack of understanding of tre&ttent regiaen. 
__________ ,pa thy. 
__________ hostility tovud caregivers. 
__________ anger, 

13, POTENTIAL FOR RAPE-TRAUMA SYNDROME related to: 
__________ no follow-up care. 
__________ ineffective intufuily support. 
__________ lack of co11unication, 
__________ denial. 
__________ crying. 
__________ nervousness. 
__________ tltered self concept. 

________ low self eaten. 
__________ iuature attitudes tovuds seiualilJ, 

_________ Itek of tnilable counseling, 
__________ children returned to the sue environ1ent without p!Jchological support. 
__________ fuih/signi!icant others f&ilure to resolve cri1is. 

_________ fear of diseue, 
__________ _..regntncy, 
__________ inadequate follov·up. 

14. POTENTIAL FOR SELF-CARE DEFICIT related to: 
__________ lack of knowledge regarding disease process, 
__________ .need to care for others at hoae. 
__________ .lack of !uih support. 
__________ ineffective coping and dependency needs. 
__________ ltci of knowledge of area's out-patient resources. 
__________ fear. 



INDEPENDAIIT? 
YES NO 

__________ nonco■pliance. 
________ __,;_inabilit7 to understand aftercare iutrucliou. 
__________ i1paired 1obilit7. 
__________ _roar 11elf utee■ • 

__________ increued 11eaine11 fro■ injur7/illne11. 
__________ anxiet7 i11duced narrowing of perceptions. 
__________ fur of reinjurJ. 
__________ knowledge of folk ■ethods. 

15. POTKIITUL DISTURB&m IN SELF-CONCEPT related to: 
__________ lack of available resources. 

_________ lact of responaibilit7 of 01111 health cue. 
__________ lact of knowledge about illness/injury. 
__________ rape trauu 1711dro1e. 
__________ de11ial. 
__________ lov self e1tee1. 
__________ inabilit7 to accept diag1101i11. 
__________ .rercehed 1ocial 1tigu usociated vith condition. 
__________ inabilit7 to cope with role changes vi thin fui!J 11tructure. 
__________ changes in aelr iuge due to injur7/illne11. 

16. INABILITY TO PiOBLKK SOLVE rehted to: 
__________ auiet7, depreuion. 
__________ lack of education . 
__________ lov 1eH-ntee■ • 

__________ inaaequate probln solving skills. 
__________ .... rining. 
__________ rear. 
__________ feeli11gs of powerlessness. 
__________ _.atient'a lou of independe11ce. 
__________ general inabilit7 to problea solve, 
__________ knowledge deCicit. 
__________ inabilit7 to care for oneself. 
__________ di1ini1bed cognitive skills . 
__________ lack of support srateu. 
__________ laet of experience. 
__________ not wanting to participate in 1ctu1l proble ■ solving process. 

___ poor coping ■ecbuins , 

11. POTENTIAL FOR VIOLENCE related to: 
__________ .serception of poverlenneu. 
__________ uxietJ. 
___________ attention getting behavior. 
__________ self ancer. 
__________ altered self concept. 
__________ decreased coping trilh. 
__________ Degative role 1odtl1. 
__________ denial. 
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UIDEPENDAXT? 
YES NO 

__________ lack of knowledge of routine. 
__________ lack of control over ailuatim . 
__________ grief. 
__________ inabilitJ lo cope with hpending trutlent without addition&} inforution. 

18, CHILD'.S FAILURE TO COOPERATE VITB mmm rehled to: 
__________ fear of the unknown. 
__________ rear of pain . 
__________ .n1iet1. 
__________ h7steria, 
__________ ...,.erceptions of powerlessness. 
__________ ..z:&rents refuul to control child. 
__________ c.hild abuse. 
__________ ,..arents inabilit7 to process instructions. 
__________ hck of underst&ndinc of .the truhent by tbe child. 
__________ ...,.arents Ceu and h7steria. 
__________ _,.arents 1isperception of child's actu&l pain or discolfort. 
__________ _..arenta hd of understanding ud knowledge. 
__________ ..zoor parenting skills, 
__________ _..rehoapital }urned fear. 
---------~..zuents uking treataent aeea u a pu11i1hae11t. 
__________ _,.mnts hilure to prepare nd explain, 
__________ r eu of 1edical personnel. 
__________ huture coping skills. 
__________ h■ilies inadequate knowledge of hov to co11u11icale concerns in 

injur7/illnesa situation. 

19. OlfiEALISTIC FEAR OF Ilf PENDIMG mmm related lo: 
__________ l&ck of nplana.tion. 
__________ lack of knowledge of disease process and relationship of lreal ■ ent. 

__________ inappropriate infor■ation either perceived of actual. 
__________ anxiety about outco■ e. 
__________ lack of hailJ 1upport. 
__________ failure to listen to npla11ation. 
__________ no previoue ED experience. 
__________ ■ isconception of EDS. 
__________ inaccorate knowledge of ED procedures. 

20. POTENTIAL INJUiT TO A CHILD related to : 
__________ neglect. 
__________ lack of supervision. 
__________ inadequate sopport 171te1 in fuilJ. 
__________ iudequate parental attention. 
__________ inability of parent to cope with fa■ ih streu. 
__________ _,,arenhl apalhJ, 
__________ child abuse, 
__________ _,uents inabilitJ to effectively prioritize, 
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INDEPENDAMT? 
m NO 

__________ lack of education of parents. 
__________ _,_arenhl i11aturit7. 
__________ inadequate instruction to parents by staff about dan&en in ED. 
__________ child's lack of understanding. 
__________ untreated severe 1n1iet1/1tren vitb no outlet for release. 
__________ failure of parents to change behavior or environ■ent. 

21. IKPAIUD VERBAL COKKUNICATION related to: 
__________ language barrier. 
__________ rear. 
__________ use of jargon, slang, or ■edical tens. 

22. -POTENTIAL FOi COMPLICATIONS related to: 
__________ low prioritJ given health uinten,nce. 
__________ nonco1pli111ce, diaregud for self. 
__________ inability to understand aftercare instructions. 
___________ atient 's lack of willingness to participate in ovn care. 
__________ 1p1tb1. 
__________ _..oor nutritional 1t&tus. 
__________ luguage barrier. 
__________ _..atient not t&ting aftercare instructions serioush enough. 
__________ inadequate ■ eans of follow up. 
__________ a111iet1 induced narrowing of perceptions. 
__________ belief in folk ■edicine. 

23. CHILD ABUSE re lated to: 
__________ lack of societal and fa■ ilJ support 111tus. 
__________ _..arents inability to provide u(e enviro111ent. 
__________ lack of buic parenting skills. 
__________ inadequ&te supervision of child by others. 
__________ unreleased stress. 

24. POTENTIAL NONCOMPLIANCE VITH MEDICAL REGIKEN related lo: 
__________ inability to prioritiie inforution and assi1ilate it's usefulneu. 
__________ _.oor self iuge. 
__________ lack of adequate in!orulioo given out in tbe first place. 

_________ 1,ct of understanding of initial instructions. 
__________ denial of severity of illnm/injury. 
__________ inability to understand 1edical regiaeo. 
__________ la.ct of obtalning inforutian (self-sotivation). 
__________ _..atient'1 lack of villincnen to participate in own care. 
__________ ap1th1 due to prolonged debilitating illness/injuries 

requiring ujor life style changes. 
__________ uncertainty of vbere to get inf0rutio11. 
__________ 1istru1t of care providers. 

_________ lact of clarity or inforution. 
__________ language barrier. 
__________ lack of support 111teu. 
___________ lact of education. 
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INDEPENDAKT? 
YES NO 

__________ lack of knowledge of long-ten couequences. 
___________ .apathy. 
__________ unreal is tic expectations. 
___________ inability to change fro1 prniously established use of health care practices--

( inappropriate use of ED as priury care setting l. 
___________ resolution of iuedi&te problu &nd hck of perceptions of iaport&nce of 1edic1l 

regi1en. 
___________ uncertai11 as to purpose of 1edicine ud what side effects 1ight be expected. 
__________ _..atients disagree1ent with regi1e as prescribed. 
___________ hostility toward authority figures. 
____________ anxiety induced narrowing of perceptions. 
___________ distrust of 1editine. 

_________ in&bility to concentrate on instructions given i11 ED. 

126 



APPENDIX D 

Phone Conversation Guide 

127 



PHONE CONVERSATION 

Hello, may I speak with 
the president of the 

IF NO 

Are you t1till 
chapter of E.N.A. 

Hy name is Kathy Baldwin. I am an emergency nurse and a 
meaber of the Dallas County Chapter of E.N.A. in Dallas, 
Texas. I am ccnducting a research project utilizing 
em~rgency nurses. I would like to discuss the possibility 
of surveying the _______ Chapter of E.N.A. with the 
current president. Could you please give me the name and 
phone number of the current president? Thank you, goodbye. 

IF YES 

Hy name is Kathy Baldwin. I am an emergency nurse and a 
member of the Dallas County Chapte of E.N.A. in Dallas, 
Texas. I am conducting a research project which is part of 
the requirements for completing a PhD in nursing at Texas 
Woman's University. I'd like to tell you about the study and 
to discuss the possibility of surveying your local chapter. 
Have you got a few minutes to talk with me? 

IF NO 

Can I return this call at a more convenient time? When would 
that be? 
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I am trying to delineate the independent role of emergency 
nurses through the use of nursing diagnoses. I believe that 
by documenting what emergency nurses do independently of 
physicians will be the key to perserving our branch of nursing 
from take over by physicians assistants or emergency medical 
technicians. The study is exploratory and descriptive in 
nature. I have generated 25 nursing diagnoses that I believe 
are exhibited by emergency patients. The study asks 
emergency nurses to reate the diagnoses according to how 
often ther have observed emergency patients who could have 
had the diagnosis. So, practicing emergency nurses are a 
vital part of the study. I am attempting to access this 
group through local E.N.A. chapters. Your local chapter was 
one of the chapters I selected for inclusion in the study. 
Do you think your members might be willing to participate in 
the study? 



IF NO 

Thank you for your time, goodbye. 

The.questionnaire that I developed has three parts and takes 
around 30 minutes to complete. There are no right or wrong 
answers. I only want your members opinions based on their 
years of emergency nursing practice. I am phoning you to ask 
if you would be willing to distribute the questionnaires and 
to play a five minute cassette tape of me briefly explaining 
the study at your next chapter meeting. Your members can 
then complete the questionnaire at their convenience. I will 
provide return envelopes with postage for them to return 
their questionnaires to me. I will also provide an envelope 
with postage for the return of any extra questionnaires. 
Will you please return them to me? I really appreciate your 
help with this study. Are there any questions you would like 
to ask me? Could you give me an address where I cna mail the 
questionnaires to you. The address given to me by national 
E.N.A. is________ I will include my address and 
phone number in the packet. If you have any further 
questions please call me collect. Thank you angain, goodbye. 
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AUDIO CASSETTE MESSAGE 

Hello, my name is Kathy Baldwin. I am an emergency nurse 

and a member of the Dallas Emergency Nurses Association. I'm 

also a doctoral candidate at Texas Woman's University in 

Denton, Texas and am currently conducting a study on the 

identification of common nursing diagnoses in emergency 

patients. The study is going to be used as part of my 

dissertation on emergency nursing diagnosis. 

There's been very little work done in this area, so you 

will be helping with some new and some necessary research if 

you agree to participate in this study. The population that 

I'm studying consists of practicing emergency nurses in 

emergency departments, and I am using local chapters of the 

Emergency Nurses Association to· access those nurses. Your 

chapter was selected from a list sent to me by the national 

headquarters, and I have contacted your president and ask 

that they help me by passing out the questionnaires, that I've 

mailed to them, this evening. 

I would like at this time to thank your president for 

giving me a few minutes of your meeting time. I know how 

precious meeting time can be, and so I will be as brief as 

possible with this. I sincerely hope that you will agree to 

complete the questionnaire. It will take about 30 minutes of 

your time and contains six tasks, which are listed on the 

first page of the questionnaire. There is no reason why I 

would need to know your name for this, so you will have 



anonimity. However, the questionnaire will contain a code 

number that tells me which geograpical area of the United 

States you live in. 

I know of no potential risks to this study and again I 

would greatly appreciate your help. If you agree to 

participate in the study, please complete the questionnaire 

within one week of receiving it and return it to me in the 

self addressed stamped envelope that you will also be 

receiving. If you choose not to participate in the study, 

please just fold the unanswered questionnaire, put it in the 

envelope, and also mail it back to me. 

I will only be able to identify the questionnaires by 

geographical area, so at the end of the study I will be 

mailing each participating chapter a copy of the results. I 

will again mail those to your chapter president, so that she 

can share them with you--she or he can share them with you. 

Again, I would like to thank you for your help with this. I 

want you to know that there's no way I can do this study 

without you. And, I have been on the end--receiving end--of 

a lot of questionnaires, know that it does take some time to 

fill them out, and I also know that sometimes people don't 

say thank you. So, I do want you to know that I really do 

appreciate what you're doing for me. I will close now and 

let you get back with your meeting, 
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KATHLEEN M. BALDWIN 
742 QUAIL CIRCLE 

LEWISVILLE, TEXAS 75067 
214-221-3353 
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Dear fellow· E.N.A. members, 

I am curre.ntly conducting a study concerning the 
identification of common nursing diagnoses in emergency 
patients. The study will be used as part of my dissertation 
on nursing diagnosis use in emergency departments. Very 
little work has been done in this area, so you will be 
helping with new and necessary research. 

The population that I am studying consists of practicing 
registered nurses who are employed in emergency departments. 
I am using local chapters of the Emergency Nurses Association 
to access those nurses. Your chapter has been selected from 
a list of all national chapters of the Emergency Nurses 
Association for part'icipation in the study. I sincerely hope 
some of you will agree to complete the enclosed 
questionnaire. The questionnaire contains a code number 
which identifies the geographical area of the United States 
in which you live. However, I do not need to know your 
names. 

Six tasks are required to complete the questionnaire. They 
include: 

1. Checking the appropriate responses on the DEMOGRAPHIC 
DATA SHEET--whi ch takes about 5 minutes. 

2. Reading the directions for the RESPONSE COMPONENT 
QUESTIONNAIRE--which takes about 5 minutes. 

3. Checking the appropriate percentages on the RESPONSE 
COMPONENT QUESTIONNAIRE--which takes 5-10 minutes. 

4. Rea.ding the directions for the ETIOLOGY COMPONENT 
SURVEY--which takes about 5 minutes. 

5. Checking the appropriate percentabes on the ETIOLOGY 
COMPONENT SURVEl'--whi ch takes about 10 minutes. 

6. Writing additional etiology components--which takes 
about 10 minutes. 

I know of no potential risks associated with the study, and 
I would greatly appreciate your help. If you agree to 
p~rticipate in the study, please complete the questionnaire 
at, or within one week of, your chapter meeting and seal it 
in the attached envelope. Please return the completed 
questionnaire to me within one week of the meeting. If you 
choose not to participate, please return the uncompleted 
questionnaire to me. 

Since I will not be able Lo identify your chapter, only 
your geographical location, I wish to thank you in advance 



for your help with this study. My study could not be 
completed without your help. I will always be extremely 
grateful to each of you for your participation. I will be 
mai 1 ing a summa.r.v of findings from the study to each 
participating chapter, once the results are collated. 

Sincerely yours, 

Kathy Baldwin RN, CEN 
Doctoral Candidate 
College of Nursing 
Texas Woman's University 
Denton, Texas 
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COMPLETION OF THIS QUESTIONNAIRE SIGNIFIES INFORMED CONSENT 

DEMOGRAPHIC DATA SHEET 

PLEASE CHECK THE APPROPRIATE RESPONSE 

TYPE OF HOSPITAL mu YOO VOU: 

Public_ 
Priute_ 
City_ 
Suburban_ 

300 or ■ore beds_ 
Leu tbu 300 bed1_ 

vm IS YOOi NOITBLY unmcY DKPUTHIT emus? 

Leu tbu 500_ 
501-1000_ 
1001-1500_ 
U0H000_ 
Greater thu 1000_ 

rm YOO ma mm TO nm IDiSUG DUGIOSES? 

Yea_ 
lo_ 

IF YOUR usm IS m, mm 
( Jou 111 check ■ore thn one ruporiae) 

,.o. procru_ 
Diplo11 procru_ 
B.S.I. procm_ 
b1tnice procru_ 
Se■iau_ 
Coatia11h( education progru_ 
Other_ 

DO YOU IOU: 

ZO boar or leu per week_ 
lore tbu ZO houri per ,eek_ 

VUT IS YOUi BlSIC BDOCATIONAL PiBPAlUIOI? 

u._ 
Dipl011_ 
B.U. 

vm IS YOUI IIGBEST LiYBL or IDUCATlOI? 

u._ 
Dipl011_ 
B.U._ 
I.A. 
l,S,(other)_ 
U,I, 
I.I. 
1,8,(otber)_ 
PbD (m1hr)_ 
PhD (other)_ 
DISc._ 
ldD_ 

VBAT IS YOUI CDiUIT hPI.OYIEIT POSITIOI? 

Staff aaru_ 
Bud aarae_ 
Clinical 1peci1li1t_ 
h1iltut head 111rae_ 
Super,iaor_ 
Other (1pecih)_ 

ID-?9_ 
3M!_ 
40-49_ 
50-59_ 
Over IO_ 
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KATHLEEN H. BALDWIN 
742 QUAIL CIRCLE 

LEWISVILLE, TEXAS 75067 
214-221-3353 

Dear fellow E.N.A. members, 

I am currently conducting a study concerning the 
identification of common nursing diagnoses in emergency 
patients. The study will be used as part of my dissertation 
on nursing diagnosis use in emergency departments. Very 
little work has been done in this area, so you will be 
helping with new and necessary research. 
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The population that I am studying consists of practicing 
registered nurses who are employed in emergency departments. 
I am using local chapters of the Emergency Nurses Association 
to access those nurses. Your chapter has been selected from 
a list of all national chapters of the Emergency Nurses 
Association for participation in the study. I sincerely hope 
some of you will agree to complete the enclosed 
questionnaire. The questionnaire contains a code number 
which identifies the geographical area of the United States 
in which you live. However, I do not need to know your 
names. 

Six tasks are required to complete the questionnaire. They 
include: 

1, Checking the appropriate responses on the DEMOGRAPHIC 
DATA SHEET--which takes about 5 minutes. · 

2. Reading the directions for the RESPONSE COMPONENT 
QUESTIONNAIRE--which takes about 5 minutes. 

3. Checking the appropriate percentages on the RESPONSE 
COMPONENT QUESTIONNAIRE--which takes 5-10 minutes. 

4, Reading the directions for the ETIOLOGY COMPONENT 
SURVEY--which takes about 5 minutes. 

5. Checking the appropriate percentabes on the ETIOLOGY 
COMPONENT SURVEY--which takes about 10 minutes, 

6. Writing additional etiology components--which takes 
about 10 minutes. 

I know of no potential risks associated with the study, and 
I would greatly appreciate your help. If you agree to 
participate in the study, please complete the questionnaire 
at, or within one week of, your chapter meeting and seal it 
in the attached envelope. Please return the completed 
questionnaire to me within one week of the meeting. If you 
choose not to participate, please return the uncompleted 
questionnaire to me. 

Since I will not be able to identify your chapter, only 
your geographical location, I wish to thank you in advance 



for your help with this study. My study could not be 
completed without your help. I will always be extremely 
grateful .to each of you for your participation. I will be 
mailing a summary of findings from the study to each 
participating chapter, once the results are collated. 

Sincerely yours, 

Kathy Baldwin RN, CEN 
Doctoral Candidate 
College of Nursing 
Texas Woman's University 
Denton, Texas 
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COMPLETION OF THIS QUESTIONNAIRE SIGNIFIES INFORMED CONSENT 

DEMOGRAPHIC DATA SHEET 

PLEASE CHECK THE APPROPRIATE RESPONSE 

TYPE OF BOSPrTAL lllEiE TOO VOll: 

Public_ 
Printe_ 
CitJ_ 
hburbu_ 

300 or 1ort bed,_ 
Lm thn 300 beds_ 

mt IS YOUR IOITBLY !HIGIICY DIPUTIIIIT emus? 

Lm than 500_ 
501-1000_ 
1001-1500_ 
1501-1000_ 
Greater thu 1000_ 

vm YOU IVU TAUGHT TO nm NURSIIG DUGIIOSES? 

Tu_ 
Mo_ 

IF TOUR mm IS HS, mm 
( Jou UJ cbect 1ore thu one reepoue I 

l,D, procru_ 
Diplou procru_ 
B,S,I, pro1ru_ 
l11enice procra■_ 
Snilar_ 
ContiDllin( educ,tion progru_ 
Other_ 

00 TOO VOil: 

20 hour or len per week_ 
lore thu 20 hoara per week_ 

mt IS 1001 m1c 1oucmom mmmou 

A,D,_ 
Diplou_ 
B.S.I, 

VBAT IS TOUI HIGHEST um OF IDOCATIOI? 

A.D._ 
Diplou_ 
B.s.K._ 
u. 
B,S.(other)_ 
1.s.1._ 
u._ 
I.S.(other)_ 
PhD (nurtinc I_ 
PhD (other!_ 
DISc._ 
ldD_ 

VBAT IS TOUR CUliUT hPLOTHIT POSITIOM? 

Starr llllfle_ 

Bead 11urae_ 
Clinical 1peciali1t_ 
A11i1la11t he&d nuue_ 
Supeni1or_ 
Other {1pecif7)_ 

vm IS TOUR AGE? 

Z0-29_ 
30-39 
~0-49 
50-59_ 
o,er &o_ 



DIRECTIONS FOR EVALUATING THE RESPONSE 

COMPONENT QUESTIONNAIRE 

The next page contains a list of actual or potential 
human responses secondary to injury/illness. These responses 
are thought to be frequently seen in emergency patients. I 
wish to determine how frequently these responses are 
observed by practicing emergency department nurses. Thus, 
your experience is extremely valuable to me. In order to 
complete the questionnaire: 

1. Read each response 

2. Decide whether or not you have observed patients who 
have exhibited the response. 

3. If you HAVE NOT SEEN patients with the response, 
place a check mark in the zero coluan. 

4. If you HAVE SEEN patients with the response, estimate 
what percentage (of the total nuaber of emergency 
patients you have seen) have had the response and 
place a check mark in the appropriate percentage 
column to the right of the response. 

5. I thank you for completing this questionnaire. 

142 



143 

RESPONSE COMPONENT QUESTIONNAIRE 

RESPONSES PERCENT OF PATIENTS WITH RESPONSE 
Zero 1-25 26-50 51-75 76-100 

1, Snere 1111iet1 _____________________________ _ 

Z, Potential for infection, __________________________ _ 

3, Potential for incorrect ■edication 111ea(e_: ____ _______________ _ 

4. Potential for 1011 of couciouaneu ______________________ _ 

5, habilit1 to follow direction,_-_______________________ _ 

6. Uacontrolled nrer _________ _____________________ _ 

T, Uncoatrolled erring, ___________________________ _ 

8, Denial _______________________________ ----

9. Fear of inadequate trutlent ___________________________ _ 

10, hcreued pain _______________________________ _ 

11. IaefCecthe iDtrafui17 support _______________________ _ 

12. Potential for noncoaplince with 
nrhl dtercue hatructiona __________________________ _ 

13. Potential for rape-trauaa 17ndro1e ______________________ _ 

14. Potential for self-me deficit. _______________________ _ 

15. Potential dilturbance in 1elf·concept __ : _____________________ _ 

16. habilit7 to problea 1ohe. ____________________________ _ 

lT. Potential for ,iolence __________________________ _ 

ta. C~ild'1 failure to cooperate with treallent_: ___________________ _ 

19. Uareali1tic (ear of iapendiag tmhent __ : ___________________ _ 

ZO. Potential for injury to a child _______________________ _ 

11. hpaired nrbal co11nication ___________________________ _ 

21. Potential for coaplicatiou ____________________________ _ 

13. Child abm, ___________ _____________________ _ 

14. Potential 11onco1pliance 1iti ■edical reci ■en: ___________________ _ 



DIRECTIONS FOR EVALUATING THE ETIOLOGY 

COMPONENT SURVEY 

The next pages contain a list of actual or potential 
human responses secondary to illness/injury and selected 
etiologies for thoses responses which reflect the independent 
role of nurses. I wish to determine how frequently these 
responses and etiologies are observed by· practicing eaergency 
department nurses. Thus, your experience in extreaely 
valuable to me. In order to complete the survey: 

A. 1. Read each response component and the ael~cted 
etiology. 

2. Decide whether or not you have observed patients 
who have exhibited the response and etiology. 

3. If you HAVE NOT SEEN patients with the response and 
eticlogy, place a check mark in the zero column 

4. If you HAVE SEEN patients with the response and 
etiology, estimate what percentage (of the total 
number of emergency patients you have seen) have 
had the response and etiology. 

6. Place a check ■ark in the appropripate percentage 
column to the right of the response and etiology that 
best describes your observations. 

B. 1. AFTER COMPLETING THE ABOVE SECITON, go back to the 
first response and etiology. 

2. Read the first example of a response and etiology 
again. 

3. Decide whether you have seen patients with the 
response component, but with a different etiology 
coaponent. 

4. If you HAVE, write the additional etiology component 
or components on the line below the example. 

5. If you HAVE NOT, go to the next example of a response 
and etiology and continue this process for the entire 
25 statements. 

6. I thank you for completing this survey. 
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ETIOLOGY COMPONENT SURVEY 

RESPONSES & etiologies 

1. mm mtm rehted to iubilit7 ~2 m~ 
vitb itpendiu trutmt vitbout 
1dditio111l in!orutiop. 

PERCENT OF PATIENTS WITH etiologies 
Zero 1-25 26-50 51-75 76-100 

Additiou.l etiologiu ____________________________ _ 

1. POTENTIAL FOi UFECTIOW related to 
inadequate knowledge tl P,lli truhe11t 
!.2ill WL 

Additio11&l etiologiu ____________________________ _ 

3, POTENTIAL FOi ncomcT mrcmo11 OSAGE 
, rehted to i111dequ&te hovledge reurdi~g 
l prucribed ■ edication protocoh, 

Additional etiolociu ____________________________ _ 

4. POTENTUL FOi LOSS OF COIISCIODSWESS rehted 
to aniieh induced bmuentilation. 

Additional etiologies _____________________________ _ 

5, POTENTIAL FOR LOSS Of CONSCIOUSNESS related 
to miet, iD~m4 hfpotmi2~ (momtl1 

Additional etiologiu ____________________________ _ 

6. IIIABILITY TO FOLLOV DIUCTIONS related to 
lllillJ. lld.!!..u4 P!.ill!ili il Pm e Pt i On!.!. 

Additional etiologies ____________________________ _ 

1. OtlCONTiOLLED ANGER rel&ted to pmti ,ed 
poverleu 21.U tbe trutaent aitUAtion. 

Additional etiologies ____________________________ _ 

8. UIICONTiOLLKD CRYING rehled to pemived 
powerlu!.ll!! over tbe truheg 1it11&tion. 

Additional etiolociea ____________________________ _ 

9. DIUIUL related lo perceived powerlenneu 
llll the treataent 1itu1tion. 

Additional etiologiu ____________________________ _ 
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RESPONSES & etiologies Percentage of patients with etiology 
Zero 1-25 26-50 51-75 76-100 

10. FBU OF IUDEQUATB mmm related to 
uncerhir.tr reurdiu coapeteneiu tl 
mum, dmrtmt 11tlL 

Additional etiologiu ___________________________ _ 

11, INCiEASED PAIN related to ltet 2.{ hovledge : 
21. llll reducinr positioning techniques. 

Additional etiolociu ___________________________ _ 

11. IIIKFFKCTIVK IITliFAIILY SUPPOiT related to 
.ill.il.L.! i na de gu ate ru..!W.ll 91 lli ~ 
conunicate ~ !! injun/ilhm 
situation. 

Additional etiolo1iu ___________________________ _ 

13. POTEMTUL FOi mcomum VITB mm 
AFTERCARE INSTRUCTIOMS related lo miet, 
ill!!.£li pmoriu 2.[ percept im. 

Additioul etiolo1iu, ___________________________ _ 

H, POTENTIAL FOi UPMUUU SYIDiOU related 
to [ailare ~ reaohe the criail 21. rape. 

Additioul etiolociu ___________________________ _ 

15. POTEITUL FOi SILF-Cm DEFICIT related lo 
i mi red lili.lili ID.l!.lliAt ll2..! 
injan/illnm. 

Additioul etiolociu ___________________________ _ 

16. POTKNTUL DISTURBUCK II SKLF·COICKPT 
related to i!ilili1I il uu !.ill changes 
i! life1hle .ill!.ir!4 !I injun/ill.m.!.!. 

Additional etiolo(iu, ___________________________ _ 

11, IUBILITY TO PIOBLKK SOLVE related to 
an iet, induced 11rroviu 21 precept ions. 

Addilioul etiolo(iu, ___________________________ _ 



RESPONSES & etiologies 

18. POTENTIAL FOR VIOLENCE related to 
perceptions 2.f powerlusoess i! e1ergenc1 
situ,tion. 
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Percentage of patients with etiology 
Zero 1-25 26-50 51-75 76-100 

------ ---- ----- ----- -----
Addition&! etiologies _____________________________ _ 

19. CHILD'S FAILURE TO COOPERATE me mmm : 
rehted to pam1ts' i!abilit, 1.o provide 
e ■ otional sup!!_ort. 

Additional etiologies ______________________________ _ 

20. UNREALISTIC FEAR OF IMPENDING mATMEIIT 
related to inadequate resolution of previous: 
nertenc1 delltl■ent merience. 

Additional etiologies _____________________________ _ 

21. POTENTIAL FOi INJURY TO A CHILD related to 
parents' inadequate knowledge of 
!rnP.Ii ate !!!.tll precaution m !H!!:!.llh 

Addition&} etiologies _____ _ 

22. IMPAIRED VERBAL COMMUNICATION related to 
anxiet1 induced disorganization of tfil{ht 
processes, 

---- ---------- ----------- ---- ----

---- ---- ---- ---- ------------
Addition&! etioloties ____________________________________ _ 

23. POTENTIAL FOR COMPLICATIONS related to l!~ 
of knowlme about &fterure truhtnls for 
illiu.lillneu.! . . ---- ---- ------·--------·----------

Additional etiologies __________________________ _ 

2 ◄. CHILD ABUSE rehted to imPmritl! 
mental ~tl strategic~.:. 

Additional etiologies __ _ 

25. POTENTIAL NONCOMPLIAMCE me mrm mrm: 
related lo uneertaint1 of where to obtain 
needed inforntioL 

. . . ----. -----------. ------------. ----- ----

. . ---- ------·------·------- ----
Additional etiologies ____________________________________________________________ _ 
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DIRECTIONS FOR THE EVALUATION 

Enclosed is an answer sheet, a list of 25 nursing 

diagnoses, and a list of characteristics of the nursing 

diagnosis statement from the Ziegler, Vaughan-Wrobel, and 

Erlen book. Please evaluate each of the nursing diagnoses 

and circle the appropriate Y or N which indicates whether or 

not the statement meets the particular criterion. For those 

statements which fail to meet all of the criteria, please 

feel free to revise the statement to more clearly reflect the 

criteria. Space is provided at the bottom of the answer 

sheet for revisions. 

I want to sincerely thank you for your assistance in 

this endeavor. I will appreciate any feedback that you can 

give me, and I will be glad to furnish you with the end 

results of the study if you so desire. Please write your 

address at the top of the first answer sheet if you wish the 

results. 

Sincerely, 

Kathy Baldwin 



COHHON EMERGENCY NURSING DIAGNOSES 

1. Anxiety related to uncertainty about impending treatment. 

2. Potential for infection related to knowledge deficit of 
aftercare. 

3. Potential for incorrect medication related to knowledge 
deficit regarding prescribed meds. 

4. Hyperventilation related to generalized anxiety. 

5. Loss of control related to anxiety about illness (or 
injury). 

6. Crying related to fear Qf impending treatment. 

7. Anger related to inability to cope with illness (or 
injury). 

8. Hypotention (vasovagal) response related to anxiety about 
illness (or injury). 

9. Denial related to inability to cope with illness (or 
injury). 

10. Fear of impending treatment related to uncertainty about 
qualifications of e■ergency department staff. 

11. Pain related to improper positioning. 

12. Ineffective family (or individual) coping related to lack 
of understanding of loved one's illness or injury. 

13. Potential for noncompliance with aftercare instructions 
related to inability to totally assimilate verbal 
instructions. 

14. Rape trauma syndrome related to inability to cope with 
the crisis of rape. 

15. Self-care deficit related to illness (or injury). 

16. Disturbance in self concept related to inability to cope 
with injury. 

17. Alteration in thought processes related to crisis 
response to acute illness or injury (individual or family). 
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18. Potential for violence related to inability to cope with 
injury (individual or family). 

19. Alterations in parenting related to inability to cope 
with childs injury {or illness). 

20. Fear of impending treatment related to bad memories of 
previous emergency department experiences. 

21. Knowledge deficit of aftercare related to inexperience 
in dealing with injury {or illness). 

22. Impaired verbal communication related to a crisis 
response to illness (or injury). 

23. Potential of childhood injury related to parent's 
inadequate knowledge of dangers. 

24. Child abuse related to inappropriate parental coping 
strategies. 

25. Knowledge deficit of illness (or injury) related to 
uncertainty of where to obtain information. 
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ZIEGLER, VAUGHAN-WROBEL, ERLEN CRITERIA FOR DIAGNOSING 

GENERAL 

1. Both the response and the etiology component are 
present. 

2. The components are joined with a "related to" 
phrase. 

3. The response component is written first and the 
etiology component is written second. 

4. The stateaent is asy-etrical, not circular. 

RESPONSE COMPONENT 

5. The response is clearly unhealthful or written 
as a potentially unhealthful response. 

6. Only one response is identified for each diagnosis 
statement. 

7. The response is potentially aodifiable. 

8. The response is concrete enough to generate specific 
client goals. 

ETIOLOGY COMPONENT 

9. Only one etiology is identified for each diagnosis 
statement. 

10. The etiology is potentially changeable. 

11. The activity required to modify is within the 
boundaries of nursing's independent functions; nurse is 
capable, and is legally and ethically expected to treat. 

12. Etiology is concrete enough to generate specific 
nursing actions. 
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ANSWER SHEET 

CHARACTERISTICS CRITERION DX# 1 : DX# 2 : DXf 3 : DX# 4 :DXt 5 

-----------------------------------.-------.-------.-------.-----
1 y N y N y N y N y N 

2 y N r N y N y N y N 
GENERAL 

3 y N y N y N y N y N 

4 y N y N y N y N y N 

-----------------------------------:-------:-------:-------: 
5 y N y N y N y N y N 

6 y N y N y N y N y N 

RESPONSE 7 y N y N y N y N y N 

8 y N y N y N y N y N 

-----------------------------------:-------:-------:-------:-----
9 y N y N y N y N y N 

10 y N y N y N y N : y N 

ETIOLOGY 11 y N y N y N y N y N 

12 y N y N y N y N y N 

SUGGESTIONS FOR REVISION 

DXI 1 _____________________________ _ 

DX# 2 _____________________________ _ 

DX# 3. _____________________________ _ 

DX# 4 _____________________________ _ 

DX# 5 _____________________________ _ 
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ANSWER SHEET 

CHARACTERISTICS CRITERION DXt 6 : DX# 7 : DXt 8 : DXt 9 :DXtlO 

-----------------------------------.-------.-------.-------.-----
1 y N y N y N y N y N 

2 y N y N y N y N y N 
GENERAL 

3 y N y N y N y N y N 

4 y N y N y N y N y N 

-----------------------------------.-------.-------.-------.-----
5 y N y N y N y N y N 

6 y N y N y N y N y N 

RESPONSE 7 y N : y N y N y N y N 

8 y N y N y N y N y N 

-----------------------------------.-------:-------:-------:-----
9 y N y N y N y N y N 

10 y N y N y N y N y N 

ETIOLOGY 11 y N y N y N y N y N 

12 y N y N y N y N y N 

SUGGESTIONS FOR REVISION 

DX# 6 _____________________________ _ 

DXt 7 _____________________________ _ 

DX# 8, _____________________________ _ 

DX# 9. _____________________________ _ 

DX# 10, _____________________________ _ 



155 

ANSWER SHEET 

CHARACTERISTICS CRITERION Dxtll : DXl12 : DX#13 : DX,14 :DXU5 

-----------------------------------·-------·-------·-------·-----. . . . 
1 y N y N y N y N y N 

2 y N y N y N y N y N 
GENERAL 

3 y N y N y N y N y N 

4 y N y N y N y N y N 

-----------------------------------.-------.-------.-------:-----
5 y N y N y N y N y N 

6 y N y N y N y N y N 

RESPONSE 7 y N y N y N y N y N 

8 y N y N y N y N y N 

-----------------------------------.-------.-------.-------.-----
9 y N y N y N y N y N 

10 y N y N y N y N : y N 

ETIOLOGY 11 y N y N y N y N y N 

12 y N y N y N y N y N 

-----------------------------------------------------------------

SUGGESTIONS FOR REVISION 

DXtll ____________________________ _ 

DXl12 ____________________________ _ 

DXU3 _____________________________ _ 

DXf 14 _____________________________ _ 

DXf15 _____________________________ _ 
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ANSWER SHEET 

CHARACTERISTICS CRITERION DX#16 : DX#17 : nxna : DXU9 :DXt20 

-----------------------------------.-------:-------.-------.-----
1 y N y N y N y N y N 

2 y N y N y N y N y N 
GENERAL 

3 y N y N y N y N y N 

4 y N y N y N y N y N 

-----------------------------------.-------.-------.-------.-----
5 y N y N y N y N y N 

6 y N y N y N y N y N 

RESPONSE 7 y N y N y N y N y N 

8 y N y N y N y N y N 

-----------------------------------.-------:-------.-------.-----
9 y N y N y N y N y N 

10 y N y N y N y N y N 

ETIOLOGY 11 y N y N y N y N y N 

12 y N y N y N y N y N 

SUGGESTIONS FOR REVISION 

DX# 16 ____________________________ _ 

DX# 17 ____________________________ _ 

DXI 18 ____________________________ _ 

DXt 19 ____________________________ _ 

DXI 20 ____________________________ _ 
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ANSWER SHEET 

CHARACTERISTICS CRITERION DX#21 : DX#22 : DXl23 : DX#24 :DXl25 

-----------------------------------.-------.-------.-------.-----
1 y N y N y N y N y N 

2 y N y N y N y N y N 
GENERAL 

3 y N y N y N y N y N 

4 y N y N y N y N y N 

-----------------------------------.-------.-------.-------.-----
5 y N : y N y N y N y N 

6 y N y N y N y N y N 

RESPONSE 7 y N y N y N y N y N 

8 y N : y N y N y N y N 

-----------------------------------.-------.-------.-------.-----
9 y N y N y N y N y N 

10 y N y N y N y N y N 

ETIOLOGY 11 y N y N y N y N y N 

12 y N y N y N y N y N 

--------.--------------------------------------------------------

SUGGESTIONS FOR REVISION 

nx,21 _____________________________ _ 

DXt22 _____________________________ _ 

DX#23 _____________________________ _ 

DX#24 _____________________________ _ 

DXl25 _____________________________ _ 
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DIRECTIONS FOR THE EVALUATION 

Enclosed is an answer sheet, a list of 25 nursing 

diagnoses, and a list of characteristics of the nursing 

diagnosis statement from the Ziegler, Vaughan-Wrobel, and 

Erlen book. Please evaluate each of the nursing diagnoses 

and circle the appropriate Y or N which indicates whether or 

not the statement meets the particular criterion. For those 

statements which fail to meet all of the criteria, please 

feel free to revise the statement to more clearly reflect the 

criteria. Space is provided at the bottom of the answer 

sheet for revisions. 

I want to sincerely thank you for your assistance in 

this endeavor. I will appreciate any feedback that you can 

give me, and I will be glad to furnish you with the end 

results of the study if you so desire. Please write your 

address at the top of the first answer sheet if you wish the 

results. 

Sincerely, 

Kathy Baldwin 



REVISED DIAGNOSIS LIST 

1. Severe anxiety related to inability to cope with impending 
treatment without additional explanation. 

2. Potential for infection related to inadequate knowledge of 
post treatment wound care. 

3. Potential for incorrect medication usage related to 
inadequate knowledge regarding prescribed medication 
protocols. 

4. Potential for loss of consciousness related to anxiety 
induced hyperventilation. 

5. Inability to follow directions related to anxiety induced 
narrowing of perceptions. 

6. Uncontrolled crying related to perceived powerlessness 
over treatment situation. 

7. Uncontrolled anger related to perceived powerlessness over 
treatment situation. 

8. Potential for loss of consciousness related to anxiety 
induced hypotension (vasovagal). 

9. Denial related to perceived powerlessness over treatment 
situation. 

10. Fear of inadequate treatment related to uncertainty 
regarding competecencies of emergency department staff. 

11. Increased pain related to lack of knowledge of pain 
reducing positioning techniques. 

12. Ineffective intrafamily support related to family's 
inadequate knowledge of how to communicate concern in 
injury/illness situation. 

13. Potential for noncompliance with verbal aftercare 
instructions related to anxiety induced narrowing of 
perceptions. 

14. Potential rape-trauma syndrome related to failure to 
resolve the crisis of rape. 

15. Potential for self-care deficit related to impaired 
mobility resulting from illness/injury. 
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16. Potential disturbance in self concept related to failure 
to make necessary changes in lifestyle required by 
injury/illness. 

17. Inability to problem solve related to anxiety induced 
narrowing of perceptions. 

18. Potential for violence related to anxiety induced 
perceptions of powerlessness in emergency situations. 

19. Child's failure to cooperate with treatment related to 
parents' anxiety induced inability to provide emotional 
support. 

20. Unrealistic fear of impending treatment related to 
inadequate resolution of previous emergency department 
experience. 

21. Potential for complications related to inexperience in 
performing aftercare treatments for illness/injury. 

22. Impaired verbal communication related to anxiety induced 
disorganization of thought processes. 

23. Potential for injury to child related to parents' 
inadequate knowledge of appropriate safety precautionary 
measures. 

24. Child abuse related to inappropriate parental coping 
strategies. 

25. Potential noncompliance with medical regimen related to 
uncertainty of where to obtain needed information. 
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ZIEGLER, VAUGHAN-WROBEL, ERLEN CRITERIA FOR DIAGNOSING 

GENERAL 

1. Both the response and the etiology component are 
present. 

2. The components are joined with a "related to" 
phrase. 

3. The response component is written first and the 
etiology component is written second. 

4. The statement is asy-mmetrical, not circular. 

RESPONSE COMPONENT 

5. The response is clearly unhealthful or written 
as a potentially unhealthful response. 

6. Only one response is identified for each diagnosis 
statement. 

7. The response is potentially ■odifiable. 

8. The response is concrete enough to generate specific 
client goals. 

ETIOLOGY COMPONENT 

9. Only one etiology is identified for each diagnosis 
state■ent. 

10. The etiology is potentially changeable. 

11. The activity required to modify is within the 
boundaries of nursing's independent functions; nurse is 
capable, and is legally and ethically expected to treat. 

12. Etiology i~ concrete enough to generate specific 
nursing actions. 
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ANSWER SHEET 

CHARACTERISTICS CRITERION DX# 1 : DXf 2 : DX# 3 : DX# 4 :DX# 5 

-----------------------------------.-------.-------.-------.-----
1 y N y N y N y N y N 

2 y N y N y N y N y N 
GENERAL 

3 y N y N y N y N y N 

4 y N y N y N y N y N 

-----------------------------------.-------.-------.-------.-----
' 5 y N y N : y N y N y N 

6 y N y N y N y N y N 

RESPONSE 7 y N y N y N y N y N 

8 y N y N y N y N y N 

-----------------------------------.-------.-------.-------:-----
9 y N y N y N y N y N 

10 y N y N y N y N y N 

ETIOLOGY 11 y N y N : y N y N y N 

12 y N y N : y N y N y N 

SUGGESTIONS FOR REVISION 

DXI ! _____________________________ _ 

DXI 2 _____________________________ _ 

DX# 3 _____________________________ _ 

DX# 4 _____________________________ _ 

DX# 5 _____________________________ _ 
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ANSWER SHEET 

CHARACTERISTICS CRITERION Dxtll : DXf12 : DXl13 : DXl14 :DXt15 

-----------------------------------·-------·-------·-------·-----. . . . 
1 y N y N : y N y N y N 

2 y N y N y N y N y N 
GENERAL 

3 y N y N y N y N y N 

4 y N y N y N : y N y N 

-----------------------------------.-------.-------.-------.-----
5 y N y N y N : y N y N 

6 y N y N y N : y N y N 

RESPONSE 7 y N y N y N y N y N 

8 y N y N y N y N y N 

-----------------------------------.-------.-------.-------.-----
9 y N y N y N : y N y N 

10 y N y N y N y N y N 

ETIOLOGY 11 y N y N y N y N y N 

12 y N y N y N y N y N 

SUGGESTIONS FOR REVISION 

DXtl 1 ____________________________ _ 

DX#12 ____________________________ _ 

DXl13 _____________________________ _ 

DXt14 _____________________________ _ 

DXt15 _____________________________ _ 
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ANSWER SHEET 

CHARACTERISTICS CRITERION DX#l6 : DXU7 : DX#l8 : nx,1s :DXl20 

-----------------------------------.-------.-------.-------.-----
1 y N y N y N y N y N 

2 y N y N y N y N y N 
GENERAL 

3 y N y N y N y N y N 

4 y N y N y N y N y N 

-----------------------------------.-------.-------.-------.-----
/ 5 y N y N y N y N y N 

6 y N y N y N y N y N 

RESPONSE 7 y N y N y N y N y N 

8 y N y N y N y N y N 

-----------------------------------.-------.-------.-------.-----
9 y N y N y N y N y N 

10 y N y N y N y N y N 

ETIOLOGY 11 y N y N y N y N y N 

12 y N y N y N y N y N 

-----------------------------------------------------------------

SUGGESTIONS FOR REVISION 

DXI 16 ____________________________ _ 

DXI 17 ____________________________ _ 

DXt 18 ____________________________ _ 

DXt 19 ___________ _________________ _ 

ox, 20 ____________________________ _ 
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ANSWER SHEET 

CHARACTERISTICS CRITERION DXt21 : DX,22 : DX,23 : DX,24 :Dxt25 

-----------------------------------.-------.-------.-------.-----
1 y N y N y N y N y N 

2 y N y N y N y N y N 
GENERAL 

3 y N y N y N y N y N 

4 y N y N y N y N y N 

-----------------------------------.-------.-------.-------.-----
5 y N y N y N y N y N 

6 y N y N y N y N y N 

RESPONSE 7 y N y N y N y N y N 

8 y N y N y N y N y N 

-----------------------------------· -------.-------:-------:-----
9 y N y N y N y N y N 

10 y N y N y N y N y N 

ETIOLOGY 11 y N y N y N y N y N 

12 y N y N y N y N y N 

-----------------------------------------------------------------

SUGGESTIONS FOR REVISION 

ox,21 ____________________________ _ 

DXt22 _____________________________ _ 

ox,23 _____________________________ _ 

ox,24 ____________________________ _ 

DXt25 _____________________________ _ 



Di~gnosis List 
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DIAGNOSIS LIST 

1. Severe anxiety related to inability to cope with impending 
treatment without additional explanation. 

2. Potential for infection related to inadequate knowledge of 
post treatment wound care. 

3. Potential for incorrect medication usage related to 
inadequate knowledge regarding prescribed medication protocols. 

4. Potential for loss of consciousness related to anxiety 
induced hyperventilation. 

5. Inability to follow directions related to anxiety induced 
narrowing of perceptions. 

6. Uncontrolled crying related to perceived powerlessness 
over treatment situation. 

7. Uncontrolled anger related to perceived powerlessness over 
treatment situation. 

8. Potential for loss of consciousness related to anxiety 
induced hypotension (vasovagal). 

9. Denial related to perceived powerlessness over treatment 
situation. 

10. Fear of inadequate treatment related to uncertainty 
regarding competecencies of emergency department staff. 

11. Increased pain related to lack of knowledge of pain 
reducing positioning techniques. 

12. Ineffective intrafamily support related to family's 
inadequate knowledge of how to communicate concern in 
injury/illness situation. 

13. Potential for noncompliance with verbal aftercare 
instructions related to anxiety induced narrowing of 
perceptions. 

14. Potential rape-trauma syndrome related to failure to 
resolve the crisis of rape. 

15. Potential for self-care deficit related to impaired 
mobility resulting from illness/injury. 

16. Potential disturbance in self concept related inability 



~o cope with changes in lifestyle required by injury/illness. 

L7. Inability to problem solve related to anxiet~ induced 
~arrowing of perceptions. 

L8. Potential for violence related to perceptions of 
powerlessness in emergency situations. 

19. Child's failure to cooperate with treataent related to 
parents' inability to provide emotional support. 

20. Unrealistic fear of impending treatment related to 
inadequate resolution of previous emergency departaent 
experience. 

21. Potential for complications related to lack of knowledge 
about aftercare treatmemts for illness/injury. 

22. Impaired verbal communication related to anxiety induced 
disorganization of thought processes. 

23. Potential for injury to child related to parents' 
inadequate knowledge of appropriate safety precautionary 
measures. 

24. Child abuse related to inappropriate parental coping 
strategies. 

25. Potential noncompliance with medical regimen related ~o 
uncertainty of where to obtain needed information. 
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ETIOLOGIES R.ELFECTING INDEPENDENT ROLE 

1. SEVERE ANIIETY rehted to: 
___________ fear of per■anent injury, 
___________ inability to cope vith fuih/pmonal affairs. 
___________ inability to cope vitb life events. 
___________ fear of the unknown. 
__________ _,erceived threat to health status, 
___________ unable to understand directions. 
___________ ina.bilit7 to cope with life. 
___________ inability to process additional infor■ation. 

___________ decreased couunication sHlh, 
___________ inabilit7 to cope with trauutic injur7. 
___________ altered coping aecbanisu, 
___________ fear of death, 
___________ rear or pain. 
___________ inadequate knowledge of health probleu. 
_________ _,.overlessness, 

__________ _.oor support 171tea. 
___________ unrealistic concept of illness and expectation of treat1ent. 
___________ knowledge deficit of treatmt. 
___________ fear of death. 
___________ lack of adequ&te exple.D&tion by staff. 

__________ e1be.rrassaent. 

2, POTENTIAL FOR INFECTION related to: 
__________ __ratient knowingly not taking care of vound. 
___________ nonco1pli111ce in taking antibiotics. 
___________ nonco■pliance with iutructions. 
___________ inadequate knowledge of basic wound care and cleanliness. 
___________ inadequate ■otivation. 

___________ denial of severity of wound. 
__________ villful nonco1pli&nce vith wound care instructions. 
___________ inadequate acceu to necessities for post trauu care. 
__________ lack of help at ho1e. 

lack of supplies. 
___________ poor hygiene habits. 
___________ inadequate knowledge bue. 
______________________ i1paired skin integri lJ. 
___________ inabilit7 to procure necesury supplies. 
___________ 1n1iet7 induced inability to recall inforution &iven. 
_______________ inadequate knowledge regarding trans1ission of disease. 
___________ unrealistic expectations of 1edical staff to provide care. 
___________ inexperience with ne11 or difficult probleu. 
___________________ language barrier. 
___________ self care deficit in good hygiene. 
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3. POTENTIAL FOR INCORiECT KBDICUION USEAGE related to: 
__________ denial of aedical condition necessitating ■ edication. 

__________ increued anxiety vhich decreued !urning. 
_________ __,rersond changing of dosages. 
__________ stop taking after feel better. 
__________ anxiety. 
__________ ioadequate knowledge base. 
__________ nonco1pliance. 
__________ incorrect advise fro• hy people. 
__________ language barrier, 
__________ inadequate knowledge of therapy goals. 
__________ inaccurate aeuuring devices, 
__________ self cm deficits, 
__________ thing and aeasuring at ho1e. 
__________ inability to retain inforution given. 
__________ !ailure to take responsibility for self, 
__________ decreased range of 1otion, 
__________ ineffective coping aechanisu. 

_________ disbelief that ■eds will help. 
__________ anxiety induced narrowing of perceptions. 
__________ patient not understanding or questioning orders. 

_____ stress at the ti1e of instruction. 
__________ inability to co1prehend. 

4. POTENTIAL FOR LOSS OF CONSCIOUSNESS related to: 
__________ inadequate knowledge of injury co1plications, 
__________ severe an1ietJ, 
__________ attention seeking behavior. 
__________ decreued cop inc aechanins. 
___________ decreased self estee1. 

5. INABILITY TO FOLLOW DIRECTIONS related to: 
__________ anger. 

__________ lack of understanding of directions. 
__________ knowledge deficit. 
________________ language barrier. 
__________ lack of aupport at hoae. 
__________ preconceived ideas. 
______________________ altered coping aechanisu. 
__________ lack of self eaten. 
__________ i1paired perception of benefit/reward. 
___________ inability to understand disease process. 
__________ nonco1pliant behavior. 
__________ lack of understuding of 1edical ter1inology. 

1 i1ited reaources. 
_________ _,oor ,ttention apan. 
__________ i11co11ve11ie11ce. 

---------- __ i1practicalit1. 
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6. UNCONTROLLED ANGER related to: 
__________ _.rief. 
__________ m.l or iaagined i11jur7 to body and/or soul. 
__________ rear or aniiet7 regarding treat■ ent. 

__________ being restrained. 
_________ acting out. 

__________ decreased coping 1ecb&ni111. 
__________ denial. 
___________ _.erceived discri ■ ination. 

__________ lack or adeqU1te support ■ecbanisu. 

_______ __,overlessness over enviro111ent control. 
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__________ inability to cope vitb i ■pending treahent without additional infor■ation. 

? • UNCONTROLLED CRYING related to 
----------~erceived poverleuness over life events. 
__________ uncontrolled anxiety. 

_______ _.,rief. 
__________ rear vithout previous trauu. 
__________ lack of coping ■echanine. 

_______ fear of the unknown. 
__________ anxiety. 
__________ fear of fnih reprisals. 
_______________ hysteria. 
__________ anger. 
__________ rear or pain. 

_________ invasion of child's space. 
__________ guilt feelings. 
__________ -sanic. 
__________________ worry over fuily'1 reaction to illness. 
__________ attention seeking. 

8. DENIAL related to: 
__________ grieving. 
__________________ inability to understand or lack of knowledge of disease process. 
__________ lact or understanding of discharge diagnosis. 
__________ lack of knowledge of bodily functions. 
__________ fear of death. 
__________ fear of outco ■ e. 

__________ _.owerlessness over diagnosis, 
_________ threat of altered bodJ iuge. 

__________ fear or perceived or real lou of function or control. 
__________ knowledge deficit of treat■ent. 

perceived atigu of diag1101is. 
________ inabilitJ to co■prehend true situation. 

__________ lack of available infor■ation 1ourcu. 
________ inability to cope vith i1plicati0u of sJ1pto1e. 



9. FKAR OF lNADEQUm TRKATIIENT related to: 
__________ lack cf patient education. 
__________ lack cf knowledge. 
__________ 1isinf0ruti0n provided by laypersons. 
__________ reu cf s0ci0econ01ic loss resulting fro1 injuries. 
__________ knowledge deficit of expected treahe11t. 
__________ fur of vaiting long periods of ti■ e before tre&hent begins. 
__________ lack of understand.ing of procedures. 
_________ _,.erceived seriousness cf illness or injur-7. 
__________ inadequate aedical knovledge. 
_________ _,erceived pawerlennen over aituati011, 
__________ sense of loss of control. 
__________ igncunce of health practices. 
__________ knowledge of being in a mll hospital. 

_lack of understanding of needed ED teats. 
__________ 111xiety of being & victi ■• 

__________ being unfniliar with tbe ■edical setting. 

10. INCREASED PAIN related to: 
__________ anxiety. 
__________ b7steria. 

______ denial. 
__________ lack or knowledge of treatlent regi ■ e which increases anxiety. 
__________ feu. 
________________ _,position. 
__________ ineffective coping. 
__________ reatl enness. 
_____________________ nonc011unicati0n cf 171ptou. 
__________ failure to c01pl7 with treahent regise. 
__________ riot allowing oneself to relu. 

_____ lack cf knowledge as to cause cf pain, 
__________ failure to follow directions, 
__________ inability or unvilling11es1 to eaploy relaution techniques. 

________ i1paired ■obility resulting fro ■ illnm/injur7. 

11. INEFFECTIVE INTRAFAMILY SUPPORT related to: 
____________ nonco1pl ianl fa■ i17 ■uber. 
__________ feu of not being truted. 

_________ abusive parents. 
__________ fur of not underetanding info rut ion. 
_________ _roor interper1011al relations. 
___________________________ inadequate support s1ste1. 
__________ inadequate coping strategies. 

________ inability to co11unicate vith each other. 
__________ overvhehing anxiet, or fuil, 1e1bers. 

________ fa■ i}J's buic lack of knowledge. 
_______ fa1il1's state or denial 

__________ uncontrolled anger. 
__________ breakdown in h1i17 unit. 

----------------- inabil itJ to follow directions. 
. ________ inabilit7 to cope vitb changes in lifestyle required by injurJ/illnm . 
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12. POTENTIAL FOR NONCOMPLIANCE VITH VERBAL AFTERCARE INSTRUCTIONS related to: 
___________ lov priority given to co11Biatent bu.1th uinten&nce. 
___________ lack if understanding. 
___________ ina.bility to understand verbal instructions. 
___________ la.ck of genera.! howledge. 
__________ -¥atient 11 la.ck of willingness to pa.rticipa.te in ovn ca.re. 
___________ sensory over load. · 
___________ denial. 
___________ bud of huring. 
___________ no {uih support in ED. 
___________ ! i ■ ited perception. 
___________ lang0&ge b&rrier. 
___________ inadequate knowledge of ■edical protocols. 
___________ did not listen to instructions. 
___________ una.uilability of resources. 
___________ ,a.nger about long va.its in ED. 
___________ self care deficit. 
___________ lov self estee ■, 

__________ inabilitJ to proble ■ solve long ten. 
___________ la.ct of co ■ prebension. 
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___________ resolution of i11ediate proble1 ud lad of perception of any further needed care. 
___________ lack of understanding of treatlent regim1. 
__________ apathJ. 
___________ hostility tova.rd caregivers. 
__________________ anger, 

n. PQTENTrAL FOR RAPE-TiAUHA SYNDiOHE related to: 
___________ no follow-up cue, 
___________ i11effective intrafuilJ support. 
___________ lack of couunication. 
___________ denia.l. 
___________ crying. 

_________ nervousness. 
___________ altered self concept. 
___________ low self eslee ■, 

___________ iuature attitudes toward& se1uality. 
-------"---___ lack of a.vailable counseling. 
___________ children returned to the sue environ1ent vitbout pucbologica.l support. 
___________ fuih/significant others fa.ilure to resolve crisis. 
___________ fear of di1eue. 
___________ pregnancJ. 
___________ inadequate follow-up. 

14. POTEHTIAL FOR SBLF·CAiE DEFICIT related to: 
___________ lack of knowledge regarding disease procen. 
___________ need to care r or otbera at hoae. 

lack of f uilJ support. 
___________ ineffective coping and dependency nHds. 
___________ laci of knowledge of area 1 li oul-patient ruources. 
__________ fear. 



__________ nonco■pli&nce. 
__________ inabilit1 to understand aftercare i111tructions. 
__________ i ■paired 1obilit7. 
_________ _,roor 1elr estee■• 
__________ increased veaheu Cm injur1/illneu. 
__________ .an1iet1 induced narrowing of perceptions. 
__________ rear of reinjury. 
__________ .hovledge of Colt 1ethod1, 

15. POTENTIAL DISTURBANCE IN SELF-CONCEPT related to: 
__________ hck of available resources. 
__________ lack or respo11sibilit1 of ovn health care. 
__________ .lack of hovledge about illnen/injury. 
__________ rape trauu s1ndro1e. 
__________ denial. 
__________ low 1el! eatee■ . 

___________ ina.bilitJ to accept dia.gnosis. 
_________ -rerceived soci&l stigu auociated vith condition. 
__________ inabilitJ to cope with role cha11ges within fuih structure. 
__________ cba.nges in self iuge due to injury/illness, 

16. INABILITY TO PROBLEM SOLVE related to: 
__________ anxietJ 

I 
depresaion. 

__________ lack of educa.tion. 
__________ low seH·estee■, 

__________ in&dequate problea 101,ing stills. 
_________ _.rieving. 

_______ fear. 
__________ feelings or powerlessness. 
_________ _,.atie11t's 1011 of i11dependence. 
___________ ge11eral inability to ptoblea solve. 

________ knowledge deficit. 
__________ ina.bilitJ to care for oneself. 
__________ di1inisbed cognitive skills. 

__________ la.ct or support 11ste1s. 
__________ lack of experience. 
__________ not noting to participate in actual proble ■ solving procen. 

_________ poor coping aechanine. 

11. POTENTIAL FOR VIOLENCE re lated to: 
_________ ___rerception of poverlu111ess. 
__________ .anxiety, 

____ attention getting behuior. 
__________ .sel! uger. 

_____ ,ltered self concept. 
_________ decreued copinc stills. 

__________ negative role ■odels. 

_______________ denial. 
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__________ lack of knowledge of routine. 
__________ lack ol control over situations, 
__________ grief. 
___________ inabilitr to cope with i1pe11di11g treataent without additional inforution. 

18. CHILD'S FAILURE TO COOPERATE VITH mmm related to: 
___________ fear of the unknown. 
___________ fear of pain. 
__________ u1iet7. 
___________ hrsteria. 
__________ __,erceptions of powerlessness. 
__________ _.arenta refusal to control child. 
__________ child abuse. 
__________ __.arents inability to process instructions. 
___________ lack of understanding of the treatlent br the child. 
__________ _rarents fear and hrsteria. 
___________ parents 1isperception of child's actual pain or disc01fort. 
__________ _,.&rents lack of understanding and knowledge, 
__________ _,oar parenting skills, 
_____________ _prehospital learned fear. 
__________ _ruents uting treataent 1ee1 u 1 punish1ent. 
__________ __,arenta failure to prepare and eiplain. 
___________ fear of 1edical personnel. 
___________ i1uture coping skills. 
___________ fuilies inadequate knowledge of bov to couunicate concerns in 

injurr/illness situation. 

19. UMREALISTIC FEAR OF IMPENDING TREATMENT related lo: 
___________ lack of uplanation. 
___________ lack of knovledge of diseim process and relationship of treatlent, 
__________ inappropriate infouation either perceived of actual. 
___________ anxietr about outcoae. 
___________ lack of fuily support. 
__________ failure to listen to etplanation. 

___________ no previous ED experience. 
__________ 1isconception of EDS. 
__________ inaccurate knowledge of ED procedures. 

20. POTENTIAL INJURY TO A CHILD related to: 
___________ neglect. 
__________ lack of supervision. 
___________ iudequate support 1yste1 in fuily. 
__________ in,dequate parental attention. 
__________ inability of parent to cope vitb fuilr etress. 
__________ parental apathy. 
__________ child abuse. 
__________ parents inability lo effectively priorilite. 
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__________ hck or education of parents. 
_________ --zarent&l iauturity. 
__________ in&dequate instruction to parents by 1t&ff about dangers in ED. 
__________ child's lack of understanding, 
__________ untreated severe anxiety/stress with 110 outlet for release. 
__________ failure of parents to change behavior or e11vironae11t. 

21. IKPAIRBD VERBAL COMMUNICATION related to: 
__________ language barrier. 
__________ rear. 
__________ use of jargon, slang, or aedical teras. 

22. POTENTIAL POi COMPLICATIONS related to: 
__________ 1011 priority given health uintenance, 
__________ noncoapliance, disregard for self. 
__________ in&bil ity to underst&nd &ftercare instructions. 
_________ -ratient 1 11 lack of willingness to p&rticipate in 01111 care. 
__________ ,pa thy. 
_________ _..roor nutrition,! st&tus. 
__________ language barrier. 
__________ patient not taking aftercare instructions seriously enough. 
__________ in&dequate aeans of follow up. 
__________ anxiety induced narrowing of perceptions. 

_________ belief in felt 1edicine. 

23. CHILD ABUSE rel1ted to: 
__________ lack of societal and fuih support systeu, 
__________ parents inabilitJ to provide safe enviromnt. 
__________ hck of basic p&renting skills. 
__________ inadequ&te supervision of child by others. 
__________ unreleued stress. 

24. POTENTIAL NONCOMPLIANCE VITB MEDICAL REGIMEN related to: 
__________ inabi I ity to prioritite infor ■ ation and assi1ilate it's usefulness, 
_________ _,_oor self iuge, 
__________ lack of adequate infom.tion given out in the first phce. 
__________ lack of underst&nding of initial instructions. 
__________ denial of severity or illnm/injury. 
__________ inability to understand 1edical regiaen. 
__________ !&et of obtaining inforution !self-1otivation). 
_________ __,,tient's lack or villingnen to participate in ovo care. 

________ apathy due to prolonged debilitating illam/injuries 
requiring ujor lire style changes. 

__________ uncert&inty of where to get inforution. 
__________ 1istrust of care providers, 
__________ lack of clarit1 of inforaation. 
__________ hnguage barrier. 

_________ lack of support s1steu. 
__________ lack of educ&tion. 
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___________ lack of knowledge of long-ten consequences. 
___________ apathy, 
___________ unrealistic npectat ions. 
___________ iubilitJ to change froa previoualJ established use o[ health care practices-

(inappropriate use of ED u priaarJ care setting!, 
___________ resolution of i11edi1te proble1 and lack of perception, of i1p0rt&nce of aedical 

regi1en. 
___________ uncerhin as to purpose of aedicine and vhat aide effects aight be np.ected. 
-----------ratients disagree■ent vith regiae as prucribed. 
____________ hostility tovard authority figures. 
__________ an1iet1 induced nuroving of perceptions. 

___________ distrust of aedicine. 
___________ inabilitJ to concentrate on instructions given in ED, 
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ADDITIONAL NURSING DIAGNOSES REPRESENTING THE INDEPENDENT ROLE 

1. SEVERE ANXIETY related to: 
___________ fear of perunent injury. 
___________ inability to cope vith fuily/personal affairs. 
___________ inability to cope vitb life events. 
___________ fear of the unknown. 
___________ unable to understand directions. 
___________ inability to process additioul infonation. 
___________ decreased conunication skills, 
___________ altered coping 1ecbani11s. 
___________ fear or pain. 

________ inadequate knowledge of health proble1s, 
__________ -rover lessness. 
___________ u.nrealistic concept of illness and expectation of treat■ ent. 

__________ knowledge deficit of treataent. 
___________ lack of adequate e1plan1tion by staff. 
___________ e ■barrassaent, 

2. POTENTIAL FOR INFECTION related to: 
__________ _..atient knowingly not taring care of wound. 
___________ nonco■pliance in taking antibiotics. 
_________________ nonco1pliance vith instructions. 
___________ ina.dequ1te knowledge of ha.sic round ca.re and cleanliness. 
___________ inadequate 1otivation. 

denial of severitJ of wound. 
___________ willful nonco■pliance vith vound care instructions. 
___________ inadequate acceu to necessities for post tuuu care. 
___________ lack of help at ho1e. 

__ lack of supplies. 
__________ -roar hygiene ha.bits. 
____________ inadequate knowledge base. 

i1paired skin integrity. 
___________ inability to procure necessary supplies. 

______ a.n1iety induced inability lo recall inCorution given. 
___________ ina.deguate knowledge regarding tranuission of disease. 
___________ unrealistic e1pectations of 1edical 1ta.ff to provide cue. 
____________ inexperience with new or difficult probleu. 
___________ self care deficit in good hygiene. 

3. POTENTIAL FOR INCORRECT MEDICATION USEAGE rehted to: 
___________ denial of aedical condition necessit&tinc ■ edica.tion. 

_______________ increased a111iety which decreased learning, 
__________ _.rersona.l changing of douges. 
___________ 1lop t,Hng ,!ler feel better. 
____ , _______ aDiietJ, 
___________ ina.dequ,te knowledge bue. 

_________ nonco1pl iance, 
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___________ incorrect advise fro■ la7 people. 
___________ inadequate knowledge of therap7 goals. 
___________ in1ccurate aeuuring devices. 

_________ self care deficits. 
___________ ailing and 1euuring at hoae. 
___________ inabilit7 to ret&in infonation given. 
___________ failure to take rupon1ibilit1 for self. 
___________ ineffective coping ■echanisu, 

___________ disbelief that aeds vill help. 
___________ anxietJ induced urroving of perceptiou. 
__________ _.atient not understanding or questioning ordera. 
___________ ,tress &t the ti ■ e of instruction. 
___________ iubilitJ to coaprebend. 

4. POTENTIAL FOR LOSS OF CONSCIOUSNBSS re lated to: 
___________ inadequate knowledce of injury coaplications. 
___________ aevere antiet7. 
___________ decreued coping aecbuisu, 
__________ decreased ael( uteea. 

5. INABILITY TO FOLLOV DIRECTIONS related to: 
____________ &nger, 
___________ Jack of understanding of directions. 
___________ knowledge deficit. 
____________ lack of 1upport at hoae. 
__________ _,reconceived ide11. 

_______ altered coping aecbaniua. 
____________ hct of 1elf eaten. 
___________ i1p1ired perception of benef it/rewud. 

_______ inabilitJ to uoderstud disease proceu. 
___________ noncoapl i&nt behavior. 
___________ lack of understanding of udical tenioology. 
_____________________ _} iai ted resources, 
___________ poor attention 1pan. 

__________ intODVCD ience. 
___ iapucticalitJ. 

6. UNCONTROLLED ANGER related to: 
___________ crief. 
___________ fur or u1iet7 regarding truhent. 
___________ being restrained. 
___________ acting out. 
___________ decreued coping aecbani111. 
__________ denial. 

___________ perceived discri1ination. 
___________ laci of 1dequate 1upport 1ecb1Di111. 
_________________ powerlessness over environaent control. 
___________ inabilitJ to cope vith ilpending treahent without additional inforution. 
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7. UNCONTiOLLED CUING related to 
__________ _,erceived ponrlenneu over life events • 

. ________ uncontrolled a.uiet7. 
__________ _.,rie!. 
__________ !ear without previous trauaa.. 

________ la.ct of coping 1ecba.ni1u. 
__________ rear of the unknown. 
__________ a.n1iet7. 
___________________ fea.r or fuih reprisals. 
__________ anger. 
__________ rear or pain. 
__________ invuion or child's space. · 
__________ guilt feeling,. 
__________ _, a.nit. 

_worr7 ovH fnih's reaction to illness. 
__________ a.ttention seeking. 

8. DENIAL rehted to: 
__________ grieving. 
______________ inabilit7 to u11der1ta11d or lack of knowledge of disease proceu. 
__________ lact of understanding of discharge di1gno1ia. 
__________ la.ck or knowledge of bodih functions. 
_________________ powerlessness over diagnosis. 
__________ threat of altered bod7 iuge. 
__________ fea.r of perceived or real lou of function or control. 

________ knowledge deficit of trea.hent. 
__________ ..zerceived 1tigu of diacn01i1. 
__________ ina.bilit1 to co1prehend true situation. 

---------------- lact of available inforution sources. 
__________ i111bilit7 to cope vith i1plications of 111ptou . 

9. YEAR OF lNAOKQUATE mmKNT rela.ted to: 
____ , ______ lack of patient education. 
____________________ _lack of knowledge. 
__________ 1isinforution provided by la7per1ocs . 
__________ fear or socioecono1ic 1011 resulting froa injuries . 
______________________ Jnovledge deCicit of upected treat1ent. 
__________ fear of vaiting long periods of tiae before trutaent begins. 
__________ laci of underat&ndinc of procedures. 
__________________ perceived eeriousneu of illness or injurJ, 
__________ inadequte aedie&l tnovJedge . 
__________ perceived powerleuneu ower situation. 
____________________________ sense of lon of control. 
__________ icnonnce of hulth pucticn. 
__________ kDowledge of being in, 11111 hospit&l. 
________________________ _lack of underat&nding of needed KO tesla . 
__________ u1iet7 of beinc , victi ■. 

___________ bdng unfa■ iliar vitb the aedical aetliag . 
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10. INCiKASED PAIH related to: 
__________ anxiety. 
__________ denial. 
__________ lack of knowledge of treataent regiu: vhich increnes anxiety, 
__________ fur. 
_________ __rosition. 
__________ ineffective coping. 
__________ rutleuness. 
__________ nonco11unic&tion of BJlptou. 
__________ failure to co1ply vith trut1ent regi1e. 
__________ not allowing oneself to relu. 
__________ lack of hovledge II to cause of pain, 
__________ failure to follov directions. 
__________ iubilitJ or unvillingneu to e1-plo7 rel&ution techniques. 
__________ i1paired 1obility resulting Cm illness/injury. 

11. INEFFECTIVE INTRAFAMILY SUPPOiT related to: 
__________ fear of not being treated, 
__________ fur of not understanding infomtion. 
_________ -..roar interpersonal relations. 

inadequate support 171tea. 
__________ iudequate coping 1tutegies. 
__________ inability to eonunicate vilh mh other. 
__________ overvhehing anxiety of fuih 1e1bers. 
__________ !&1i17 1

1 baaie laci of knovled1e. 
__________ f&aih's state of denial 
__________ uncontrolled anger. 
__________ breakdown in haih unit. 

____ inability to follov direetim. 
__________ in&bility to cope vitb changes in l ifut7le required by injur7/illnm, 

12. POTENTIAL FOi NONCOMPLIANCE VITB VU.BAL AFTUCARE INSTRUCTIONS rela.ted to: 
__________ lov priority given to consistent health uintena.nce. 
__________ lack if understanding, 
__________ inability to understand verbal instructions. 
__________ lack of general knowledge, 

. __________ patient's lack of villingnese to participate in own care. 
__________ 1ensor7 overload. 
__________ denial. 

________ no fuil y support in ED. 
__________ li1ited perception. 
__________ inadequate knowledge of aedica.l protocoh. 
__________ did not listen to instructions. 
__________ unavailability of resources. 
__________ anger about long nits in ED. 
__________ self care deficit. 
__________ low 1elf estcea. 
__________ inabilit, to probln tohe long tera. 
__________ lack of co ■prcheDBion. 
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__________ resolution or i11ediate prob!ea and hct of perception of 1117 further needed care. 
__________ lack of underatanding of treataent regiaen. 

_____________ apathy. 
__________ bo1tilit1 tovard caregi,ers, 



__________ uger. 

13. POTENTIAL FOi iAPE-tiAUU SYNDROME related to: 
__________ no follow-up care. 
____ _;_ _____ ineffective intufllilJ support. 
__________ lack of co11unication. 
__________ denial. 

__________ crying. 
__________ nervousness. 
__________ altered self concept. 
__________ low self esteea. 
__________ iauture attitude& tonrds 1nu11it7. 

lack of uailable counseling, 
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__________ children returned to the u1e environ1ent without psycbologic&l support. 
__________ fear of discue. 

_______ inadequa tc fo 11 ow-up. 

14. POTENTIAL FOR SELF-CARE DEFICIT related to: 
__________ lack of knowledge regarding disease proceu. 
__________ need to care for others at hoae. 
_______________________ ineffective coping and dependenc7 needs. 
__________ l&ck of hovledge of area'• out-patient resources. 
__________ fear. 
____________ nonco1pl iuce. 
___________ inabilitJ to underatud dtercare instructions . 
____________ iapaired 1obilit7. 

--------~oor self estee1. 
________ increued weakness fro1 injur7/illnen. 

_________ an1iet7 induced narrowing oC pcrceptiou. 
__________ fe&r of reinjur7. 

________ knowledge of f olt 1cthod1. 

15. rommL DlSTUiBANCK IN SELF-CONCEPT related to: 
lack of available reaources, 

_______ lack of responsibility of ovn health cue. 
___________ la.ck of knovledfe about illnc11/injur1 . 

denial. 
___________________________ _low self estee1. 
___________ inability to accept di,gnosis . 

__________ perceived social 1tigu associated with co11ditio11 . 
__________________________ inability to cope with role changes within fa1ih structure, 
__________ chuge1 in aelC iuge due to injur7/i1lne11. 

16. INABILITY TO PROBLEM SOLVE related to: 
________ 1uiet7, depreuion. 

____ low aelf-esteea. 
___________ inadequate problu 10hing 1iilh, 
__________________ , r in ing. 
____________________ (ear. 
___________ feelings of powerle11ne11. 
______________________ patient' 1 lou of independence. 



__________ geoeral iubilit7 to proble■ 10he. 
__________ knowledge deficit. 
__________ inabilit7 to care for oneael!. 
____________________ lack of experience. 
__________ not wanting to participate in actu&l proble ■ aching proceu. 
-----------soor coping ■echani111 . 

17. POTENfUL FOi VIOLENCE related to : 
__________ -zerception of poverlu111e11. 
__________ an1iet7. 
__________ attention getting behavior. 
__________ self anger. 
__________ altered self concept. 

_________ decreued copinc stills. 
__________ negative role ■odels. 

__________ denial. 
____ lack of hovledge of routine. 

__________ lack of control over situ&tions. 
__________ grief. 
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______________________ inability to cope with i■pending lrut■ent without additioul intonation. 

18. CHILD'S FAILURE TO COOPERATE VITB mmm related to: 
__________ fear of the unknown. 
__________ fear of pain. 

, _________ anxiet7. 

-----------rerceptiona or powerleuneu. 
___________ parents re(uul to control child, 
__________ parents inabil it7 to procees iutructioH. 
___________ l&ck of underatandinc of the tmtaent b7 the child. 
________________ parents fur and hateria, 
__________ parent. ■ isperception of child'• actual pain or diacolfort. 
----------~arent1 lack o! 1111deuta11di11g ud hovledge. 
_____________________ poor parenting 1iilh. 
___________ prehospital learned fear. 
__________ parents uting treatlent 1ce1 u a puni1b1ent. 
____________________ parent, failure to prepare and explain. 
__________ fear of aedical personnel. 
_____________ iuature copiog skills. 
___________________ f uilies i111deqaate how ledge of bov to eonuoicate co11crn1s in 

i11jur7/ilhe11 1ita1tion. 

19. UHEAL[STIC FEAR Of IKPEIIDING mmm related to: 
__________ laci of e1plaution. 

________ lad or tnowledfe or di1eue procen a.nd relationship of trea.t■nt. 
__________ inappropriate illforution either perceived of actual. 
_______________________ anxiety about outco■ e. 
__________ failure to listu to nplaution . 
__________ no prnious ED experience. 

--------------------------• i sconception of EDS . 
__________ inaccurate knowledge of ED procedures. 



20. POTENTIAL INJUiY TO A CHILD rehted to: 
__________ neglect. 
__________ lact of npervilion. 

________ inadequate support 111te1 in f uih. 
__________ inadequate parental attention. 
__________ inability of parent to cope vith h■ilJ 1tre11. 

parental apathy. 
----------~arenta inabilitJ to effectively prioritize. 
__________ lack of education of parents. 

__________ _,parental i■ uturitJ, 

__________ inadequate i111truetio11 to parents b7 staff about d1ngen ill BO. 
__________ child I I lack of undentandinc, 
___________ untreated severe 1111iet7/1tre11 with no outlet for releue. 
__________ failure of parents to change behavior or enviro111ent. 

21. IIPAIR&D VEiBAL COMMUNICATION related to: 
__________ fear. 

, ________ use of jargon, alang, or ■edical ler11. 

U. POTENTIAL FOR COMPLICATIONS re lated to: 
__________ _low prioritJ given health uintenance. 
__________ noneoaplianee, disregard for aelf. 
___________ inabilitJ to undmland aftercare instruction,. 
----------~atient', laci of willingnesa to participate in own care. 
__________ apath7. 

_______ poor nutritional 1tatu1. 
___________ patient not taiing aftercare iutructione seriouah enough. 
__________ inadequate 1u111 of follow up. 
_____________________ auiety induced narrowing of perceptioDB, 

____ belief in foli 1edieine. 

23. CHILD ABUSE related to: 
__________ parent. inabilitJ to provide uh enironaent. 
______________________ lack of basic pmnting skills. 
__________ inadequate 1upervi1ion of child bJ other,. 

unre leaaed 1tre11. 

14. POTENTIAL NONCOMPLIANCE VITH nDICAL UGim related to: 
___ i11&bilit1 lo prioritir.e inforutioo 111d 111i1il&te it 1 1 usefulness. 

____________ poor ae l f iuge. 
___________ lack of adequate inforution given out in tbe fiut place. 
________________ lack of understanding of initial intructio111, 
__________ denial of aeYeritJ of illness/injurJ. 
___________ inabilitJ lo undmtud aedical regi1e11. 
________ , ___ lack of obtaininc inforution (1elf-1otivatio11J. 

_patient', lack of 11illincne11 to participa~ in 0111 care. 
__________ apatbJ due to prolonged debilitating illneu/injuries 

requiring ujor life 1t1le ebancea. 
____________ uncertaintJ of vbm to get inforution. 
__________ ■ istrust of care provideu. 
________________________ lad of claritJ or inforulion. 

188 



__________ hck of support 11steu, 
__________ lack of knowledge of long-ter■ con1eque11ce1, 
__________ apathy. 
__________ unrealistic upect&tiona, 
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___ iubilit7 to ch&nge fro• prnioush eat&blished use of health care practices·· 
(i111ppropriate use of ED u priury care setting I. 

__________ uncertain u to purpose of 1edici11e and wh&t side effects ■ ight be expected, 
__________ p,atients diugreuent with reci■e as prescribed. 
__________ hostility toward authority figures. 
__________ .1n1iety induced narrowing of perceptions. 
__________ diatrust of ■edicine, 

__________ inability to concentrate 011 iaatructiona given in ED. 
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