Key steps to completing an assessment

1. Review the client chart.

« Client data has been recorded under the tabs labeled Initial Assessment, Labs,

and Medical Management.

2. Link or“cluster” data items relevant to a nursing diagnosis.

+ Activate the relevant data by clicking on it. The data should then appear

italicized.

+ Click the corresponding or matching Framework Category.

3. Perform a virtual exam.

* Click the Exam button on the
navigation bar.

* Follow the on-screen directions
provided.

4. Identify collaborative problems.

« Activate the relevant data by
clicking onit.

* Click the Collaborative Problem
button.

+Type in a Collaborative Problem
and click Confirm.

5. Conclude assessment.

+ Confirm that all steps have been
completed.

+ Click the Select Diagnosis button.

1. Review the data linked to the Framework Categories during the assessment.

2. Select the Nursing Diagnoses.

+ Compare the linked data with the defining characteristics of the possible

diagnoses.

« Select items from the linked data text that support each diagnosis.

+ Confirm the diagnosis, if appropri-
ate, and repeat for each Frame-
work Category.

Note: You can create multiple
diagnoses within each framework
category.

« Enter an etiology for each
diagnosis selected.

3. Prioritize the diagnoses.

* Review the selected Nursing
Diagnosis and if more than one,
prioritize the diagnosis list,
giving the highest priority to the

Figure 1. Viewing the patient data linked to the
various framework categories.
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Figure 2 - Making a Nursing Diagnosis
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Click a Diagnosis to select it. Click OK.
Activity Intolerance

Activity Infolerance, Risk far

Airvway Clearance, Inefiective

Bed Mobility, Impaired

Decreased inspiratory/expiratory pressure; decreased minute |-
ventilation; use of accessory muscles to breathe; nasal flaring;
dyspnea; altered chest excursion; shortness of breath;
assumption of 3-point position; pursed lip breathing;
prolonged expiration phases; increased anterior-posterior

g Patter
Cardisc Output, Decreased diameter; respiratory rate (adults [ages 14 or greater] <11 or

Development, Risk for Altened
Disuse Syndrome, Risk for
Diversional Activity Deficit
Dysreflexia, Risk for Autonomic
Dysreflexia

Failure to Thrive, Adult

Fatique

diagnosis that requires immedi-
ate attention.

* Click the Care Plans tab.

24, infants 25 or 60, ages 1-4 <20 or 30, ages 5-14 <15 or 25);
depth of breathing (adults VT <200ml or 500 ml at rest, infants
-8 mifkilo); timing ratio; orthopnea; decreased vital capacity




Key steps to selecting the Care Plans

1. Review the list of indicated Nursing Diagnoses.

+ Use the drop down menu labeled Nursing Diagnosis.

+ Develop a care plan for each diagnosis.
Figure 3 - Selecting Care Plans in a DxR in Nursing

Practice case. 2. Create a Care Plan for each diagnosis.
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. Review the data under the Progress ta

- Enter observations from the progress ass

Figure 4 - Reviewing a client progress report

3. Link data pertaining to the Outcomes.

1/19 at 0800
Connie has been assessed every four hours for breathing and chest expansion. She s
requires continuous oxygen to maintain a saturation level above 92%. Nursing progrey . :
indicate that her breath‘i"r?g continues to be difficult and coughing painful and r?irelygpm ‘\.féta(:l)?:llg\njsl:':(ne\:tsheet
She has been reluctant to use her spirometer or do any coughing and deep breathing

exercises. Her vital signs have improved. She is tolerating her IV vancomycin and has received
‘acetaminophen every 4 hours around the clock, although she has not taken acetaminophen
today because her fever is down. She is drinking water with encouragement and taking ice
chips well.

Nursing Notes

RESPIRATORY THERAPY PROGRESS NOTES 1/18 at 2200

Using nasal oxygen continuously and tolerating aerosol medicated breathing treatments well
with minimal increase in pulse rate. C/0 nausea after acetylcysteine (Mucomyst). Small amount
thick, dark yellow sputum produced. Oxygen saturation stable at 92% on 3 liters. Is reluctant to
use spirometer. Wheezing has diminished considerably since admission. Crackles clear with
deep breathing. Rhonchi present, cough weak. Chest expansion slightly better on right side.

ps for Progress & Evaluation

b.

. Review the nurse-client audio scenario.

essment in the Nursing Notes page.

+ Select the correct Current Diagnoses/Outcome Items from the pull-down list.

* Review the Labs and Medical
Management tabs if they become
active.

« Activating data will italicize the
selection.

4, Review outcomes for all diag-
noses and click the Nursing Dx List
tab to revise the care plan.

+ Add diagnoses or mark current
diagnoses as resolved.

5. Revise Care Plans for ongoing
diagnoses and create new Care
Plans for new diagnosis.

6. Click Implement All Plans to
continue.



