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Abstract

Given the broad acceptance for the need to develop middle-range theory to support nursing practice, nursing scientists must consider how to proceed with dispatch to develop these theories. This article suggests using the concepts in the newly developing taxonomies of nursing knowledge as the building blocks for these theories. Taxonomies of nursing diagnoses (NANDA), nursing interventions (NIC), and nursing outcomes (NOC) can speed the construction of the theories needed for nursing practice.


  To argue that nursing must intensify middle-range theory development will not shock or even surprise nursing scholars in 1996. The discipline of nursing has accepted middle-range theory as the next step in knowledge development, just as it accepted the need for multiple epistemological approaches. What must now be discussed is how best to proceed with the task that will provide the substantive structure of our discipline. The substantive structure encompasses the "what" of the discipline's knowledge, the central concepts, the meaning of these concepts, and, most importantly for practice, the relationships among the concepts.

  Before proposing a new approach to middle-range theory development, however, we will make clear our current theoretical stance. Development of middle-range theory is a step in the history of growth in nursing knowledge. We will first briefly outline that history. While calls to develop middle-range theory sound clearly from all corners, the definition of middle-range theory is less clear. Therefore, we will offer a definition and work within that definition to describe the contributions of taxonomies of nursing knowledge to the development of theory.

  Our earliest theories, conceptual models, emerged in the late 1960s to early 1980s as efforts to define the discipline and foster curricular reform. Although these models were historically essential in nursing's articulation of its identity, they evolved parallel to, rather than interwoven with, research. [1,2] These models were statements of nursing philosophy and ideology but were not knowledge that could be applied directly in practice. They were somewhat distant from the world of nursing practice and were neither developed from nor tested through research. Nursing theory as a type of knowledge in that era was often considered by both practitioners and researchers to be too abstract to be useful. As others have noted, nurses seemed to believe that to be theory, the knowledge needed to be obscure and lack immediate use and meaning. [3] Therefore, theory was relegated to a place separate from research knowledge and practice knowledge. While the models are sometimes still selected by schools and hospitals as organizing frameworks, they do not drive practice, nor do they serve as frameworks for significant research programs.

  Based on a survey of curricular commonalities in baccalaureate schools of nursing, [4] nursing scholars identified four common constructs (man-human, health, society-environment, and nursing) and presented them as the metaparadigm of nursing. [5-7] Scholars gratefully accepted this paradigm for nursing, in large part because perspectives in the philosophy of science had made achievement of disciplinary status contingent on having a paradigm. While these concepts specified four phenomena of central importance to nursing, they are central to other health care disciplines as well. As a result, they have not had great usefulness for knowledge development specific to nursing. They are too large, too all-encompassing, and too abstract. At its best, the metaparadigm of four central concepts provided a rationale and mechanism for the discipline to move beyond the conceptual models. [8]

  The developmental stage that produced the conceptual models and grand theories was a necessary one, but the goal of developing research-based knowledge for practice was not yet reached. Nurse practitioners and researchers continued to largely ignore nursing theory in their work. Reviews of research articles conducted to identify the nursing theory underpinning the research found that few of the studies were related to nursing theory. [9,10] Part of the inattention to theory-testing research derives from the researchers' training; however, part is derived from the lack of testability of the "grand" theories of nursing. [11]
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  RECENT DEVELOPMENTS IN NURSE THEORIZING

  Recently, theoretical work has become more tightly integrated with research, as middle-range theories are used to frame investigations and as these theories are refined on the basis of research results. Middle-range theory, when developed from research and thoughtful consideration of practice and tested by research projects, represents the most valid and useful type of knowledge available in nursing and other disciplines. [12]

  Middle-range theories were first suggested in the discipline of sociology and were introduced in 1974 to nursing. [13] Early in the development of sociology, scholars constructed large theories that attempted to differentiate sociology from other disciplines and to explain all of social phenomena with one effort. Merton [14] proposed that middle-range theories be used to guide empirical inquiry. Middle-range theories lie between the very general grand theories, which were too remote from specific classes of behavior to account for what is observed, and microtheories with detailed orderly descriptions of particulars, which are not at all generalized.

  Merton [14] suggested that the search for the perfect grand theory led to a multiplicity of philosophical systems in sociology and, further, led to the formation of schools, each with its cluster of masters and disciples. Nursing perhaps has fallen to a similar fate. That is, we became differentiated from other disciplines, but also became internally differentiated not in terms of specialization, as in other sciences, but in terms of schools of philosophy, held to be mutually exclusive and largely at odds. Merton further described the middle-range orientation as one that involved the specification of ignorance. Rather than pretend to knowledge where it is, in fact, absent, the work on middle-range theories expressly recognizes what must yet be learned. Nurses working close to the practice arena can identify these areas of ignorance. Patient problems and likely outcomes without nursing assistance and the effects of nursing interventions on patient outcomes would be the phenomena addressed by theory developed in the middle range.

  There is a time span of approximately 15 years from the introduction of middle-range theories to nursing in the 1970s [13] to the increasing call for development at this level. Earlier labels for theories that address middle-level phenomena included circumscribed theories, factor-relating theories, and situation-relating theories. [15,16] However, the current middle-range theories also have a limitation: Many are not anchored in nursing. Drawn from multiple disciplines, the middle-range theories-such as social support, self-efficacy, uncertainty, or bonding-are independent entities with histories of their own. While useful, they do not cohere naturally within the practice discipline of nursing. There has been no way to anchor them in nursing or assess nursing's contribution to refinement of these theories. [18]

  This article proposes a way of ensuring that the middle-range theories developed fit the discipline for which they were developed, that they explain nursing phenomena in a way that is accessible to practicing nurses. Kim [17] suggested that one of the problems that contributes to the theory-practice gap is the accessibility of theories to the practicing nurse. While the richness of multiple perspectives of nursing phenomena is recognized, the complexity and sometimes conflicting recommendations for practice make the task of applying nursing knowledge daunting. Theory development using concepts close to practice with definitions that are already used in practice would ease the task of applying knowledge.
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  DEFINING MIDDLE-RANGE THEORY

  Middle-range theory can be defined in several ways or left undefined, as is often the case. The most frequently used approach to defining middle-range theory is to list what it is not. Merton's [14] original discussion of middle-range theory consisted mostly in differentiating it from the grand theories and everyday working hypotheses. For purposes of clarity in this discussion and, perhaps, to stimulate further attempts at defining this metatheoretical entity, we offer the following.

  Middle-range theory consists of two or more concepts and a specified relationship between the concepts. The primary function of theory is to explain and predict one phenomenon on the basis of knowledge of another phenomenon. Nursing strives to develop an explanatory knowledgebase that supports clinical decision making. Primarily, this knowledge provides a basis on which to predict the outcomes of our practice decisions. In addition, middle-range theory must address a phenomenon (concept) that is toward the middle of a continuum of scope with the metaparadigm concepts on one end and specific concrete actions or events on the other.

  Back to Top

  Concepts

  The concepts used in nursing theories must be grounded in the reality of nursing's world. To be useful in nursing practice, these concepts must be sufficiently abstract to be applied across multiple settings and with patients with differing problems. Yet they must not be so abstract that they are not useful in understanding the events and situations that nurses encounter. The syntactical developments in nursing in recent years have led to research methods that have increased the likelihood that the knowledge developed would be grounded in the world of nursing and health care.

  Concepts in a middle-range theory must be discrete and observable phenomena. To test theories, there must be some way to compare the predictions of the theory with events in the real world. We do not intend this restriction to imply a return to positivism. However, if we cannot make observations or gather empirical data of some kind about a concept, we cannot test the theory through research. Observation implies the ability to define and capture an aspect of experience through valid and reliable instrumentation. [18] It does not imply that these observations produce quantitative data, nor does it necessarily imply that the observations be purely objective; it does imply that the phenomena be accessible to sensory data of some kind, and that some degree of objectivity or intersubjectivity be present.

  Extensive research in nursing has been focused on concept development. Grounded theory approaches have discovered, defined, and clarified many concepts of relevance to nursing knowledge. The methods developed by Walker and Avant [19,20] and more recently the developments reviewed and built on by Rodgers and Knafl [21] are well accepted by nursing scholars. These efforts are valuable underpinnings to theory development. The nursing taxonomies also contribute to these underpinnings, but in a significantly different way.

  We will consider three taxonomies of nursing knowledge-the Nursing Interventions Classification [22] (NIC), Nursing-Sensitive Outcomes Classification [23] (NOC), and the North American Nursing Diagnosis Association classification [24] (NANDA). While the processes used in constructing each of these classifications differ, all attempt to collect all "concepts" within each of their domains. Approaches to developing each concept-diagnosis, intervention, outcome-before including it in the taxonomy varies, but the goal of identifying all pertinent concepts is shared. The taxonomies have collected and inventoried the major building materials needed to construct nursing theories. Each taxonomy is open for further refinement, but all are currently sufficiently complete to provide the conceptual building blocks for middle-range theory.
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  Relationships

  Using the visual model analogue of a theory, the relationship between concepts in middle-range theories are the horizontal linkages; that is, they must specify a relationship between two separable and distinct phenomena. This relation would ideally be unidirectional and causal, but the complex world in which nursing operates also requires theory with nondirectional and reciprocal relationships. We rule out of our definition of middle-range theory the vertical relations that connote definitions. These vertical relations may be epistemic statements linking abstract concepts with empirical indicators or specification of subclasses of a larger concept. Although epistemic statements and specifications of subclasses are important to knowledge development, they are not statements of association between concepts that will lead to explanation or prediction and provide the basis for clinical decisions.

  (Figure 1) illustrates the following discussion of relationships. The vertical relations or identification of clusters specify important features of the work that must precede theory development. For example, a middle-range theory might specify that the nursing intervention X-Self-Esteem Enhancement-would result in an increase in patient outcome Y-Social Involvement. To portray the meaning of that relationship, the features of X or Y must be specified with a definition. For example, we might specify that intervention X is made up of activities as follows: x1, explore previous achievements of success; x2, assist in setting realistic goals, and x3, reward or praise patient's progress toward reaching goals. We might specify that outcome Y encompasses the following: y1, initiates conversions with peers each day; y2, makes eye contact when speaking with others; and y3, expresses goals for future interactions. In this manner we would define X and Y. We contend that these definitional statements do not, by themselves, constitute a middle-range theory. It is the link between X and Y that constitutes the theory. For this theory to be meaningful and testable, the vertical links between the abstract and the empirical must be specified, but these are supports for, not vital elements of, the middle-range theory.

  [image: Figure 1]Figure 1. Epistemic, causal, and functional relationships.

  

  The "horizontal" relationships that do constitute the middle-range theory may be of several types. The first, and most common, is the causal law that states that a change in the value of one variable is associated with a change in the value of another variable. Most of the time in nursing, this is assumed to be probabilistic-it is assumed that the likelihood of change in the second variable increases, all other things remaining equal, when the first variable changes or is introduced. Testing these relationships required one or more of several approaches: control of the change or introduction of the first variable (X) through manipulations; document that X changed or was introduced temporally prior to the observation of Y; or exclude a spurious cause of change in both variables. These approaches, of course, are the standard ways of establishing a causal relationship.

  There is a second kind of relationship that is pertinent to examination of the links between nursing diagnosis, interventions, and outcomes. While the identification of a nursing diagnosis-patient condition that may lead to a negative outcome-precedes a nursing intervention, the statement that the nursing diagnosis caused the nursing intervention would not be correct. Although the identification of the nursing diagnosis preceded the selection of an intervention, the temporal order itself cannot be assumed to be causal. [25] What does cause or lead to the selection of an intervention? We suggest that one way in which this relationship can be discussed is to use the notion of "functional explanation." Functional explanations are those in which the consequences of some behavior or social arrangement are essential elements of the causes of the behavior. [26] When nurses choose interventions for certain patient conditions, they are doing so not because the patient has the condition, but because they want to bring about a change in the patient's condition-they seek the consequences of the nursing intervention. We suggest that the relationship apparently linking a nursing intervention to a diagnosis is actually linking the intervention with an outcome, the desired consequence of the intervention.

  Stinchcombe [26] suggested that functional relationships can be best understood by positing that there is a Tension (T) that can be relieved by an Action (A). As this tension builds, the motivation to take action also grows. If the Tension is stable, there is little motivation to take Action. In many cases there is also a Force (F) that is increasing the tension. For theories about nursing diagnosis and interventions, the force would be the occurrence of a patient condition that may increase the probability of a poor patient outcome-a nursing diagnosis-and recognition of its occurrence by the nurse. The nurse is then motivated to reduce the tension by taking an action that reduces the likelihood of the poor outcome.

  Middle-range theory, for this article, means the linking of discrete and observable phenomena with specified relationships that are posited to be causal or functional in nature. We are focusing on the nursing phenomena of diagnoses, interventions, and patient outcomes and on explaining and predicting the relationships among these.
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  TAXONOMIES OF NURSING KNOWLEDGE

  Taxonomies, or classification systems, are knowledge structures in which the substantive elements of a discipline or subdiscipline are organized into groups or classes on the basis of their similarity. [27] The taxonomy portrays, as discrete and separable concepts, the entire domain of that discipline or subdiscipline. The first taxonomy in nursing was the North American Nursing Diagnosis Association [24] listing of nursing diagnosis. Efforts to identify, label, and organize nursing interventions and nursing sensitive outcomes followed.

  Nursing diagnoses are clinical judgments about individual, family, or community responses to actual or potential health problems and life processes. Nursing diagnoses reflect patient behaviors or patient status and provide the basis for selection of nursing interventions to achieve desired outcomes. The systematic use of the term "nursing diagnosis" and the beginning attempts to list comprehensively the diagnoses that nurses treat began in 1973. [28] Work has proceeded slowly in reaching the goals. At present there are 137 approved diagnoses classified in nine domains. As Aydelotte and Peterson [29] pointed out in 1987, at least 10 different frameworks or classification structures have been applied to the set of nursing diagnoses. Despite disagreements on the classes as well as the language describing the parts of the nursing diagnosis, this approach to a taxonomy of nursing knowledge has been considered a primary basis for the development of the substantive structure of the discipline. [28,30,31]

  Efforts continue to systematize nursing diagnosis and build a coherent taxonomy for this part of nursing's knowledge. A collaborative effort between NANDA and a team of researchers at the University of Iowa College of Nursing has undertaken the task of extending and refining nursing diagnoses. [32]

  The taxonomy of nursing interventions (Nursing Interventions Classification) developed at the College of Nursing, University of Iowa, is composed of 433 treatments (interventions) that nurses perform. [22] Nurse interventions are "Any treatment, based upon clinical judgment and knowledge, that a nurse performs to enhance patient/client outcomes." [22] (p xvii) They are composed of both direct and indirect care interventions and interventions that are initiated by the nurse or by other health care provider. Each NIC intervention is composed of a label, a definition, and a set of activities that are commonly performed in carrying out the intervention. The taxonomy groups the interventions into 27 classes and the 27 classes into six domains. The interventions in NIC include physiologic, psychosocial, and structural actions. These interventions are targeted at individuals, families, communities, and health care-related organizations. While the team developed a process for continuing modification and expansion, NIC currently is very comprehensive of the domain of nursing practice. NIC was constructed to systematize and clarify the knowledge in nursing and to create a standardized nomenclature for it. Using this classification, nurses can communicate clearly about their work and can conduct research and theorizing in a way that is more cumulative than it has been. NIC is currently the most extensively developed of the taxonomies.

  Nurses, after diagnosing and treating clients, must be able to show that their interventions have an impact on client outcomes. To facilitate documentation of the impact of nursing care, another team at the University of Iowa College of Nursing is in the process of building a classification of nursing sensitive patient outcomes (Nursing Outcome Classification). [23] Patient outcomes are defined as a variable patient or family caregiver state, condition, or perception responsive to nursing intervention. [33] This taxonomic effort has, to date, identified a list of 200 potential outcomes and is in the process of developing measurable indicators for each of the outcomes. A classification of these outcomes will be available in the fall of 1996. [23]

  We suggest that the concepts in NANDA, NIC, and NOC be used to build nursing's middle-range theories by linking concepts across the three taxonomies. We recognize that there is also a need for theoretical work within the taxonomies. For example, nursing diagnoses usually specify the patient condition itself and the etiologic factors that produced it; the interventions chosen often target the etiologic factors rather than the diagnosis itself. Gordon [34] called for the development of middle-range theory that explicates the conceptual basis for each diagnosis in the NANDA taxonomy. We suggest that the theoretical basis developed within each diagnosis go further to suggest relationships with etiologic agents and attempt to predict outcomes that may occur without intervention. This would provide knowledge needed to select interventions and to compare outcomes after interventions are implemented.
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  Theories constructed from the taxonomies

  Middle-range theories developed by nurses in the recent past have most often begun with exploratory grounded-theory methods. The reasons for this were clear. Nurse theorists wanted to develop knowledge that was close to the realm of practice. The taxonomies have been developed from the world of practice and are well grounded in nurses' reality. Developing middle-range theory using the concepts in the taxonomies will help ensure that the resulting theories are clinically well grounded. Furthermore, the teams developing NIC and NOC and proposing the refinement of NANDA are making every effort to be comprehensive of all interventions, outcomes, and diagnoses that nurses use. To the extent that these teams are successful, the discipline will have ready access to all of the concepts of concern as well as assurance that these concepts are well grounded in nursing's reality.

  Scholars in nursing have claimed that nurses' work does not have a strong theoretical basis, while recognizing that nurses have based their work on knowledge arising from some source. Practicing nurses are most likely using implicitly the types of knowledge structures-middle-range theory-that we are suggesting here. These middle-range theories must be made explicit and systematically tested. To the extent that the taxonomies contain the phenomena of the discipline, deriving the theoretical relationships among the concepts in the taxonomies and systematically testing them will expeditiously build the systematic knowledge that has been long sought.

  The substantive structure in nursing is the "what" of the discipline's knowledge, the phenomena of greatest interest to the members of the discipline. The substance of the knowledge encompasses the central concepts, the meaning of these concepts, and the relationships among the concepts. Given that, the taxonomies can provide the concepts that are the building materials of the substantive structure of nursing knowledge. What is needed next are the relationships among these concepts. To have lists of diagnoses, interventions, and outcomes, even in clear standardized language, is to have only half of the substantive structure. To use these to provide care for patients and bring about desired health states, we must have a basis for understanding the connections between diagnoses and patient outcomes without nurses intervening, between nursing interventions and outcomes given specific diagnoses. We must have theories that specify these relationships.

  The center of nursing knowledge is not the diagnoses, not the interventions, and not the outcomes in isolation. The substance of nursing knowledge is situated in the relationships among these elements. Theories linking the concepts in each taxonomy will describe the phenomena of concern, explain the choices of interventions, and predict the outcomes of those interventions. With this knowledge, nursing actions and interventions can be selected with reasonable basis for certainty in their effects. Standardized language using taxonomies will make this process even more efficient.
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  Examples

  The following examples are theories constructed using the materials available in the taxonomies. They have not been tested; we do not know whether they are valid or not. We do feel sure, however, that they are closely linked to nursing practice and that they are testable. In addition to the concepts taken directly from the taxonomies, we found it necessary to specify scope conditions. The first example Table 1 focuses on activity intolerance. When activity intolerance occurs in individuals with oxygen imbalance, the interventions and expected outcomes would differ from those that would be selected for individuals with activity intolerance due to musculoskeletal pain or neuromuscular disorders. In the second example, less-than-adequate nutrition, the interventions selected for individuals with anorexia nervosa would differ from those selected for individuals with decreased intake due to physiologic processes Table 2. Using the concepts, definitions, and operational level activities and indicators in Table 1 and Table 2, we wrote propositions that provide initial knowledge statements for testing. NIC contains multiple interventions that might fit for each of the NANDA diagnoses. The 1996 edition of the NIC contains a section that suggests NIC intervention for selected diagnoses. [22] We selected only two or three in the examples, but there are many more that could be chosen. Each intervention contains a list of nurse activities; again, we selected only a few example activities.

  [image: Table 1]Table 1. Example of activity tolerance

  

  [image: Table 2]Table 2. Example of nutrition: less than body requirements

  

  For patients with the diagnosis activity intolerance, we offer two different propositions. First, when patients have activity intolerance due to oxygen imbalance, if the nurse implements the energy management intervention, the patient will have improved mobility. Second, when patients have activity intolerance due to musculoskeletal discomfort, if the nurse implements body mechanics promotion intervention, the patient will have improved ambulation: walking. Table 1 contains the definitions and indicators for each of the intervention and outcome concepts in the propositions.

  For patients with the diagnosis nutrition: less than body requirements, we also offer two propositions. First, when patients have the diagnosis nutrition: less than body requirements because of psychological difficulties, if nurses implement nutrition counseling, patients will have improved nutritional status. Second, when patients have the diagnosis nutrition: less than body requirements because of physiologic problems, if the nurse implements the nutrition management intervention, the patient will have improved nutritional status indicators. Table 2 contains the definitions and indicators for each of the intervention and outcome concepts in the propositions.
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  DISCUSSION

  The taxonomies of nursing diagnoses, interventions, and outcomes provide an anchoring framework for nursing knowledge. To fully develop the framework, the three components must be linked with middle-range theories. These taxonomies provide the vertical shafts onto which will be fastened the elements of the middle-range theories to build the substantive structure. [8] The direct linkage of the elements of the taxonomies of nursing diagnoses, interventions, and outcomes with theoretical propositions will produce the components of the substantive structure of the discipline of nursing.

  The impetus and context for the middle-range theories developed with the taxonomies would be clear. Theories would suggest explanations and predictions of relationships between diagnoses of actual or potential health problems, nursing interventions chosen to deal with these problems, and the patient's eventual outcomes. Each theoretical linkage would need to be tested in systematic research studies. The theories and the framework itself would be modified as this research progressed.

  As our examples show, the theories created from the concepts in the taxonomies would make explicit much of the knowledge on which nurses are now basing their practice. By examining the newly visible theories and systematically testing them, our knowledgebase will grow rapidly. In addition, by drawing out all potential linkages, new and currently unused relationships would become apparent. Examining these for possible additional therapies would produce truly new knowledge. Some of these propositions will not be supported in research tests; others will. Winnowing out the theoretical relationships that are not supported will constitute as significant a contribution as providing the research base for those that are supported.

  As a scientific discipline, nursing has moved to the point of abandoning the reliance on "grand" theories for the science base of the discipline. We are currently in the process of emphasizing middle-range theories as a more fruitful mode to create the knowledgebase. The classifications-NANDA, NIC, and NOC-are crucial developments because they provide the elements of the middle-range theories. There is now the critical mass of systematically organized knowledge elements and research tools to support an explosion of knowledge that will constitute the next phase of nursing science.
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Diagnosis-NANDA*

Intervention—NIC*

Outcome—NOC*

Nutrition: Less than body
requirements: Inability to
ingest or digest foods or
absorb nutrients due to
biological, psychological,
or economic factors

Indicators
Loss of weight with

adequate food intake
Body weight 20% or
more under ideal
Reported inadequate food
intake
Reported or evidence of
lack of food

1. Nutrition management: Assisting with or
providing a balanced dietary intake of
foods and fluids

Activities

Determine with dietitian the number of
calories and type of nutrients needed

Adjust diet to patient’s lifestyle

Provide appropriate information

2. Nutrition counseling: Use of an
interactive helping process focusing on
the need for diet modification

Activities

Establish a therapeutic relationship

Facilitate identification of eating
behaviors to be changed

Establish short- and long-term goals for
change

Discuss food buying habits

3. Weight gain assistance: Facilitating gain
of body weight

Activities

Discuss possible causes of low
bodyweight

Monitor daily calories consumed

Assist with eating or feed patient

Chart weight gain progress

Nutritional status
indicators

Nutrient intake

Biochemical
measures (eg,
albumin)

Body mass (eg, body
fat percent)

Energy levels (eg,
stamina)

Food and fluid intake
(eg, oral or tube
feeding)

Nutrient intake (eg,
caloric, protein)

*North American Nursing Diagnosis Association.?*
* Nursing Interventions Classification.?
* Nursing-Sensitive Outcomes Classification.?
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Diagnosis—NANDA*

Intervention—NIC*

Outcome—NOC#

Activity intolerance: A state
in which an individual
has insufficient physi-
ological or psychological
energy to endure or
complete required or
desired daily activities.
Indicators
Verbal report of fatigue
or weakness

Abnormal heart rate or
blood pressure in
response to activity

Exertional discomfort or
dyspnea

EKG changes indicating
arrhythmias or
ischemia

1. Body mechanics promotion: Facilitating
the use of posture and movement in
daily activities to prevent fatigue and
musculoskeletal strain and injury

Activities

Collaborate with physical therapist in
planning

Instruct on structure and function

Monitor improvement in patient’s posture
and body mechanics

2. Energy management: Regulating energy
use to treat or prevent fatigue and
optimize function

Activities

Determine patient’s physical limitations

Determine what and how much activity is
required to build endurance

Monitor response to exercise

Encourage alternate rest and exercise

Use passive and active ROM

Ambulating: Walking
indicators
Walks with effective
gait
‘Walks up and down
stairs
Walks moderate
distances
Mobility level indicators
Balance performance
Joint movement
Muscle function

*North American Nursing Diagnosis Association.?
* Nursing Interventions Classification.
* Nursing-Sensitive Outcomes Classification.®





