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OBJECTIVES

After completing this chapter, the reader will be able ta;
* Describe various theoretical approaches to the study of
families,

" Assess families throughout the life span using the

g functional health pattern framework.

- * Describe examples of the clinical data to collect in each
health pattern during each family developmental phase,

* Provide exam ples of behavioral changes ( functional,

potentially dysfunctional, and actually dysfunctional)
within the health patterns of families.

KEY TERMS
Cultural competence
Developmental theory

Ecomap Family nursing interventions
Family Famiily pattern

| Family developmental tasks Family resilience
Family function Family risk factors

Health Promotion and the Family

Family health status
Family nursing diagnosis

* Describe developmental and cultural characterist;
family to consider when identifying risk factors or
etiological factors of potential or actual dysfunctiong)
health patterns, A

* Plan, implement, and evaluate nursing intervemioi'f
health promotion with families, 1

* Evaluate a specific health-promotion plan based op |
assessment, nursing diagnosis, and contributing ri

. etiological factors.

Family strengths
Family structure
Family theory
Genogram
:3::-.&--;‘1'.121{31 WLIEGIY

Systems theory

THINK ABOUT IT
Caring for Older Adults

Adult family members, who may have health problems of their own, fing §
| themselves caring for their older adult parents as well as grandchildren, Increased
life expectancies combined with increased age at the birth of the first child |
present adulfts with the caring for older parents along with young children |
(Suh, 2018). This population, known as the sandwich generation, is expected |
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younger than 18 years along with caring for an older Parent aged more than |

65 years (Suh, 2016) '

* What are the implications of this growing situation for individuals? For |
families? For communities? For the nation?

* How will this trend affect individual lives personally and professionally? J

» How does multigenerational caring affect family finances?
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and taught about health values by word and by example. Family’

A fumily consists of a group of interacting individuals related bf
blood, marriage, cohabitation, or adoption who interdependen th
perform relevant functions by fulfilling expected roles, Rele an
family functions include practices and values placed on health
Family health practices, whether effective or ineffective, encom
activities performed by individuals or families as a who
promote health and prevent disease. How well families comp
developmental tasks and how well families, including individus
within a family, generate health-promoting behaviors deter

a family’s potential for enhancement of family health pract

understanding of behavior, which is demonstrated in the fai:ni]?_'-_T
structural, functional, communicational, and development:
patterns (Glover & Justis, 2015). Families provide the structuf
for many health-promotion practices; therefore family assessment:
informs health-promotion and disease-prevention planning:
Within families, children and adylts are nurtured, provided fofy
members first learn to make choices to promote health within
the family structure (‘Table 7-1), Appreciating how families make
decisions and encouraging family participation in all aspects of
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i" TABLE 7-1 Variety of Family Structures

i (;ol'lfi quration

Positions in Family

), ;éiﬂEl'e parent (separated, divorced, or widowed)
A _[.jnmarried single parent {never married)
! [.Jnmarried cohabitating couple
) rUnmarried parents
E()mmune family
J Stepparents
. f‘(jo'ptive family
|. amily of choice
| I l Married couple
| Same sex couple
8= Married parents
. ‘ | Nuclear family
Gé’y, lesbian, transgender family
: or transgender
o lglh'igrant family
|\ Biracial or multiracial family
o Transracial family
AR

} ‘ ‘Blended family
| oint-custody family
- | Conditionally separate families

" Extended family
o < {8

Mother o father, sons(s), daughter(s)

Mother or father, sons{s), daughter(s) :

Two adults living together in a long-term relationship that resembles marriage

Two adults, sons(s), daughter(s)

Mothers, fathers, adults, shared son(s), daughters(s) living together

Adults with son(s), daughter(s) from previous marriage

Adults who provide a permanent home to san(s) and/or daughter(s) through a legal process
Adults with selected partners and family members

Twao cohabitating adults living in a recognized legal union

Two persons of the same gender sharing an intimate, romantic, or sexual relationship
Mother and father, son{s), daughter(s)

Mather and father, son{s), daughter(s)

Adults and children living together with one or more members of the group who identifies as gay, lesbian,

Adults and children living together with one or more members of the group who is foreign born
Mother, father, adults, or children include two or more races

Mother, father, adults, or children include at least one member who is born of ane race and decides to
represent themselves as ancther race

Mother, father, adults, or children represent members of from previous unians
Adults living with children who are legally awarded to both biological parents

A family member is separated from the family but remains a significant member of the family (military
g service, incarceration, distant employment, hospitalization)

Significant family members beyond the nuclear family that may include grandparents, aunts, uncles, and
other adults who live nearby or in one household

Adults, serving as state-certified caregivers, for children placed into a ward, group home, or private home

Grandehildren, son(s) and/or daughte(s) 3 _
‘Grandiother-and/os grandrather e e Bl e e A I

| SEX ¢

L
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'._E"Qm acute care to health promotion helps families and
iduals acquire new behaviors (Parkinson et al., 2016).

lf{l_l_"lllilif\‘s influence children’s lifestyle choices. Healthy People
“¥iews families in the United States as a means of providing
E_‘ 40t opportunities for health promotion and disease
¥ention (US Department of Health and Human Services,
2 Through family planning, parents assume the responsibility
B 8 for their children. Prenatal care and breastfeeding give

]
O

@ healthy start. Nutritious diets support physical growth
-m'el‘_lpmmt. Children first observe and learn behaviors
“_'“311‘ family. Patterns of nutrition, activity, oral hygiene,
PIng develop at early ages, supported by the example of
.3?m‘bers. Patterns of alcohol consumption and tobacco
Similarly established within families. Learning about
“velopment fosters a healthy self-concept, including
& .&egar eness o f rhe. family }T}(:n‘!b(f:":; s‘exuality. Promoting
Dealyy, O;Tl‘d_rmnforaflg positive beh:}\rmrs also :itrcngtlh‘cn
8oy 1. Ll}lh_jren_. Prnlmary care provlcl‘ers support positive
Ol .n y Ofterl.11g family members scientifically sound ‘healrh~
Shand clinjeal preventive services, such as anticipatory

itive a

_mental theary, and visk-fact

ied from Brown, S, L., Manning, W. D., & Payne, K. K. (2016). Family structure and children's economic well-being: Incorporating same-
S ohahiting mother familics. Population Research and Policy Neview, 35(1), 1-21; Edwards, J. O. (2009). The inany kinds of farnily structures
- tour communities, https://www.scoe.orgffiles/cepe-family-structures.pdf.

guidance for developmental tasks, immunizations, screening for
early detection, and appropriate counseling,
This chapter uses *

swvatems theoary, develop

] #y to guide the nursing
process with families. The 11 functional health patterns described
in Chapter 6 establish the structure for interview questions during
data collection. The analysis phase of the nursing process catego-
rizes these data within stages of family development, and from
the analysis, nursing diagnoses are formulated. Family heulth
status is considered functional, potentially dysfunctional (potential
problem), or dysfunctional (actual problem) (Gordon, 2016).
The planning phase begins when family goals and objectives are
stated. The family, the nurse, or another health professional
facilitates implementation. Later in this chapter, four types of
interventions for health promotion and disease prevention are
discussed: increasing knowledge and skills; increasing strengths;
decreasing exposure to risks; and decreasing susceptibility. Nurses
assume various roles throughout the stages of family development,
and these roles are also presented. Evaluation of a family plan
considers outcomes that are specific, objective, and measurable
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RRECE  UNIT 2 Assessment for Health Promotion

and that rely on the family’s subjective interpretation of concerns
and probability of success, as well as that at the population level
(Maurer & Smith, 2014),

THE NURSING PROCESS AND THE FAMILY

The nursing process when promoting the health of families
includes the family as a group and the interactions among family
members. The National Center on Parent, Family, and Community
Engagement (NCPFCE) views the entire family as the participant
that guides assessment from a holistic framework (NCPFCE,
2015). Partnerships with families begin with an assessment
(NCPFCE, 2015). The home is a natural environment for health-
promotion encounters, although the process may occur in other
settings as well. Different age groups (infants, children, and older
adults) are likely to be present in the home. Nurses observe
physical surroundings firsthand during home visits. For example,
household safety hazards are observed directly. Nurses also
monitor famﬂy unit rituals, roles, and in terpersonal interactions,
Generally the nurse contacts the family and establishes an
appointment time for visiting the family. Including each family
member in the visit provides a broad perspective. During visits,
the nursing process develops mutually with families; it is not a
treatment done for the family. Families collaborate with nursing
in all phases of the process. Guidelines for home visits are
presented in Box 7-1.

BOX 7-1

Guidelines for Home Visits to
Promote Health and Prevent Disease

< Plamiting the Visit
* Make arrangements with the family.
* Study information regarding the family from agency records, referral forms,
and other sources.
* Contact family and state the purpose of the visit.
e Obtain appropriate supplies and teaching aids for visits.

Making the Visit

® Qffer an'introduction and explain the purpose of the visit.

* Establish rapport.

* Show respect. Include all family members in the discussion.

* [dentify the family's request for assistance.

* Understand the situation from the family’s perspective.

* Identify appropriate activities for health promotian and disease
prevention.

* Identify how the home visit is to be financed.

Make a contract with the family that states specific goals and objectives

that the family wants to reach.

Think about safety before and during the visit.

Identify and respond to health and home safety issues.

Terminate the visit with specific instructions and information about the next

visit: when it will occur, what will happen, who will be present, and what

the family must accomplish before then,

Carry through promptly on agreements made.

Record notes promptly.

Modified from Alaska Parent Information and Resource Center. (n.d.).
Home visiting guidelines. http://akpirc.org/wp-content/

uploads/201 1/04/Home-visiting.pdf; Vanderbilt Kennedy Center. (n.d.).
Home visits. http://ke.vanderbilt.edu/kennedy._files/
HomeVisitSTipsandResourcesJuneZO.1 1.pdf,

ST GRAS SOl mily comnun ication, family decision-ma king

"+ Collaborate with the family to assess, improve, enhance, and

Comprehensive family assessment provides the foundatiop
to promote family health (NCPFCE, 2015). Several factors infly. §
ence family assessment, such as nurses’ perceptions about t“ainjjy._.
constitution; theoretical knowledge; norms; standards; and
communication abilities during visits. In addition to factors that "
pertain to the nurse, familial factors also influence assessments,
such as family cooperation, mutual agreement to work toward |
goals, and family ability to recognize the relevance of health..
promotion plans. Useful health-promotion family assessmen;s
involve listening to families, engaging in participatory dialogue,
recognizing patterns, and assessi g family potential for activ,
positive change (NCPFCE, 2015).

The assessment phase of the nursing process seeks and ident. ;
fies information from the family about health-promotion and
disease-prevention activities. To obtain this information, nurses |
follow family progress through developmental tasks and identify §
strengths in the family’s ability to generate behaviors associated’
with disease prevention. The approaches considered in this chapter
include the developmental framework, strength-based assessment,
and the risk-factor estimate, Developmental phases for families
as proposed by Duvall and Miller (Duvall, 1988; Duvall & Milley,
1985), strength-based assessment using a standardized tool (e.ggI i i
Canadian Family Assessment Tool) proposed by Wright and §
Leahy (2013), and risk-factor estimates delineated by Healthy.
People 2020 can be used to guide nurses through the steps of
the nursing process when they are working with families.

The Nurse's Role

Nurses collaborate with families using a systems perspective 1o
understand family interaction, family norms, family expectatio

and family coping mechanisms, The nurse’s role in health promo- £
tion and disease prevention includes the following tasks: B
* Become aware of family attitudes and behaviors toward health”
promotion and disease prevention.
* Act as a role model for the family.

evaluate family health practices.
* Assist the family in growth and development behaviors.
* Assist the family in identifying risk-taking behaviors. :
* Assist the family in decision-making about lifestyle choic cif
* Provide reinforcement for positive health-behaviol
practices. '
* Provide health information to the family. ;
*  Assist the family in learning behaviors to promote health ané
prevent disease. )
* Assist the family in problem-solving and decision-makinf #
about health promotion. RS

* Serve as a liaison for referral or collaboration between o -_- 1 I :*
munity resources and the family. ' {:'
Nurses use family theoretical frameworks to guide, observe, a0 "'
classify situations. Nursing roles for families in various sta ]
of development are presented in Table 7-2. __ O
1 th
FAMILY THEORIES AND FRAMEWORKs Y
Family theory stems from a variety of interrelated discipl :
(Atkin et al., 2015). Family systemg theory explains patterns 'l'_“l :
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ion TABLE 7-2  Possible Nurse’s Roles in Health Promotion and Disease Prevention Through
ﬂlll Stages of Family Development
ni
1n§ _S_Ea_g'a Possible Nursing Role )
that { Couple Counselor on sexual and role adjustment
nts, i | Teacher of and counselor on family planning
il . Teacher of parenting skills
Ith- k. Coordinator for genetic counseling
i '_ Facilitator in interpersonal relationships
gue, v Childbearing family Monitor of prenatal care and referrer for problems of pregnancy
e Y Counselor on prenatal nutrition
; i Counselor on prenatal maternal habits
| Emotional support for amniocentesis
nti- Counselor on breastfeeding
and Coordinator with pediatric services
eI 3 Supervisor of immunizations
atify b I Referrer to social services
ated [': Assistant in adjustment to prenatal role
ipter | {'}.? Family with preschool or Monitor of early childhood development; referrer when indicated
1ient, _' school-age children Teacher of first-aid and emergency measures
ilies 'T g I Coordinator with pediatric services
iller, ' f | Counselor on nutrition and exercise
(eg |: Teacher of dental hygiene
and RN 6 Counselor on environmental safety in home
althy '_)-' hFamily with adolescents Facilitator in interpersonal relationships
3 of \ s Teacher of risk factors to health
' i\:..- Teacher of problem-solving issues regarding alcohol, smoking, diet, and exercise
e Facilitator of interpersonal skills with adolescents and parents
i Direct supporter of, counselor on, or referrer to mental health resources
ve ol - Counselor on family planning
- & Referrer for sexually transmittable disease
i | Family with young or middle-aged Pa_rt_iglpg@,t__;}p,_gp_mmunity organizations involved in disease control )
fiu adults s : fescher-of‘»’d?’éﬁémsolving issues regarding lifeswyle and habits !
; Participant in community organization involved in environmental control
Case finder in home and community
Screener for hypertension, Pap test, breast examination, mental health, and dental care
Counselor on menopausal transition
Mily with older adults Facilitator of interpersonal relationships among family members
i Referral for work and social activity, nutritional programs, homemakers’ services, and nursing home
Monitor of exercise, nutrition, preventive services, and medications
Supervisor of immunization
Counselor on safety in home
Counselor on bereavement

l&d from

) Australian College of Nursing. (2015), Community & primary health care nursing position statement, https://www.acn.edu.au/
(¢}

fElLma’ll’les/advocacy/Community_and_Primary_HeaIth_Care_Postition_Statement.pdf.

4Mmong the individuals who comprise family systems. In System boundaries separate family systems from their environ-
ﬁr:stheor% b_ehaviors and family members’ responses influence  ment and control information flow. This characteristic forms a
- Meanlngs and values provide the vital elements of  family internal manager that influences and defines interactions
Eit::::tand energy for family systems. Every family hfls its and.relationships with one another and with those outside the
: ure, value structure, and history. Values provide a  family system. The family forms a unified whole rather than the
or Mierpreting events and information, passing from  sum of its parts—an integrated system of interdependent func-
aemr?lt_lnn to the next. Valllles usually change slowly over tions, strucj(urﬁes,. and relationships. For.example, one dru.g—
.‘*-irunies Process information and energy exch:.mge with dep.enden't individual’s health behavior influences the entire
itic N m'.'"ell)lt through v‘alues. For example, .hohday food faml}Y.Llnlt. N N

U'ghte?’ e changed .shghtly by a.d_aughter-.m—law, Whose Ln{mg systems are open systems. As hvmg.systems,‘famll.les
lice,, F"‘“_Y then adjust the traditional recipe within her experience constant Cxchﬂl:lges of energy and information w1'th
e, amily, : the environment. Change in one part or member of the family

¢aer
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results in changes in the family as a whole. For example, loss of
a family member through death changes roles and relationships
among all family members. Change requires adaptation of every
family member as roles and functions assume new meanings.
Changes families make are incorporated into the system.

When the system is the family, issues can be clarified by family
processes, communication interaction among family members,
and family group values. In Bowen’s family systems theory, birth
order is considered an important determinant of behavior. In
addition, family patterns of behavior differentigte one family
from another (Vedanthan et al., 2016; Vess & Lara, 2016). When
an individual family member expresses behaviors that differ from
the learned family pattern, differentiation of self occurs. Interac-
tion among family members and the transmission of these
interaction patterns from one generation to the next provide
the framework for the family systems approach (Rothenberg
et al., 2016).

The framework for health promotion introduced by Pender
and colleagues (2014) recognizes the family as the unit of assess-
ment and intervention because families develop self-care and
dependent-care competencies; foster resilience among family
members; provide resources; and promote healthy individuation
within cohesive family structures. Furthermore, because the family
often provides the structure for implementation of health promo-
tion, family assessment becomes an integral tool to foster health
and healthy behaviors (Pender et al., 2014).

THE FAMILY FROM A
DEVELOPMENTAL PERSPECTIVE

Building on Erikson’s (1998) theory of psychosocial development,
Duvall and Miller (1985) identified stages of the-family life cycle
and critical family developmental tasks. Although Duvall’s
classification has been criticized for its middle class homogeneity
and lack of diversity in family forms, this conceptual model
helps to anticipate family events and has formed the basis for
more contemporary developmental models (Duvall & Miller,
1985). Knowing a family’s composition, interrelationships, and
particular life cycle helps nurses predict the overall family pattern.
Box 7-2 lists characteristics of healthy families. From Duvall’s
perspective, most families complete these basic family tasks. Each
family performs these tasks in a unique expression of its personal-
ity. Progression through the stages occurs in a linear fashion;
however, regression may occur and families may experience tasks
in more than one stage at a time (Duvall & Miller, 1985). Specific
tasks arise as growth responsibilities during family development.
Failure to accomplish a developmental task leads to negative
consequences. For example, intimate partner violence or child
abuse or neglect may result in intervention by police, welfare,
health department, or other agencies. Life cycle tasks build upon
one another. Success at one stage is dependent on success at an
earlier stage. Early failure may lead to developmental difficulties
at later stages.

As families enter each new developmental stage, transition
occurs. Families move through new stages as a result of events
ranging from marriage (heterosexual, homosexual), gay and
lesbian relationships, childbirth, single-led families, joint custody,

BOX 7-2 Characteristics and Indicators of
Healthy Families

Nurturing RELATIONSHIPS 1
o Maintains trust traditions and shares quality time.
« Communications are open and members listen to each other.
Establishing ROUTINES
e Maintains routines that promote health patterns of nutrition, hygiene,
rest, physical activity, and sexuality.
e Maintains routines to promote safety and injury prevention; health protec-
tion; disease prevention; smoking and alcohal or substance abuse; and/
or violence.
o Establishes patterns to promote mental health: interacting, communicating,
and expressing affection, aggression, sexuality, and similar
interactions.
Maintaining EXPECTATIONS )
» Maintains morale and motivation, rewarding achievement, meeting
personal and family crises, setting attainable goals, and developing family
traditions, loyalties, and values.
ADAPTING to challenges
» Evolves during crises and respects each member of the group.
e Promotes strategies to make decisions about health and iliness.
Connecting to COMMUNITY
* Family table time and conversation occur regularly.
o Members act as interactive caregivers across the life span to socialize
children and adolescents, to participate in the community, and to support
members as they age.

S Famil
A I_fgctor
and sg
ill the
- sucha
ER: factors
= h. ] ::Mﬁl
or remarried families; to adolescents maturing into young adults 8 " ronme
and leaving the home; to the aging years. “ explor
Each new developmental stage requires adaptation with new - 50 sid i
responsibilities. Concurrently, developmental stages provide =
opportunities for families to realize their potential. Nurses
anticipate change through analysis of progress through each stage.
Each new stage presents opportunities for health promotion and
intervention. Family developmental stages, although reflective -
of traditional nuclear families and extended family networks, 3
also apply to nontraditional family configurations (Coyne et aly 8 :
2016; Edwards, 2009). A family systems approach addresses the' Sl
interaction of these multiple family configurations. For examplfx_--,
couples may marry and bring children from a previous marriage
to a blended family that works toward achieving developmental ;
tasks of couples along with family stages for the children. Botlt:
the couple and their children possess values and beliefs from =
the past that must integrate within the present union. Childless ‘88
couples present developmental tasks that are different from those
proposed for couples with children. One family conceptual model 5§
proposed by Vedanthan and colleagues (2016) illustrates 1}“’
multiple connections among interdependence among family" & 1
systems, shared environment, parenting style, caregiver perceps =
tions, and genomics to promote cardiovascular health. .
Nurses collect data to determine progress toward family 5
developmental task attainment during the family assessment. Use
of assessment tools that include gathering factors that strengthé
and protect the family such as the Canadian Family Assessmen
Tool and the Family Development Matrix used in Californi® =

Modified from Search Institute. {2016). Family strengths. http:/iwww.
search-institute.org/research/family-strengths.
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provides more robust information (Harper Browne, 2014). These
newer assessment tools focus on the assessment of family assets
and social network resources that families curren tly use. These
kinds of assessments intend to build on strengths at particular
developmental stages to promote healthy family environments.
- Assessment of family developmental stages entails use of guidelines
- * {0 analyze progress toward developmental tasks, family growth,
and health-promotion needs. '

& THE FAMILY FROM A
8 STRUCTURAL-FUNCTIONAL PERSPECTIVE

Families consist of both structural and functional components.
: Family structure refers to family composition, including roles
| and relationships, whereas famnily furction consists of processes
within systems as information and energy exchange occurs
between families and their environment.

THE FAMILY FROM A
RISK-FACTOR PERSPECTIVE

- Family risk factors can be inferred from lifestyle; biological
- factors; environmental factors; social, psychological, cultural,
- and spiritual dimensions; and the health care system. As outlined
in the Frank Thompson case study in Chapter 1, lifestyle habits
ol  such as overeating, drug dependency, high sugar and cholesterol

. ~ intake, and smoking influence health outcomes. Biological risk

 factors may include the elements of genetic inheritance, congenital

- malformation, and mental retardation. To fully explore envi-
ilts ‘fonmental risk factors that influence family function, nurses
. lore work pressures, peer pressure, stress, anxieties, tensions,
1ew: air, noise, or water pollution, Social and psychological
ide imensions such as crowding, isolation, or rapid and accelerated
ses goites of change are areas to consider when nurses are assessing
aged S Jﬂ_fﬁily risk factors. Cultural and spiritual aspects may include
and S naditions of preventing illness such as daily prayer and meditation

~ Practices. Finally, health care system factors such as overuse,
* Unideruse, inappropriate use, or accessibility are considered in
€ family rigk assessment.

10 reduce risk factors, nurses help families focus on influencing
behaviors of their members. Society glamorizes many haz-
'behaviors through advertising and mass media promotions
" Minimize negative health consequences. Families influence
Members to weigh the consequences of risk-taking behavior.
~16Ss of risk factors may prompt families to reduce modifiable
'iilt_:to_.rs, Healthy behavior, including use of preventive health
< _ETV‘FES, is a significant area of family responsibility.

Hitionally, epidemiology has used levels and trends of
ity and morbidity rates as indirect evidence of health.
as infant mortality rates, stillbirth rates, and leading
- .f_ death have long been used as indicators of collective
cmslg’ health.. Healthy family functioning links the family
Eriye . des with specific risk factors. Epidemiology often
{ I Isease association in terms of risk. Health risks can

a‘_‘E'CﬂI or psychological. Physiological risks arise from
tut]' 8round, whereas psychological risks include those
O SElf-image. Risks also arise from environmental

considerations, including the physical environment and socio-
economic condition (Freudenberg et al., 2011). Risk-factor theory
considers families a pivotal part of the environment and also an
important support system used to decrease health risks for
individuals. As young family members mature developmentally
and seek more independence from the family, peers may influence
risk to compete with family values.

Risk estimates calculate differences between two groups: one
with the risk factor and one without. The frequency of deaths,
illnesses, or injuries with some specific risk factor compared with
those for another group without the risk factor, or the population
as a whole, determines the risk estimate. Some diseases (e.g.
sickle cell anemia in Black-American families and Tay-Sachs disease
in families of Ashkenazi Jewish descent) occur more frequently
in certain families and can be identified by carrier screening (Azimi

. etal,, 2016). Other recessive genetic disorders (e.g., cystic fibrosis
and Gaucher disease) have decreased in incidence with prenatal

carrier screening with genetic counseling in couples with suspect
family histories (Azimi et al., 2016). Azimi and colleagues (2016)
compared current strategies that target specific high-risk families
to next-generation DNA sequencing (NGS) that provide high-level
sensitivity and specificity for carrier screening. They developed
a mathematical model to screen individuals for 14 recessive
disorders commonly recommended for screening in targeted
populations. The mathematical model provides support to transi-
tion from traditional lower-accuracy genotyping to more accurate
NGS techniques focused on the most prevalent disorders (Azimi
et al., 2016). Other diseases such as iron-deficiency anemia may
not be attributed to a specific genetic background. The natural
history of a chronic disease predisposes family members to greater
risk; but spezific caiwes may be difficult to identify. Wellsiblinz:,
particularly adolescents, may be affected. Larsen (2016) describes
nine phases that individuals and families may experience as they
progress through chronic illness adaptation from the time before
the disorder is recognized through a stable adjustment phase to
the final relinquishment of life interest and activities.

The probabilities of risk change may also change depending on
the family’s activities in health promotion and disease prevention.
Stages of family development are used to classify risk factors.
Age-specific developmental stages, along with their associated
age-specific health risks, are given in Table 7-3, which displays
periods during which families become most sensitive to certain
problems, with corresponding key times for health promotion and
disease prevention. The risk behaviors highlighted include tobacco
and alcohol use, faulty nutrition, overuse of medications, fast
driving, stress, and relentless pressure to achieve. Habits learned
in family settings help to develop individual lifestyle behaviors.
In fact, 5 habits—nutrition, smoking, exercise, alcohol use, and
stress—affect at least 7 of the 10 leading causes of death listed
in Healthy People 2020 (USDHHS, 2015). See Box 7-3: Healthy
People 2020 for selected objectives related to families.

IeonnuN's FUNCTIONAL HEALTH
PATTERNS: ASSESSMENT OF THE FAMILY

Gordon’s (2016) 11 functional health patterns help organize basic
family assessment information. Patterns form the standardized
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TABLE 7-3 Family Stage: Specific Risk Factors and Related Health Problems

Stage

Risk Factors

Health Problems

Beginning childbearing

Family with school-age children

Family with adolescents

L

Family with middle-aged adults

Family with older adults

Lack of knowledge of family pltanning

Adolescent marriage

Lack of knowledge concerning sexual and marital roles
and adjustments

Low-birth-weight infant

Lack of prenatal care

Unmarried status

First pregnancy before age 16 years or after age 35 years

History of hypertension and infections during pregnancy

Rubella, syphilis, gonorrhea, and AIDS

Genetic factors

Lack of safety in home

Working parents with inappropriate use of resources for
child care

Generational pattern of using social agencies as way of life

Muiltiple, closely spaced children

Low family self-esteem

Children used as scapegoats for parental frustration

Repeated infections, accidents, or hospitalizations

Parents immature, dependent, and unable to handle
responsibility

Unrecognized or unattended health problems

Strong beliefs about physical punishment

Toxic substances unguarded in the home

Health disparities
Lifestyle and behavior patterns leading to chronic disease
Lack of problem-solving skills
Family values of aggressiveness, competition, rigidity, and
inflexibility
. Daredevil risk-taking: attjivdes
Conflicts between parents and children
Pressure to live up to family expectations

Hypertension

Smoking

High cholesterol levels

Genetic predisposition

Use of oral contraceptives
Geographical area or occupation
Residence

Age

Drug interactions

Metabolic disorders
Pituitary malfunctions
Cushing syndrome
Hypercalcemia

Chronic illness

Retirement

Loss of spouse

Past environments and lifestyle
Lack of prevention for death

Premature baby in family °
Birth defects

Birth injuries

Accidents &t
Sudden infant death syndrome (S|DS) ].
Sterility Al
Pelvic inflammatory disease
Fetal alcohol syndrome
Mental retardation

Injuries

Birth defects

Underweight

Behavior disturbances
Speech and vision problems
Communicable diseases
Dental caries

School problems

Learning disabilities

Injuries

Chronic diseases

Homicide

Violence

Violent deaths
Unwanted pregnancies
Sexually transmitted diseases

Cardiovascular disease, principally.
coronary artery disease and
cerebrovascular accident (stroke)

Diabetes

Accidents

Homicide

Abnormal fetus

Mental illness _ _

Periodontal disease and loss of!

Mental confusion
Reduced vision
Hearing impairment
Hypertension
Acute illness
Infectious disease
Influenza
Pneumonia .
Injuries such as burns and falls _
Death without dignity :

Risks of poverty, abuse, neglect, substance abuse, poor nutrition, denial b
cancer, overweight, obesity, sedentary lifestyles, and respiratory distress syndrome affect most age groups. Therefore, these items hav

excluded from the table.

Modified from US Department of Health and Human Services. (2015). 2020 topics and obje

topics-objectives.

ehavior, and socioeconomic status affect all ages. Depression

ctives. http://WWW.healthypeople.gov/ZOZO/
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CHAPTER 7 Health Promotion and the Family

@] BOX 7-3 HEALTHY PEOPLE 2020

~ Selected Examples of National Health-Promotion and Disease-Prevention Objectives for Families

FP-7  Increase the proportion of sexually active persons who received reproductive

BDBS-2 (Developmental) Increase the proportion of persons with a diagnosis
of hemoglobinopathies and their families who are referred for evaluation and
treatment.

BDBS-8 (Developmental) Increase the proportion of persons with hemoglo-
binopathies wha receive care in a patient/family-centered medical home.

EMC 2.3 Increase the proportion of parents who read to their young child.

WS-13  Reduce hausehold food insecurity and in doing so reduce hunger.

EH-15 Increase the percentage of new single-family homes constructed with
radon-reducing features, especially in high radon~potential areas.

Family Planning Objectives

FP-1 Increase the proportion of pregnancies that are intended.

FP-2 Reduce the proportion of females experiencing pregnancy despite use
of a reversible contraceptive method.

FP-3 Increase the proportion of publicly funded family planning clinics that
offer the full range of FDA-approved methods of contraception, including
emergency contraception, on-site.

FP-4 (Developmental) Increase the proportion of health insurance plans that
cover contraceptive supplies and services.

FP-5 Reduce the proportion of pregnancies conceived within 18 months of a
previous birth.

FP-6 Increase the proportion of females or their partners at risk of unintended
pregnancy who used contraception in the most recent sexual intercourse.

health services.

FP-8 Reduce pregnancy rates among adolescent females.

FP-9 Increase the proportion of adolescents aged 17 years or younger who
have never had sexual intercourse.

FP-10 Increase the proportion of sexually active persons aged 15 to 19 years
who use candoms to both effectively prevent pregnancy and provide barrier
protection against disease.

FP-11  Increase the proportion of sexually active persons aged 15 to 19 years
who use condoms and harmonal or intrauterine contraception to both effectively
prevent pregnancy and provide barrier protection against disease.

FP-12 Increase the proportion of adolescents who received formal instruction
on reproductive health topics before they were 18 years old.

FP-13  Increase the proportion of adolescents who talked to a parent or guardian
about reproductive health topics before they were 18 years old.

FP-15  Increase the proportion of females in need of publicly supported contracep-
tive services and supplies who receive those services and supplies.

G-1 Increase the proportion of women with a family history of breast and/or
ovarian cancer who receive genetic counseling.

DH-20 Increase the proportion of children with disabilities, from birth thraugh
age 2 years, who receive early intervention services in home or community-based
settings.

From US Department of Health and Human Services. (2015). 2020 topics and objectives. http://www.healthypeople.gov/2020/topics-objectives.

format for family assessment using a systems approach with
emphasis on developmental stages and risk factors. Assessment
includes evaluation of dysfunctional patterns within families, with
corresponding details in one or more of the othepiniterdependent
patterns (see Chapter 6). o -

The presence of risk factors predicts potential dysfunction.
Developmental risk and risk arising from dysfunctional health
Patterns increase whole family risk (see Table 7-3). Gordon (2016)
Interprets risk states as potential problems. To formulate nursing

. diagnoses, nurses identify problems along with their associated
and etiological factors. Influencing factors may precede or occur
‘oncurrently with the problem and are used to plan care. Interven-
tons aim to modify influencing factors to promote positive
._t‘.hu_ngg. !

i Family history begins with the health perception—health
Management pattern. Exploring issues within this pattern first
PIovides an overview to help locate where problems exist in
Other patterns and to determine which problems require more

. _-he‘l"_'GUgh assessment. Interviewing from the family’s perspective
~¢Ps families define situations. The roles-relationships pattern
b dg?.::sfell‘mﬂy strgcttfre and function. The remaining nine patterns

eSS lifestyle indicators.

-l.‘!'l?a!th Perception-Health Management Pattern

E Characeri.:
i n-(;'fat.tt.rlshcs of family health perceptions, health management,

Pél;ésre_ventiVe practices emerge with assessment of the health
:1 o CJ: l;on_heahh management pattern. The National Survey
"6th' _ldrEI‘-& Health (http://www.childhealthdata.org/) and

1
- Herd . . . .
i Ata sources contribute additional information to help

identify health-promoting behaviors of families. Data collected
in the Survey of Children’s Health include information about
the frequency of family meals; attendance at religious services;
characteristics of parcatal relationship with children; parental
coping abilities while parents are raising children; and methods
for handling family disagreements. The intent of the survey is
to provide a data source to explore research questions related
to Healthy People 2020 and the variables correlated with drug
use. However, such data have also been associated with eating
disorders and risk behaviors other than drug use. These assessment
indicators also provide data to guide the remaining functional
health pattern assessment. Patterns overlap, and findings in one
pattern may encourage further assessment in another pattern.

The following are some research questions that concern family

health promotion:

* What are the chief concerns of parents and other adults in
the household about their children’s development, learning,
and behavior?

* How do children’s health status and the health practices
(physical activity and smoking behavior) of the adults
compare?

* What health-related behaviors, such as eating three meals a
day at regular times, eating breakfast every day, exercising for
a minimum of 2 or 3 days a week, sleeping for 7 to 8 hours
each night, and abstaining from smoking, are practiced by
the family?

* How safe are homes, schools, and neighborhoods from the
perspective of the family?

Health practices differ from family to family. Families identify

and perform health-maintenance activities based on their beliefs




about health, Exploration during the assessment also includes

the following areas:

+ What is the family’s philosophy of health? Does each family
member hold similar beliefs? Do family members practice
what they believe?

In what negative behaviors or lifestyle practices, such as

* smoking, alcohol, and drug abuse, do the family engage?

+ What chronic disease risk behaviors are exhibited within the
family?

- Are risk factors present for infections, such as lack of immu-
nization, lack of knowledge of transmittable diseases, and
poor personal hygiene?

«  Are risk factors for bodily injury, accidents, or substance abuse
present in the home?

- Do older adult members know what medications they are
taking and the reasons for their using them?

+ Does the family discard outdated medications or those not
used?

+  What unattended health problems exist?

» Is there a history of repeated infections and hospitalization?

+ Is the home understimulating or overstimulating?

+ Where does the family obtain health and illness care?

+ Is the family engaged in a dental program?

« How does the family describe previous experiences with nurses
and other health care professionals?

INutritional—Metabo‘Iic Pattern

The nutritional-metabolic pattern depicts characteristics of the
family’s typical food and fluid consumption and metabolism
(Gordomn; 20+C). Induded:in it are growth and development
patterns, pregnancy-related nutritional patterns, and the family’s
eating patterns. Risk factors for obesity, diabetes, anorexia, and
bulimia are identified.

Dietary habits, learned within the family context, involve
behavioral patterns central to daily life. Keeping a diary of intake
for a week is a useful strategy for assessing family food and fluid
intake patterns. Assessment notes both meals shared with the
whole family as well as additional consumption by individuals.
Relcent research provides evidence that family meal sharing is
associated with healthier eating habits. For example, Utter and
colleagues (2013) report that family meal sharing in their sample
of New Zealand adolescents (1 =9101) was positively associated
with higher well-being scores, lower depression scores, and fewer
risk-taking behaviors. In a follow-up report of this same popula-
tion, Utter and colleagues (2016) found the same positive associa-
tions with better nutritional indicators (fruit and vegetable intake),
better mental health indicators (fewer depressive symptoms),
and stronger family connections in adolescents who knew how
to prepare food compared with those adolescents without the
cooking abilities. However, the adolescents with cooking ability
were more likely to have higher body mass index.

Exploration during nutrition pattern assessment includes the
following areas:

+ What kinds of foods are typically consumed?
+  Who eats together at mealtimes?
- How is food viewed (reward/punishment)?

+ Ts there adequate storage and refrigeration?
- How is food purchased?

+ How is food prepared?

+  Who prepares food?

IEIimination Pattern

The elimination pattern describes characteristics of regularity
and control of the family’s excretory functions (Gordon, 2016).
Bowel and bladder function and environmental factors such as
waste disposal in the home, neighborhood, and community that
influence family life are considered in this pattern.

Questions are phrased according to the age-specific develop-
mental stage of the family. For example, when the nurse is
attempting to determine whether there is a problem in the
preschool stage, it would be appropriate to ask whether the child
is being toilet trained. In families with adolescents, the nurse
may ask how often individuals have bowel movements and
whether there have been any changes from usual patterns. The
nurse may ask older adult members whether they have any
problems with constipation. Issues that particularly concern older !
adults include constipation, diarrhea, polyuria, and incontinence,
as well as use of antacids and constipation-relieving agents and
strategies. The nurse evaluates whether use of these strategies is
appropriate or possibly contributing to poor health.

IActivity-Exercise Pattern '

The activity-exercise pattern represents family characteristics

that require energy expenditure (Gordon, 2016). The nurse reviews

daily activities, exercise, and leisure activities. Families create

settings for individual members to be physically active, sedentary,

or apathetic toward physical activity. The quantity of sedentary

activities such as television and video game screen time is explored.
Exploration during assessment of this pattern includes the

following areas:

«  How does the family exhibit its beliefs about regular exercise
and physical fitness being necessary for good health?

- What types of daily activities include physical exercise and
who does what with whom?

+ What are the television viewing habits of children?

+  How are other screen-viewing activities (computers, video
games) incorporated into the daily routines?

+ How often do children exercise?

+  How are these activity and exercise factors related to children’s
health?

»  What does the family do to have fun (Figure 7-1)?

ISleep-Rest Pattern

Rest habits characterize the sleep-rest pattern (Gordon, 2016?'
Without the restorative function of sleep, individuals exhibit
decreased performance, bad temper, and decreased stress toleranc® £
and may rely on alcohol or other chemicals to induce sleep-
Regular, sufficient sleep patterns are linked to better men tal statu$
including learning and decision-making. Most families have
sleeping patterns, although in some families these patterns ma¥
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FIGURE 7-1 Family outings can be (A) leisurely and restful or
{B) adventurous and exciting.

not be readily apparent. It is important to elicit the data about
sleep and rest from the family’s perspective.
Assessment of the sleep-rest pattern includes the following:
« What are the usual sleeping habits of the family?
. How suitable are they to the age and health status of the
family members?
+  What are the usual hours established for sleeping?
+ Who decides when and how children go to sleep?
| . Do family members take naps or have other regular means
i of resting or relaxing? s
| . How early does the family rise? What are the patterns related
to bedtime and rising? ‘
Do all family members have the same general sleep-rest pattern?
* s there a family member with sleep disruption?
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I cognitive-Perceptual Pattern

The cognitive-perceptual pattern identifies characteristics of
. language, cognitive skills, and perception that influence desired
- or required family activities (Gordon, 2016). Specifically, this
Pattern concerns how families access information to make deci-
sions, how concrete or abstract the thought processes are, and

Whether the decisions focus on present or future issues. Decision-
- Making in families is associated with power in family functioning.
__iBhly educated families usually have greater repertoires for
| Problem-solving. Power and ability to solve problems are linked
§ 1 i E" leadership; family leaders must be acknowledged if nursing
| "trventions are to be implemented.
- Cognitive-perceptual pattern assessment includes the following:
How does the family access and interpret information,
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F | Sspecially about health (e.g., newspaper, books, computer,
*1 o television, or radio)?

I 5 ~ " What are the usual family reading patterns and strategies used
) v

_ for ongoing learning (e.g., continuing education programs)?
§ Whatkinds of materials does the family read to the children?
- How does the family usually make decisions about health
- Promotion and disease prevention?

~ Howdo family members contribute to the decision-making
~ Process?

How knowledgeable is the family about risk factors and
g 3 developmental milestones?

~ CHAPTER 7 Health Promotion and the Family

« How are choices made regarding lifestyle?

. How knowledgeable are family members about correct
information?

+ How do family members acquire information?

+ How accurate are the information sources used to make
health-promotion choices?

»  How do family members describe whether their health behavior
is constructive or destructive?

+ How do family members recognize signs and symptoms of
deteriorating health?

+ How do family members decide when medical attention is
necessary?

+ Who makes the decisions about when to seek health care?

+ What factors contribute to delays from the time of onset to
the time of treatment?

» How long do families wait before seeking care?

+ What are some of the cues that signal to families that care is
needed?

+ How is professional care accessed?

- What type of health care is generally used health maintenance
for immunizations (well-child care or emergency/urgent care
facilities)?

+ How are decisions made about the use of over-the-counter
medications or the use of alternative or traditional health
practices?

ISelf—Perception—SeIf—Concept Pattern

The self-perception—self-concept pattern identifies characteristics

that describe the family’s self-worth and feeling states (Gordon,

2016). Rapport between, the family members and the nurse

facilitates disclosure. Families have perceptions and concepls

about their image, their status in the community, and their

competencies as a family unit. Families manifest these perceptions

through shared aspirations, values, expectations, fears, successes,

and failures. Relationships in families determine the amount

of sharing that occurs. Situations affecting one member influ-

ence perceptions of the entire family group. How each member

describes the family often gives clues to the family self-concept.
Exploration during assessment includes the following;

+ How is this family similar to or different from other
families?

+ How does this family perceive itself to be similar to and
different from other families?

«  What special assets does each member contribute to the family?

- What changes would each member like to see occur in the
family?

. What kinds of feelings do family members have for each
other?

« Describe the general tone of feelings in the family. Is the tone
indifferent, secretive, angry, or open?

- How does the family think it assimilates into the neighborhood
and community?

+ How does the family handle stress and crisis situations?

+ How does the family experience changes in the way it feels
about itself?

+ How does the family describe the events that led to a change?

303ty




LiMIT 2 Assessment for Health Promotion

R

lﬂoles-ﬁelatinnships Pattern

The w[cs-relatiﬂlﬁhi ps pattern identifies characteristics of famnily
roles and relationships (Gordon, 2016). Both structural and
functional aspects of the family are assessed. Structural aspects
of families include each membe.'r’s nam.e,‘ age, sex, ed1:1cation,
occupation, and role in the family. Traditionally, families have
been described as nuclear and extended. The traditional nuclear
family consists of husband, wife, and children, with an extended
family that would include aunts, uncles, cousins, and grandparents.
Today there are many va rieties of nuclear and extended families.
Edwards (2009) describes various contemporary family structures:
traditional nuclear family, extended families, single-parent farnilies,
stepfamilies, cohabiting families, gay and lesbian families,
grandparent—hcaded families, foster families, and fragmentary
families. Traditional nuclear family structure has been influenced
by societal changes, such as the women’s movement, employment
of mothers, divorce, and remarriage. Exploration of fa mily origin
and genetic heritage completes family identification data collec-
tion. Cultural practices in the home may or may not reflect the
family’s genetic heritage; therefore it is important to explore the
diversity of cultural and ethnic practices during the family
assessment (Andrews & Boyle, 2015).

The American Academy of Pediatrics regards the family as
the most enduring link to health for children. For example,
findings from the Early Childhood Longitudinal Study, Birth
Cohort (1 = 5000) maternal health behaviors at each phase of
early development (9 months, 2 years, 4 years, 5 years) indicated
the importance of the mother-child relationship in health promo-
tion (Prickett & Augustine, 2016). The US Census Bureau (2014)
released information in 2011 from the Annual Report of Families
and Living Arrangements. The proportion of young adults aged
15 to 34 years living in their parents” homes increased from 14%
in 2005 to 19% in 2011 and has extended beyond the economic
recession. In regard to children aged 5 to 15 years, 69% live with
both parents. Children living with only one parent are more
likely to live with their mother. Grandparents live in 10% of the
homes that have children younger than 18 years. The proportion
of children with stay-at-home mothers decreased from 24% in
2007 to 23% in 2011. There is also an overall trend of increasing
proportions of individuals living alone in their home, increasing
from 13% in 1960 to 28% in 2011.

Schoon and colleagues (2012) suggest that children in the
United Kingdom experiencing poverty for the first 5 years of
life are at higher risk of impaired cognitive development than
those who do not experience poverty. These data indicate the
need to identify family structure for poverty-related factors to
determine those families at risk and effectively intervene (see
Figures 7-1,7-2, and 7-3). Family structure and function influence
family stability and pose a challenge to the nurse in heal th promo-
tion and disease prevention.

Divorce and remarriage involve a complex transition that
requires the disintegration of one family structure and reorganiza-
tion to another (Hiyoshi et al,, 2015). How parents cope during
situational crises, as well as after the divorce, is a significant
variable in long-term individual and family adjustment. See the
case study at the end of this chapter for the presentation of a

stepfamily situation. Developmental levels of children, individual 2
temperaments of children, and quality of environmental support b
for children all contribute to family response to crises. For o
example, Feise and Bost (2016) explore how families’ responses B
impact obesity risk in children. They link family system factors, a
such as family meal routines and distress during meals, with the ol
biological risk of obesity. T
A family reciiiencs framework may be useful to promote bi
strategies for prevention efforts aimed at strengthening families A
as they face life challenges. Masten and Monn (2015) describe
an integrated method for understanding and promoting resilience o
in children and families. Family disruption has been associated D
with substance abuse and psychosocial maladjustment in ado- (!
lescents and young adults. Family supports are associated with | e
adherence, and substance abuse may decrease healthy social i
support systems. Moreover, both family dissolution and family ] "
disruption may be associated with substance abuse, alcohol R
consumption, and externalizing behaviors such as theft, property | fa
destruction, fighting, and assault (Masten & Monn, 2015). The i
current literature provides support for the importance of the | ,
roles-relationships patterns in the development of health- §
promoting behaviors (Gordon, 2016; Masten & Monn, 2015). = .
Family organization influences performance of health-
promotion and disease-prevention functions. For example,a § .
single parent without an extended family network may be in P 3
need of more community resources to help raise the children.
A two-parent family living near its extended family may need £ .
less support to raise children, but family members may need to JJ ,
know about growth and developmental stages and immunization
schedules. Individuals may experience a variety of family struc- = A | .
tures in one lifetime. A person may be part of a nuclear family §
as an infant, a single-parent family after the parents have divorced, f -
a stepparent family after the mother or father has remarried, f

and an unmarried couple family when the person is one of two
adults who share a household. The person brings the values and
beliefs about health promotion and disease prevention that were
practiced in previous unions to each new family configuration.
Divergent values may result in conflicting expectations unless
the new union forms a set of integrated values and beliefs. The
current trend away from the nuclear family with the extended
family may influence the general direction of the health care
system and the strategies used to promote health with other
family configurations. _ '
Certain health-promotion issues are of particular concern LOR
the nurse while he or she is assessing family health promotiot g
and disease prevention. Violence is a health problem that threaten S8
the integrity of all families. Alhusen and colleagues (2015) provide.f ¥
an overview of several studies reporting that the National Vialcﬂt::'
Death Reporting System lists a rate of 2.9 homicides per 100,00
live births. Often pregnancy-associated suicides involved mtimat@j L e
partner conflict attributable to the suicide, and almost half o
the pregnancy-related homicides are related to family violen”ﬁ.
(Alhusen et al., 2015). According to Alhusen and colleagues (2015 3§
these homicides outnumber the reported numbers of deat™ ]
from some of the common obstetrical causes. Furthcrmff-*":": o
bullying contributes to violence issues that pertain to fmil_le?j
Bullying is addressed in Healthy People 2020 Objectives {USDHH i

‘i'.'_."-".
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CHAPTER 7 Health Promotion and the Family

2015). The measure used for this objective (IVP-35 Reduce
bullying among adolescents) is the percentage of children bullied
on school property during the 12 months before the survey
" | (USDHHS, 2015). The midterm measure in 2013 (19.6%) was
I 4 10% reduction since 2010 and moved toward the 2020 target
I of 17.9%. The role of the family dysfunction and support is
I ~ Tinked to bullying behavior (Kann et al., 2013). Furthermore,
| 1| bullying within families among siblings also occurs (Berry &
0 Adams, 2016).

e Family violence includes child abuse, spousal abuse, and elder
: ~ abuse, with women being victimized more often during pregnancy.
| Death in pregnancy is often associated with domestic violence

(Alhusen et al., 2015). Health promotion and violence prevention
require a complex set of skills. Nurses use approaches to reduce
violence-related injuries and deaths by acquiring the role of
advocate and helping to eliminate victim blaming (Box 7-4:
Research for Evidence-Based Practice). Explorations to assess

it i1

o
{lll‘.l
Ay
2

| families for health promotion and violence prevention may
" ~ include the following: - ,
|+ What formal positions and roles does each of the family
| i . members fulfil?
| R |

* What roles are considered acceptable and consistent within
the family’s expectations?
What kind of flexibility in roles occurs when needed?
What informal roles exist? Who plays informal roles and with
. what consistency?
~ + What purpose do the informal roles serve?
|+ How are the family social support networks associated with
I health and development?

' ' Who were the role models for the couples or single people
. as parents? i mowt e o ]
Who were the role models for marital partners and what were
- their characteristics?
- " How does the family manage daily living? How are the
5 household tasks divided?
- ' How are problems handled? How are problems with children
3 handled?

| BOX 7-4 RESEARCH FOR EVIDENCE-
| BASED PRACTICE

| Wenty Latina women who had experienced domestic violence participated
'&' this rbnixed-methods single subject design. Participant journaling and one-
g 1% Interviews with research assistants were included in the design. Data
' -f-? collectad at multiple intervals during the 5-week training period for
: -_-"’”’33 [community health workers).

Thess Women were all born outside the United States. Average age of 36
5and 10.6 years of completed education, employment in the service industry
terized the sample. Quantitative measures, interviews, and journals
ed that the training increased leadership competency.

® firlings provide support for recognizing the contribution of promotoras
Munity and public health. These types of development programs may
mlﬂqwer the promotoras to continue their community participation and
their 8ngagement within their communities for other women.

S T . .

Srata, J, v/, Hernandez-Martinez, M., & Macias, R. L. {2016).
a;_’owefman't of immigrant Latina survivors of domestic

* A promotora model of community leadership. Hispanic

e International, 14(1), 37-46.

*  Who is employed outside the home?
* Who takes care of the children when both parents are employed

outside the home? .

* How does the family care for its ill members? How does it
care for its older adult members?

* Are behaviors appropriate for family stages of development?

* Is decision-making allocated to the appropriate members?

* Does the family respond appropriately to its members’
developmental needs?

* Is there fair distribution of tasks among family members?

* Is the family’s emotional climate conducive to growth and
development?

* Is there a connection between family and community
crime?

In their study of 413 adolescents, Hardaway and colleagues (2016)

provide evidence that family relationships protect adolescents

from harm in violent communities. They report that interaction

with the extended family and parental engagement act as resources

for youth who are exposed to violence in their neighborhoods.

These findings indicate that nurses working with families should

encourage parents to maintain open communication within the

family and that parents should enlist additional support from

their extended family members as a larger network of positive

influence for their children.

When this initial assessment reveals possible neglect, abuse,
or violence, further assessment is warranted with a branched
assessment that may include the following assessment parameters
and questions:

* What cues are present to indicate chemical abuse?
* Who are the significant adult members of the household?

(Determine the presence of a boyfriend/girlfriend.)

Nursing diagnoses and planning stem from a thorough assessment.
High-quality evidence-based intervention is based on this sys-
tematic approach to assessment. For example, quality intervention
for victims of intimate partner violence can be planned in advance
to promote the safety and well-being of the victims (Box 7-5:
Quality and Safety Scenario).

Genogram

A genogram, or family diagram, represents the family on the
basis of identification data that depict each member of the family
with connections between the generations. This useful technique
gathers data on at least three generations, including the current
one; their parents, grandparents, aunts, uncles; and their children.
The genogram explores clues within family histories contributing
to health problems. Figure 7-2 depicts accepted genogram symbols,
with a sample genogram of the fictional Graham family portrayed
in Figure 7-3 (Stanhope & Lancaster, 2015). The Graham family
genogram shows a variety of family structures, including changes
resulting from marriage, divorce, death, and childbearing,. This
information highlights family health patterns to use for anticipa-
tory health guidance; for example, in the case of the Graham
family, hypertension, type 2 diabetes, cancer, and hypercholes-
terolemia. Family histories provide the unique perspective of
family risk of inherited diseases as well as the family environmental
contribution (Pender et al., 2014). Although My Family Health
Portrait (https://familyhistory.hhs.gov/FHH/html/index.html)
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'/ BOX 7-5 QUALITY AND SAFETY

SCENARIO

Domestic Violence: Intimate Partnér Violence

If the person is still in the relationship:

¢ Think of a safe place to go if an argument occurs—avoid rooms with no
exits (bathroom} or rooms with weapons (kitchen).

= Think about and make a list of safe people to contact.

» Keep a cell phone with you at all times.

» Memorize all important numbers.

e FEstablish a "code word” or "sign” so that family, friends, teachers, or
coworkers know when to call for help.

» Think about what to say to the partner if he/she becomes violent.

* Remind the individual that he/she has the right to five without fear and
violence.

If the person has left the relationship:

e Change the phone number.

¢ Screen calls.

« Save and document all contacts, messages, injuries, or other incidents
invalving the batterer.

¢ Change locks, if the batterer has a key.

» Avoid staying alone.

e Plan how ta get away if confronted by an abusive partner.

* |f a meeting is necessary, have it in a public place.

¢ Vary the routine.

» Notify school and work contacts.

* (all a shelter.

If the individual is leaving the relationship or thinking of leaving, that person
should take important papers and documents to facilitate application for benefits
or take legal action. Important papers include Social Security cards and birth
certificates for self and children, marriage license, leases or deeds, checkbaok,
charge cards, bank statements and charge account statements, insurance
poiicies, proof of income (pay stubs or W-2s), and any documentation of past
incidents of abuse (e.g., phatos; police reports, medical records).

The Nationa! Coalition Against Domestic Violence provides information to
health care providers, a network of shelters, and counseling programs, and
operates a national hotline: 800-799-SAFE {7233); website: http://www.ncadv.
org; address: One Broadway, Suite B210, Denver, CO 80203; phone: 303-839-
1852; fax: 303-831-9251; telecommunication device (TTY): 303-839-1681; e-mail:
mainoffice@ncadv.org.

Adapted from information on the National Coalition Against Domestic
Violence. http://www.ncadv.org/.

takes a more traditional approach to family history, encouraging
families to visit the website helps them explore their own family
history. Resources for this continuously evolving topic of genomics
can be found at the National Human Genome Research Institute
(http://www.genome.gov/HealthProfessionals/), and on-line
genetics education resources can be found at the National Institute
of Health’s National Genetics Research Institute at http://
www.genome.gov/10000464. Box 7-6 explores how family assess-
ment incorporates genomics.

Ecomap

The ecomap, which is similar to the genogram, uses pictorial
techniques to document family organizational patterns with
visual clarity. A genogram is constructed for a family or household.
It begins with a circle in the center of the page. Outside the
circle, smaller circles are drawn and labeled with the names of

significant people, agencies, and institutions in the family’s social
environment. Lines are drawn from the family-household to
each circle. Solid lines indicate strong relationships. Dotted lines
reflect fragile or tenuous connections. Slashed lines signify stressful
relationships. Arrows can be drawn parallel to the lines to indicate
the direction for the energy flow or for resources (Stanhope &
Lancaster, 2012). Figure 7-4 shows an ecomap for the fictional
Graham family. Both the genogram and the ecomap provide
useful information and can be incorporated into family systems
assessment (O'Brien, 2014; Tramonti & Fanali, 2015). The ecomap
helps to overcome the issues of the genogram encountered when
one is assessing nontraditional families. The ecomap uses a
functional rather than a structural approach to the assessment
of family roles and function.

Health-promotion nursing relevance cannot be underesti-
mated. Nurses who maintain competency position themselves
to determine the most accurate risk profiles and family risk
assessment. '

| sexuality-Reproductive Pattern

Sexuality is the expression of sexual identity. The sexuality-
reproductive pattern describes sexuality fulfillment (Gordon, &
2016), including behavioral patterns of reproduction. This pattern §
also includes perceptions of satisfaction or disturbances in sexual-
ity, sexual relationships, reproduction (including contraception),
and developmental changes throughout the life span, such as
menarche and menopause. The sexuality-reproductive pattern
addresses transmission of information within the family about
sexuality, as well as sexuality for the couple, including their sexual
relationship, perception of problems, manner in which probiems &
are handled, and actions taken to solve problems (Gordon, 2016).
Information transmission during childhood is an important
area to explore to better understand how issues related to
sexuality and gender identity are addressed within the family
(Gordon, 2016).
Topics to explore during the assessment may include the
following areas: j
How do the adults in the family communicate their needs t0 :
each other?
+ How do family members commit to, love, and care for each )
othier, as well as fulfill their obligations and responsibilities
toward one another? :
+ How do the adults in the family view marriage, parenthuodé._-
and their relationship as lovers? !
*  How does the family address family planning and birth contl'(_)lf.
+ How do family members participate in the choice of fﬂmll?:
planning and contraceptives used? 5
When needed, complete pregnancy histories include SBX“"_]"
practices and partners, the number and ages of children, th"f
number and outcome of pregnancies (including live birth% 2
miscarriages, spontaneous/therapeutic abortions), and the l’ifll,"l
control methods used. Nurses also observe the comfort 1eVe*
the adults demonstrate when discussing their own sexualitys 9%
if an adult seems uninformed when discussing sexual subjefst:ii.
with children. Because of the impact that sexual r_elatinnshl i
within the family have on children, exploring the variety of seX¢ !
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Male: Female:o Birth date &3-19745/ Death date

Index Person (IP): D © Death=X

Living together, | O
¥ "

relationship, or liaiso

Marital separation (give date): Divorcs (give date): |_"9

FIGURE 7-2 Genogram symbols. (Modified from McGoldrick, M., Gerson, R., & Petry, S. [2008].
Genograms: Assessment and intervention [3rd ed.]. New York: Norton.) ,
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CHAPTER 7 Health Promotion and the Family

'BOX 7-6 Genomics and Family Assessment

Family assessment is the first line of assessment for genetic testing. Family
assessment encompasses both genetic and environmental risks shared among
family members. Family assessment provides the foundation for the complex
process of genetic assessment, which includes nandirective genetic counseling
+ | 1o facilitate the balance of risk versus benafit (Wilson & Nichiolls, 2018).

Thanksgiving Day, a day in the United States when families customarily gather,
has been designated by the US government's Family History Initiative as Family
History Day. Family History Day sets aside Thanksgiving Day as a time when
family members can discuss their health history {https://www.genome.
gov/17516481/). Multiple tools have now been designed to facilitate gathering
and sharing information in preparation for use in an electronic health record
(EHR) environment. The design of these tools is intended to improve quality,
while decreasing disease burden and cost.

Evidence supports multiple genomic interventions that are derived from accurate
family assessment. A number of conditions have been identified as tier 1 disorders.
Tier 1 designation indicates that genomic and family health history synthesized
studies support implementation of the evidence into practice. Currently the following
: disorders that rely an accurate family assessment are classified as tier 1:

—

! Breast/Ovarian Cancer

| o Hereditary breast and ovarian cancer in women (see Box 6-6: Genomics)
J2ee » BACAT and BRCAZ genes related

o » Deleterious mutation of the BRCA gene

B + Chemoprevention of breast cancer

Colorectal Cancer

« Newly diagnosed colorectal syndrome (test for Lynch syndrome; see Box 6-6:
Genomics)

» Known Lynch syndrome in family

e Metastatic colorectal cancer (KRAS gene, cetuximab, panitumumab)

e Invasive colorectal cancer (carcinoembryonic antigen—related cell adhesion
molecule 5)

Cardiovascular Disease

« Familial hypercholesterolemia (DNA testing and jow-density lipoprotein
cholesterol concentration measurement)

= Cholesterol screening

Other

o Osteaporosis screening in Women—parental history of hip fracture

o Hereditary hemochromatosis—family health history, aspetially siblings
« Newborn screening of 31 core conditions

Other tier 1 genomic applications, in addition to family assessment, could be
used to reduce morbidity among affected people and their families (Douglas &
Dotson, 2015).

Adding family health histary to meaningful use standards for EHRs may also
decrease the gaps between the evidence and how it is implemanted in practice.
Promoting the importance of family assessment through education and policy
may facilitate identification of at-risk families (Kolor & Khoury, 2015).

. - SN 3

| \L- y pr':u:tices within heterosexual, homosexual, and bisexual relation-

- ships in the family is an important part of health-promotion
~ assessment (Hockenberry & Wilson, 2015). The onset of the use
i of electronic health records in many settings provides an oppor-
3 __thni.ty to systematically assess and intervene to provide best
. Practices and eliminate disparities in these populations (Donald
~ X Ehrenfeld, 2015).

[ﬁ@lﬁthﬂess Tolerance Pattern

:The coping-stress tolerance pattern helps to depict the family’s
lﬁ‘:.a.‘dal’_tal'inn to both internal and external pressures (Gordon,
! 4?{916).. On a daily basis, family members generate energy to face
4 *e"'oi"’l_ﬂg needs. Society continually compels families to adapt to
: Situations. Survival and growth depend on coping mecha-
s as families face external demands required to move from
. thde"elﬁp me.nta] stage to the next. The family’s ability to cope
| gializ"er)fday living demands determines family success. Family
< nsh;:ps support coping or generate more stress. Life events,
:-le-as divorce, moving, or developmental stages of the life
~% and economic hardships, such as loss of a job, provoke
's;-nd mobilize family coping strategies. Exploration of coping
. Hﬂwesjl tolerance includes the following assessment areas:
W does the family cope with stressful life events?

| f:a'ﬁu":‘t ?eXperiences have family members had with chemical
. se?

s From Douglas, M. P., & Dotson, W: D. (2015). Evidence matters in genomic medicine, round 2 from the Office of Publi¢ Health Genomics,

d Centers for Disease Control and Prevention. http://blogs.cdc.gov/genomics/2012/08/23/evidence-matters—in—genomic—medicine—roun‘d-2/; Kolor, K.
& Khoury, M. J. {2015). Evidence matters in genomic medicine-round 3: Integrating family health history into preventive services. http://blogs.
cdc.gov/genomics/2012/09/27/evidence—matters—in—genomic—medicine—round-3/; Wilson, 8. J., & Nicholls, S. G. (2015). The Human Genome
Project, and recent advances in personalized genomics. Risk Management and Healthcare Policy, (82, 9-20.

«  What strengths does the family have and use to counterbalance
the stresses?

. ‘What stressful family situations are experienced?

. How does the family view the association between stress and
children’s health and development?

. How does the family make appraisals of the situations, and
are they realistic?

. Describe the family’s resources. How do family members use
knowledge or links to family networks or community resources?

. What kinds of dysfunctional adaptive strategies are used, such
as chemical abuse or violence?

IValues-Beliefs Pattern

The values-beliefs pattern characterizes the family’s perspective

and attitudes about life meanings, values, beliefs, and spirituality

and the way these issues affect behavior (Gordon, 2016). Assess-

ment, diagnosis, and intervention are based on these attitudes.

Assessment of this pattern enhances the interpretation of family

behavior. Exploration of values and beliefs includes the following

assessment areas: .

« What are the values and beliefs held by the family?

* How flexible are rules?

*  How do family members interact (calm, aggressive, competitive,
or rigid)?

* How do family members view spirituality?
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FIGURE 7-4 Ecomap of the Graham family. (From Stanhope, M., & Lancaster, J. [2012]. Public
health nursing: Population-centered health care in the community [8th ed., p. 636]. St. Louis:
Mosby.}
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+ Describe the cultural or ethnic group with which the family
identifies. What family practices are consistent with the norms
of that ethnic group? How are the practices inconsistent with
these norms? ‘ ‘

+  What are the family’s traditions and practices?

«  How do the significant cultural beliefs affect health or illness?

« Describe the role that religion plays in the family on a regular
basis and during times of stress. How does the family rely on
religious practices?

+  How does the family perceive its competency during crisis?

« What are the family goals, and do members perceive that they
are attaining these goals?

+ How are value conflicts demonstrated within the family?

+ How do identified family values affect the health status of
the family?

Spirituality, defined as life purpose and connection with others,

affects health, The metaphysical and transcendental phenomenon

' of spirituality, as well as the religious and nonreligious systems

of belief within families, should be assessed (Denham et al., 2015).

How well families communicate their unconditional love and

1 forgiveness for injury or betrayal may contribute to physical

symptoms within families. Clearly, spirituality and social skills

H I promote health and prevent disease.

Data collected in the 11 functional patterns reveal ideas about
family health-promotion and disease-prevention practices. Risks

" to healthy family functioning may be identified in each pattern.
Risk factors may be found in more than one area. For example,
passive smoke from one family member’s cigarettes may be
identified as an environmental risk factor in the home. However,

* the family’s reaction to passive smoking determines the family
members’ perceived susceptibility, their perceived severity of the

~ problem, and whether they will make a change in the environment
to promote family health. The pattern indicates high risk if chronic

~ asthma is described during the family history. In this situation,

il i.'several other pattern areas support the finding. The nurse

i determines each risk behavior along with its effects on the others.

- The environment also influences family health and well-being.

'Fgl_m:horne, neighborhood, and community constitute the family

SHionment. Assessment includes exploration of the following

mt’: environment areas (Figure 7-5):

J'hat type of dwelling is it (condominium, single dwelling,

Weincome apartment, or temporary shelter)?

W h.as the family acquired the home (purchase, rental)?

"Matis the condition of the home (interior/exteriof: glass,

él.’ broke.n Stf:lirs, peeling paint, inadequate insulation,
.equate lighting on stairs, or broken fixtures)?

€ number and type of rooms adequate for the size of

Satisfactory are the furnishings to meet the needs of the

};(()ir;;;uz‘téh cha.iirs and beds, and a kitcheg tabl'e)?-

& Sllmrrnable-: is the temperature (warm in winter and
er, insulated)?

ad ol
ﬁt:?quﬂte is lighting for reading, sewing, and other

FIGURE 7-5 Assessment of the home includes environmental
assessment of the yard.

»  How adequate is the water supply (sufficient/clean/fluoridated/
polluted)?

+  Does the family have access to a telephone, and are emergency
numbers available?

+ How safe are the kitchen sanitation and refrigeration
capabilities? P

»  How adequate are the bathroom sanitation facilities, water
supply, toilet, and towels and soap?

«  Are the sleeping arrangements adequate for family members,
considering age, sex, relationships, and spatial needs?

+ How adequate is the plan for escape in an emergency (smoke
detectors/escape route/plan inside the home)?

. What are the arrangements for and knowledge of first aid
(directions posted for poisons, burns, lacerations, and other
first-aid needs)?

+  What signs of rats, mice, or cockroaches are present inside
or outside the home?

+ What are the family’s impressions about the home? How do
the family members describe the adequacy of their living
space for privacy, their own interests, and status?

« How are chemicals stored in the home {out of reach of
children)?

- How is safety ensured in the home? What safety issues are
evident?

The areas to explore for neighborhood assessment are as follows:

+ What is the condition of the dwellings and streets (maintenance/
deterioration)?

+ How and when is the garbage collected?

+ What is the incidence of violent crime, burglaries, and
automobile accidents?

* What kinds of industry are nearby and do they produce air
pollution or toxic waste?
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«  What are the social class and ethnic characteristics of the
neighborhood?

« ‘What are the occupations and interests of the families in the

neighborhood?

«  What is the population density?

»  How available and accessible is public transportation? Why
Is public transportation not used if it is available?

Exploration during assessment of the community includes the

following areas:

+  What resources, such as schools, church, transportation,
shopping, and recreational facilities, are available for family
use?

+ How accessible are the health facilities, such as physician’s
office, clinic, hospital, gym, swimming pool, natural food
store, and weight-reduction clinic?

By driving or walking around the area, the nurse can obtain
neighborhood and community data. Other sources of information
include the family, health professionals, teachers, business people,
and others who work in the area. Official resources, such as the
reports from the US Census Bureau (http://www.census.gov/)
or statistics from the city or state health departments and libraries,
are also helpful in describing a neighborhood and
community.

ANALYSIS AND NURSING DIAGNOSIS
Analyzing Data

After completing the data collection, the nurse and the family
analyze the data. Several approaches are used to analyze health
data, including systems theory, developmental theory, and risk-
estimate theory. A systems approach categorizes families as open
or closed, with permeable or rigid boundaries determining both
structural and functional components of family systems.
Developmental theory approaches families from the perspective
of tasks and progression through cycles. Nurses analyze data to
identify accomplishment of family life cycle stages and family
tasks needed to function successfully. Family developmental needs
are deterrhined considering the wide variety of family structures
and functions in society. Although most family models are based
on nuclear family structures, additional family structures should
be explored as indicated by current population trends (Brown
et al., 2016; Coyne et al., 2016; Edwards, 2009). The stages of
family development guide the baseline data analysis. Gaps, missing
data, or conflicting information is identified and clarified.

Couple Family

The first stage of family development begins when adults define
themselves as a family regardless of the legal status. When
individuals move from their family of origin to a new couple
relationship, adaptation to role expectations of a partner becomes
a developmental task for each individual. Establishing a mutually
satisfying adult relationship that converges with the kinship
network is one family developmental task. Adjustment for couples
includes learning how to weave together two personalities, two
life histories, and two aspirations of growth. Decisions in this
stage include whether adults are gainfully employed, how money
is managed, where they live, how they socialize with friends and

—_—

other family members, patterns of sexual activities, and whethe;
the couple has decided to have children. Determining how ¢,
divide household tasks of cooking, washing, cleaning, and shop.
ping occurs either consciously or subconsciously.

Developmental tasks that integrate health practices and habitg
into the couple’s lifestyle require consideration during analysis,
Health behavior constitutes particular actions to promote health
and prevent disease. Examples of health-promotion and disease-
prevention activities may include maintaining well-balanced
rest, exercise, diet, and contraception; attending smoking-cessation
classes; wearing seat belts; and directing activities toward self-.
actualization. Each individual brings values and beliefs to the
relationship. Practices from the family of origin and values from
personal experiences combine to form the adult beliefs of the
individual. Achieving mutually satisfying relationships also
depends on couples’ conflict management. Strategies that stem
from congruent value systems facilitate couple’s adjustment.
When couples use divergent strategies, problem-solving tends
to be less effective.

Childbearing Family

Decisions about adding children to the family commit couples
to more compléex long-term responsibility. Family development
and primary health needs change to focus on additional members.
To analyze the learning needs of couples with a pregnant member,
nurses consider aspects of decisions and motivations involved
with the pregnancy. With single-parent families (usually mothers)
becoming increasingly common through divorce, death, adoption,
or the choice to have a child out of wedlock, analysis of family
function addresses these diverse family structures (Atkin et al,,
2015; Coyne et al.,, 2016; Edwards, 2009;. ;

Attitudes and practices in society regarding sexuality have
influenced the incidence of sexually transmitted diseases, such
as genital herpes, gonorrhea, and syphilis. Acquired immunode-
ficiency syndrome (AIDS), first described in 1981, poses a threat
to the family and society, in addition to affected individuals.
Human immunodeficiency virus (HIV) is transmitted through
heterosexual, homosexual; or oral sexual intercourse, as well
as through direct contact with infected blood, shared needles
during intravenous drug use, and perinatal transfer from
infected mothers to their infants. Prevention of HIV transmis-
sion requires abstinence from and modification of relevant
behaviors.

Risk factors associated with sexuality include lack of knowledge
of safe sexual practices, the reproductive system, and personal
hygiene; lack of prenatal care; pregnancy before age 16 years;
pregnancy after age 35 years; a history of hypertension or infection
during pregnancy; and unplanned or unwanted pregnancy.

Risk factors for premature pregnancies and unsatisfying
marriage consist of ignorance about, or values regarding, family
planning; adolescent age; and sexuality and role adjustment
problems. In unplanned pregnancies, adolescent parents put
themselves and their developing child at risk. Lack of knowledge
of prenatal care, childbirth, and childrearing practices compounds
the risks for both the mother and the child. Parents who are
unable to perform parenting roles risk an unsatisfying relationship
and inappropriate developmental growth for this beginning stage
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. BOX 7-7 DIVERSITY. AWARENESS:. | |-

Preconception Care

Preconception care is a significant health-promotion opportunity for the whole
family. The importance of this care has been recognized by Healthy People
2020, the Institute of Medicine, and the Public Health Services Expert Panel
(R« on the Content of Prenatal Care.

One important area of preconception care is evaluating a couple’s genetic
history as documented on the standard family genogram. Further evaluation
should be considered for couples who are related outside marriage or who
have ethnic backgrounds such as Mediterranean, black, or Ashkenazi Jew,
and for women olderthan 35 years or younger than 16 years who have preexisting
medical conditions. Couples who have family histories of any of the following
health problems should be referred for further genetic testing and counseling:
cystic fibrosis, hemaphilia, phenylketonuria, Tay-Sachs disease, thalassemia,
sickle cell disease or trait, birth defects, or mental retardation,

Modified from Johnson, K. A, Floyd, R. L., Humphrey, J. R.,

Biermann, J., Moos, M. K., Drummon, M., et al. (2014). Action Plan for
the National Initiative on Preconception Health and Health Care

i (PCHHC). A report of the PCHHC Steering Committee. http://www.cdc
:|;| .gov/preconception/documents/ActionPlanNationallnitiativePCHHC2012
;l L 01404t

- of the family life cycle. If couples decide to remain childless,
learning needs include information about contraception.

The birth or adoption of a child begins a new family unit.
Family members adjust to new roles as the unit expands in func-

1, tion and responsibility. As described more fully in the section
ly Formulating Family Nursing Diagnoses, parents’ history as a
L, dyad and their experiences in other groups, particularly their
.- familigs of origin, influence the development of the triad (Box

ve & 7-7:Diversity Awareness). Accommodating new members disrupts
-h ~ family equilibrium. As a group, families explore ways to meet
o2  €ach other’s needs, to minimize differences, and work together,
ik . Fjrst-time parents often feel a lack of emotional support during
™ - ti-_le first several months of parenthood. Some, but not all, new
gh - Parents have available family leave policies that may facilitate this
ell I__tm,usition. Without a family network or friends, the first days
les __-';"_iftcr the birth or adoption may be difficult. Parents may care
m fm’ the child proficiently, but may need assistance to grow in the
lis- Parenting role, If parents are both employed outside the home,
nt S may encounter difficulty with the routines of baby care and
& confined to the house more for child care. Anxiety about

dge &adequacy of income may cause parents to increase their work
mal 18 1o increase their income. Exhaustion for both parents is
ars; m-l_mn from working full-time while providing child care as the
fion it develops, Single parents, usually mothers, carry these same
- “€s alone. Emotional su pport may be limited, particularly
ning s l:laS not found satisfaction in parenthood. The families
nily &1 or other support systems, such as self-help groups,
1ent O1, or friends, assist family members as they struggle to

:‘eie'tf‘:: + Bew member. King and colleagues (2015) reported

':tHeijﬁ}g; me a US longitudinal study (Adolescent and
Iekiveq fa: '_][hel_r structural equation modeling indicated .tI}at
085) nily belonging for adolescents of stepfather famil ies
Was strongly associated with the perceived quality of

E telationgh; : ;
- ““lonships particularly with both the stepfather and

the birth mother. Nurses facilitate processes within families of
origin, families of choice, or other support systems to promote
health in the newly formed family unit.

Some parents thrive during the period when an infant
needs almost constant care and nurturing. These parents find
support in a network of family and friends. Couples who find
satisfaction in parenthood seem to realize that parental influence
begins at birth and is the single most important factor in the
child’s physical, emotional, and cognitive development. The
parents’ ability to assume responsibility depends on a complex
array of factors: their own maturity; how they were nurtured
as children; their conceptions about self, culture, social class,
and religion; their relationship with each other; their values
and philosophy of life; their perceptions of and experiences
with children and other adults; and the life stresses they have
experienced.

In analyzing the needs of childrearing families, nurses consider
many factors, including providing for physical health, economic
support, and nurturing actions that are vital to learning and
social development of children. In analyzing couples’ needs
during this stage, nurses recognize the importance of interac-
tions among the triad. Observing decision-making helps nurses
determine family functioning, member roles, and effectiveness of
family members. Risks associated with role relationships include
working parents with insufficient resources for child care, abuse
or neglect of children, multiple closely spaced children, low family
self-esteem, children used as scapegoats for parental frustration,
immature parents who are dependent and unable to handle
responsibility, and strong beliefs about physical punishment or
obedience.

Family With Toddlers/Preschool Children

Families may have more than one child, each growing and
developing at an individual pace. Preschool children place great
demands on families. Families adjust to each new member with
space and equipment for expansion. The needs and interests of
preschool children influence home environments. Nurses assess
the quality of the home environment for whether children have
healthy amounts of stimulation-promoting opportunities. Safety
balanced with exploration by the child results in health-promoting
home environments. Rather than removing children from the
kitchen or garden, finding ways to include them in a cooking
or planting activity provides learning experiences. Other envi-
ronmental influences affecting the child’s rate and style of
development include religious practices, ethnic background,
education, and discipline techniques.

Evidence increasingly demonstrates the link between environ-
ment and health. Home environments that contain contaminated
air, water, or food increase health risks. For example, lead poison-
ing, a preventable disease that continues to affect thousands of
children, often results from lead paint and other factors in the
home, such as water. Although restrictions exist in the United
States to limit lead-based paint to exteriors, many homes have
lead in the interior. Generally, lead in water is attributed to poor
infrastructure in the home plumbing or the city. As a result,
poorer neighborhoods are at higher risk of lead poisoning from
their water source. For example, families in Flint, Michigan,



experienced increased lead in the water coming into their homes
when the local government changed their water source. Hanna-
Attisha and colleagues (2016) reported the incidence of elevated
blood lead levels within the city (n = 1473; before change 736;
after change 737) increased from 2.4% to 4.9% (p < 0.05) after
. water source change without a comparable change in blood
lead levels outside the city (n = 2202; before change 1210; after
change 992). The incidence of elevated blood lead levels was
highest in neighborhoods with poor families. Both homes and
automobiles are also considered possible sources of exposure to
the poisonous agent carbon monoxide. Nurses also review data
for home safety, including storage of dangerous materials, such
as detergents, insecticides, and medications.
Health-promotion needs for young children include proper
foods, adequate exercise and sleep, and dental hygiene. Parents
teach children through modeling and use of positive reinforce-
ment. Family developmental tasks include adjusting to fatigue
resulting from parenting demands. Nurses explore alternatives
to relieve parents. Parents need time for themselves, individually
and as a couple (e.g., to exercise, socialize), while knowing their
children are safe with a responsible person. Economic restraints
may limit relaxation time away from the children. Sharing child
care with friends and the family provides one source of support
for new parents. ‘

Family With School-Age Children

A family with children in school may have reached its maximal
size in numbers and interrelationships. The parents’ major
problem during this stage is the dichotomy between pursuing
self-interests and finding fulfillment in producing the next
generation. Family developmental tasks revolve around goals of
reorganization to prepare for the expanding world of school-age
children. School achievement becomes a critical task for socializa-
tion. Viewing social and educational goals from the perspective
of family culture and parents’ defined goals becomes particularly
important during this developmental stage. For example, many
opportunities for health education exist in schools, including
influencing healthy beliefs and behaviors. However, school health
programs focus on problems such as tobacco and substance
abuse with messages aimed at problems and crises rather than
healthy behaviors. Families influence health at home and in school
both by teaching children ways to assess and manage risky situ-
ations and by describing the benefits to expect when healthy
behaviors are practiced.

As children’s activities broaden away from the home, another
important developmental task for both the parent and the child
becomes “letting go.” Parents become involved in community
groups such as the parent-teacher association, scout groups,
sports teams, and other volunteer organizations. Encouraging
children to join in family discussions to learn about their heritage
can foster understanding of self within the family network (Figure
7-6). Children exposed to unsafe hoine environments are at risk
of behavior disturbances, school problems, and learning dis-
abilities. Parents who cannot manage their children in growth-
promoting ways soon experience energy depletion and may turn
to dysfunctional relief from parenting (e.g., drug and alcohol
abuse).

L 5 |.. i:_" — =t

FIGURE 7-6 School-age girl learns about her family heritage
and presents this information through a school project.

Family With Adolescents

Parents with adolescent children may experience a late preg-
nancy, resulting in care for an infant while other children in the
family are in school. A new family member at this stage may
be a source of joy or frustration for the family. The overall goal
with adolescent members is o loosew: family ties to allow greaier
responsibility and freedom in preparation for releasing young
adults. Although each member of the family strives to achieve
individual developmental tasks in the midst of social pressures,
the family as a whole has tasks to accomplish. Strengthening
the marital relationship to build a foundation for future family
stages is a critical task during this time.

Open communication is often difficult during this stage, partly
because of the differing developmental tasks of adolescents and
adults. Adolescents seek their own identity, and adults attempt
to facilitate adolescent decision-making processes. Choices about
values and lifestyles may differ. Adolescents may challenge family
values and standards. Although parents maintain some authority,
adolescents tackle their own desires and needs. Adolescents want
to do what their friends do, have their own cars, and make their
own money to spend in ways that they see fit. Parents who give
adolescent members opportunities to experience social, emotional;
and ethical situations with others are providing learning oppor-
tunities to enhance their sense of autonomy and responsibility-
As adolescents become mature and emancipated, families face
balancing freedom with responsibility. Health problems in this
age group include violent deaths, including suicide, injuries, and
alcohol and drug abuse. Contributing risk factors involve lack
of problem-solving skills, family values of aggressiveness and
competition, socioeconomic factors, peer relationships, rigid
and inflexible family values, daredevil risk-taking attitudes, and
conflicts between parents and children, Environmental risk—related
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violent deaths and injuries are influenced by the highway system,

]_" automobile manufacturers, and the legislation of standards of
\ safety. Families rely on public health officials and nurses’ efforts
' as advocates to reduce environmental risks.

s 8 Families support adolescents in this stage of development
; FF- by including them in decision-making and ensuring that they
AR experience the positive and negative consequences of their
! ] i choices. Family values of winning at all costs, aggressiveness,
1 and competition may need to be explored during this period.
-I T_ Adolescents may discard these values if they are no longer
L applicable. Considerable change in adolescent values produces
.~ conflict and poses a threat to family cohesiveness. Families may
'} place pressure on adolescents to conform to family values. In
3 —:, . matters of life and death—for example, in regard to driving

| ;t'.; ~ rules—parents must stay firm.
y Families with adolescents experience identity crises for the

. adolescent, the adults, and the family as a whole. Adolescents
; o ‘ move from childhood to adulthood while adults progress beyond

” 'r:‘, parenthood. Adolescents struggle to find independent identities
. that remain connected to their family. Adults, in midlife, must
. resolve their own adolescent fantasies to move toward an identity
L 1 ":l - for their remaining life.

-
)} Family With Young Adults
8 Families with young adults act as a launching center when children
"~ begin to leave home. As children leave home, parents relinquish

. their parenting roles of many years to return to the marital dyad.
' The couple builds a new life together while maintaining relation-
ships with aging parents, children, grandchildren, and in-laws.
i uples focus on redefining relationships during this stage. As
~children develop, they nolonger need a primaty caregiver, often
- their mother, in the same way as during childhood. When
fal@hers.’caregivers devote years to raising children, their role
d purpose within the family changes as children develop.
ansition from a life with children as the priority to new or
ved interests (e.g., career, community service) may require
nce and support from the entire family. Careers at this
€ May become more stable. Developmental tasks at this stage
e family’s adults require focus on future prospects. In
On to individual changes occurring at this stage, families
5 ﬂ:illlt]g}?qlﬂts may experi.ence other pressures. Aging parents
m’a} children may require financial or emotional support.
R and emotional responsibilities to other family members

i ﬁle couple’s ability to focus on relationships during this
| Ptﬂ&nt_al phase. Health-promoting activities to be focused
g thl_s stage include coping with pressures of social roles
“iPational responsibilities, maintaining health tasks to

Dealthy aging, and reassessing life goals.

With Middle-Aged Aduits

P:. ;;;l:ll{;g of only v members are able to enhance
oy hupport their relationship during middle age.
Ot ang w:ﬁegeft home and adults experience a sense
1ed a leye] of- eing. Some relationships, by this stage,
nting pre Security, sFabﬂity, and meeting each other’s

hhmg ssures diminish, allowing parents to enjoy

15 of their children and grandchildren. Couples

have acquired a network of friends. Long-time acquaintances
seek participation from the couple in neighborhood rituals and
events. Economic security and personal self-esteem may be at a
peak.

In contrast, some relationships falter at this time. Departed
children create a quiet house with less activity, known as the
“empty nest.” When individuals are unprepared for this stage,
they might seek opportunities to enhance self-concept from
outside of the family. With parenting roles now complete, adults
may develop feelings of inadequacy or begin new relationships,
start new families, or resort to substance abuse. In addition, this
life phase may include becoming grandparents, parenting
grandchildren, coping with the needs of middle-aged children,
and caring for older adults (children, siblings, or parents).

Health tasks in this developmental stage require new awareness
of susceptibility or vulnerability to health problems. Couples
adjust their lifestyle and habits to cope with health risks. Losses
promote health problems, and at this stage couples begin to
cope with deaths among family and friends, along with declining
income. If either member has developed physical or mental illness,
the other adjusts to the resultant physical and mental impairments,
redefining self-concept. ~

Middle-aged families face a host of risk factors leading to
three prevalent causes of death: heart disease, cancer, and
cerebrovascular accident (stroke). Family lifestyle may decrease
risks by placing a high value on being physically active, refraining
from smoking, maintaining adequate and sound nutritional
habits, and consuming moderate amounts of alcohol. Lifestyle
habits that are transmitted through role modeling have a greater
influence on the younger members of the family than any verbal

‘edict. Middle-aged members positively influence their heulil if

they are able to choose environments low in water and air pol-
lution and free from crippling stress factors such as excessive
noise, traffic, and overcrowding. Family members can also apply
pressure on key members of the community to decrease risks

in the environment.

Family With Older Adults

Retirement affects many aspects of life for couples and each
individual in the family and their relationships with others.
Besides decreased work hours, retirement also means reduction
in income and fixed incomes for most people. Adjusting living
standards to retirement income and being able to supplement
this income with wage-earning activity is one task of the family
with older adults. Other tasks during this stage include ensuring
a safe and comfortable home environment, preparing for end
of life, and adjusting to the loss of a spouse and finding meaning
in the grief process (MacKinnon et al., 2016). In their qualitative
pilot study, MacKinnon and colleagues (2016) reported that
participants (n = 12) used group intervention (meaning-based
group counseling) to establish effective coping strategies, adapt
to their loss, and reframe life goals.

Health promotion aims to maintain functional ability, limit
the effects of disabling conditions, and maintain quality of life.
Older adults may fear becoming helpless, feeling useless, and
being incapable of caring for themselves. When analyzing risk
factors in the aging family, nurses look for the couple’s ability
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FIGURE 7-7 As with all people, older adults hope for a state of
well-being that allows them to function at their highest capacity
physically. Medicare now has a yearly wellness visit for those
older than 65 years.

to function well enough to carry out normal roles and responsibili-
ties. As with allfeople, Slder adults hope for a state of well-being
that will allow them to function at their highest capacity physically,
psychologically, socially, and spiritually (Figure 7-7). Many older
adults remain in their own homes, and most of these individuals
are vigorous and completely independent. Assuming that most
older adults prefer to remain in their own homes, assessment
of the family for this age group should consider predictors of
independence or those factors that indicate a need for institu-
tionalized care such as assisted living, adult day care, or nursing
homnes. In their report of a longitudinal 22-year study of 1032
Finnish adults aged from 73.1 to 92.3 years (average age 83.5
years), Salminen and colleagues (2016) reported that falling
several times a year, absence of nearby assistance, diminished
cognitive function, and both high and low body mass index
significantly increased the likelihood of institutionalization. These
findings highlight the importance of assessing fall risk, social
support networks, cognitive function, and body weight in families
with older adults.

. Ego integrity (the union of all previous phases of the life
cycle) is the challenge in this stage and demands successful aging
through continued activity. Having gone through the various
stages of family development, the couple accepts what they have
done as their own. At this time, they may need family or profes-
sional support to pursue other interests or maintain former
activities to feel needed and useful.

The nurse and the family jointly analyze the information,
comparing the family’s data with documented norms of health

promotion and disease prevention in older adults. Norms or
expected values can be derived from the family’s baseline informa-
tion of 11 functional pattern areas, knowledge of growth and
development for all age groups and the family as a whole, risk-
factor estimates, and population norms. Population norms specify
normal ranges for these groups. For example, age is associated
with various risk factors; some disorders are so common that
they are referred to as diseases of the older person. In certain
diseases, such as lung cancer, there is a long period of exposure.
Risk increases with cumulative exposure; therefore the incidence
and prevalence of diseases increase with age.

Sexuality. Because of the popular perception that older adults
are asexual, their sexual concerns may be disregarded (Salladay,
2016). The strength of sexual desire of the older women may be
more influenced by age, education, and attitude than by biomedi-
cal factors.

General population norms for values, beliefs, self-perception,
or role relationships may be less available than physical population
norms. Cultural, ethnic, and religious factors contribute to values
and beliefs about health. Family baseline information provides
important comparative criteria for analysis. Family records provide
useful information when available. The first contact assessment
provides baseline information for subsequent comparison and
evaluation of progress. Whether the family perceives situations
to be problematic should also be considered in the analysis phase.
Nurse and family perceptions about problems may differ.

Formulating Family Nursing Diagnoses
Writing a faniily nursing diagnosis helps families promote health
throughout the life cycle and prevents disease through decreasing
risk-taking behaviors. Nurses derive diagnoses from asscssed
validated data. As a concise summary statement of a problem
or potential problem, diagnoses provide direction for outcomes
and interventions by identifying negative health states and factors
to change to alleviate or prevent the problem (see Chapter 6).
Describing health and validating potential or actual health
problems with families facilitates cooperation, Assessment and
negotiation continue until agreement occurs and a plan for
resolution develops.

Cultural competence and respect for familial beliefs forms
a foundation for the nursing process of assessing, determining
nursing diagnoses, planning, intervening, and evaluating (sec
Chapter 2 for more detail). With changing trends in families
and shifts in heritage within society, cultural competence and
cultural attunement become priorities for family assessment and
nurses. Pandit and colleagues (2014) define “socio-cultural
attunement (SCA) as the ongoing process of experiencing cl ients’
emotions around the intersection of socio-cultural contexts (1€
gender, race, ethnicity, religion, sexual orientation, etc.)” Their
definition of sociocultural attunement (SCA) was derived from
a study that developed a working model of SCA in which 13
therapists and five couples participated in a total of 25 therapy
sessions. Four cycles of qualitative analysis resulted in a working =
model for the SCA process. The process of SCA these researchers =
designed includes three recursive phases: the initial guiding lens: =
sociocultural interpretation, and client and therapist resonanc®
(Pandit et al., 2014).
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Cultural values, such as those connected to nutrition, influence
| most health-promotion practices. As globalization occurs, diversity
' will also expand, and competent care for indigenous populations
and migrating populations will be needed (Andrews & Boyle,
2015). Cultural competence increases the efficacy of health
promotion for all families, particularly families from within
yulnerable populations (Andrews & Boyle, 2015).

PLANNING WITH THE FAMILY

Intervention planning stems from complete assessment, analysis,
ﬁ: | and nursing diagnosis. The plan’s purpose aims for behavioral
| change in families to promote health or prevent dysfunction. As
 in the assessment phase, family members play an active role in
the planning process. Family responsibility for personal health
status enhances the success of behavioral change outcomes. The

identifying the following:

1
S | .+ Order of priority for problems or potential problems
5 ~» Items that can be handled by the nurse and the family and
le items that must be referred to others
1t ~ + Actions and expected outcomes
d ~ The nursing plan provides direction for implementation and
15 ~ the framework for evaluation (see the care plan at the end of
. 0 this chapter).
i As mentioned, a family’s health status can be diagnosed as
- functional, potentially dysfunctional, or dysfunctional. Functional
8 family health status warrants verification by the nurse with a
lth 11 plan for periodic reevaluation that is formulated jointly. Plans
ng - 10 continue healthy living behaviors are reinforced. The nurse
ed " SR Epravides specific information requested by the family, suchi as
:m 1 Immunization schedules, growth and development milestones,
aes - and recommended dietary allowances. In working with healthy
ors & L _f;q.lmilies, the nurse controls the assessment and analysis phases
6). B Ofthe nursing process. If the health status is judged functional,
dth £n Planning health-education materials, scheduling periodic
md Blmiarions, and providing accessibility of the nurse remain
for essional responsibilities. Implementation and evaluation of
Ath-promotion activities become family responsibilities.
In health-promotion and disease-prevention settings, life-

5‘11ng situations rarely occur; however, when such situations

the ,lflr’ th'eY become t.he highest priority for intervention. For
gt 10 enl.lﬁed potential or actual problems, the nurse relies
; __fam‘ ly to decide which problem or potential problem to
Ch. After the ordering of priorities has been established,
¥ and nurse determine who will work on the problem.
S Or potential problems to be resolved by the nurse are
nﬁ;?p;mfly from those requiring referral or family
i< ﬂlre.-udm. lems tfnr the ﬁll'ml)" to handle or those the
Bived a}I’ -lit%dressmg are considered 1strengths and are
8 1d supported by the nurse. For exa@pic, when
t nai‘;emnc}’ among V.a.lues and act19ns, physical ﬁtne§s,
dy lﬁkjn . ier;tj and ability to cope w1th. stre.ss, the family
Xtent 1, sv}? (}):med'and responsible actlon.m these; areas.
v Qmolionlc dfé}I‘nﬂy members: can Prov1de their ow_n
Hedge, o111 and dls.ease prevention will depend on their

A » Motivation, and orientation toward health.

planning process involves several steps, with the nurse and family

Problems that need medical, legal, or social attention are
referred to appropriate agencies. The nurse should have a directory
of resources in the community when referrals are needed. Nursing
intervention requires clearly stated actions that are purposeful,
moral, capable of being accomplished, and adapted to the
particular life situation, beliefs, and expectations of the family.

Goals

Goals are statements describing desired outcomes. Family outcome
statements include expected family behaviors, circumstances for
exhibited behaviors, and criteria for determining performance.
Health-promotion goals reflect a desire to function at a higher
level of health and to grow beyond maintaining health or prevent-
ing disease. '

IMPLEMENTATION WITH THE FAMILY

The implementation phase is dynamic. As the nurse and family
work together, new information is used to adapt and change the
plan as necessary. Family nursing interventions aim to assist
families in performing functions that members cannot perform
for themselves. In health promotion and disease prevention, nurses
assist families to improve their capacity to act on their own behalf.
Ten studies were identified in a systematic review of the literature
about family interventions (Deek et al., 2016). This review linked
reduced readmission rates, emergency department visits, and
anxiety levels and family-centered interventions. Evidence to
support the use of family-centered interventions, including active
learning strategies, transitional care, and appropriate follow-up
in families with chronic conditions, was presented.

* Families may know that they take risks by smoking, driuking,
and engaging in a stressful lifestyle. As the nurse explains the
rationale behind the proposed changes, families may choose to
deny how they jeopardize their future health and continue their
risk-taking behaviors. Factors that the nurse has not considered
may cause the family’s resistance. For example, families may
have more pressing basic needs such as food, clothing, and
housing. The Patient Protection and Affordable Care Act (2010)
addressed some of these health care issues of the family by
permitting parents to retain children on their health insurarice
plans until the age of 26 years, regardless of their marital status,
living situations, or employment (unless in some cases where
health insurance is an employee benefit). New insurance plans
must cover preventive benefits such as well-child visits and
immunizations without additional cost to the insured. Although
the Patient Protection and Affordable Care Act (PL 111-148)
became law on March 23, 2010, and was amended by the Health
Care and Education Reconciliation Act of 2010 (PL 111-152),
the statute was brought before the US Supreme Court beginning
March 26, 2012, as unconstitutional, citing four major arguments
(requiring the individual mandate, applying the Anti-Injunction
Act, lacking a severability clause, and expanding Medicaid). The
Supreme Court ruled in favor of the statute in June 2012:

Health promotion and disease prevention may not have been
part of the family’s life experiences, giving the nurse the educa-
tional task to try to change attitudes and values by expanding
the options for families to consider health promotion. Four types



of nursing interventions appear in health-promotion and disease-
prevention planning: increasing knowledge and skills; increasing
strengths; decreasing exposure; and decreasing susceptibility.
Increasing knowledge and skills to improve family capacity for
health-promotion and disease-prevention behavior may be the
pyimary strategy. Use of this strategy helps families make informed
choices about healthful lifestyle behaviors and to eliminate
harmful environmental influences that affect health. Improved
knowledge aims to create awareness as the nurse and family
work together to uncover actual or potential problems. Nurses
recognize particular families at risk and move toward motivating
and supporting behavioral change in these families. Box 7-8:
Innovative Practice presents an example of one program that
provides education and support to people with cancer and their
families.

Family strengths or forces that contribute to family unity
and solidarity foster the development of inherent family potential
(Carrascosa, 2015). These factors include:

b BOX 7-8 INNOVATIVE PRACTICE

The Wellness Community and Gilda’s Club

The Wellngss Cornmunity, which was founded in the 1982 by Dr. Harold Benjamin
in California, has many local chapters throughout the United States, Comedian
Gilda Radner attended the Wellness Community during her battle with ovarian
cancer and shared her experiences in her book /t's Always Something. After
her death, Joel Siegel and Mandy Patinkin began Gilda's Club and opened the
first club house in New York in 1991 with the support of her spouse Gene
Wilder. These two organizations shared 45 years of offering free educational
and support programs for people with cancet and theisfamilies on both coasts.
Emphasis is placed on the family to acknowledge that no person with cancer
makes the journey alone. Weekly support groups help family members support
one another, explore new ways of coping with the stresses of cancer, and
learn ways to become the most effective partners possible with their health
care teams. These two organizations have now partnered to continue their
vision with the Cancer Support Community to “ensure that all pecple impacted
by cancer are empowered by knowledge and strengthened by action, and
sustained by community.”

These communities now offer a wide variety of workshops and programs
{Gentle Strength and Stretch, Meditation and Guided Imagery, Nutrition
Matters, Nutrition and the Immune System, Nutrition at Midlife: Preventing
Heart Disease and Osteoporosis, tai chi, yoga, mindfulness, and feng shui).
Sacial events are organized {comfort food potluck dinner, couples networking
groups, singles networking group, family and friends networking group). Although
chapters generally do not charge for their services, donations are appreciated
and necessary to help serve the thousands of people with cancer and their
families.

Contact Information:

Cancer Support Community

1050 17th Street, NW

Suite 500

Washington, DC 20036

Phone: 202-659-9709

Toll-free: 888-793-9355

Fax: 202-6539-9301

E-mail: help@cancersupportcommunity.org

Website: http://cancersupportcommunity.org/default.aspx

+  Physical, emotional, and spiritual factors

»  Healthy childrearing practices and discipline

«  Meaningful and clear communication

« Support, security, and encouragement

+ Growth-producing relationships and experiences

+ Responsible community relationships

+  Growth with and through children

+ Self-help and acceptance of help

*  Flexibility in family functions and roles

+  Mutual respect for individuality

« Crisis as a means for growth

+ Family unity and loyalty and intrafamily cooperation

+  Adaptability of family strengths

In recent years, a shift of family health care from an illness or
problem and deficiency focus to a strength-based focus has
occurred (Aston et al., 2015). Multiple models in nursing view
families as systems and base their assessment and nursing process
on strengths rather than deficits. These models of nursing provide
the framework to assess and plan care using family strengths
and resources (Carrascosa, 2015). Family members develop and
maintain health-promoting behaviors by using commitment,
appreciation, affection, positive communication, time together,
a sense of spiritual well-being, and ability to cope with stress
and crisis. Multiple assessment tools are available for nurses to
use to generate discussion among family members about their
strengths. Aston and colleagues (2015) describe the importance
of corresponding nursing interventions to support and further
develop the family dynamics of socialization, support, and
nurturance.

Families with significant strengths may need to learn new,
unfamiliar skills for mastering a specific technique, such @3
meditation, and to apply new tools for decision-making.
These families rarely require ongoing supervision or support
of sustained interventions aimed at changing their coping pat-
terns, communication, or role behavior. They may be highly
capable of seeking and using information. Assisting functional
families may simply involve providing information in terms
that can be understood and offering opportunities to ask
questions and clarify information. Unit 3 contains individual
chapters devoted to many of the strategies commonly used it
health-promotion intervention, such as health teaching and
counseling.

Decreasing exposure to risk factors may include enhancing

parents’ ability to assess and adjust their behavior to their childs %
temperament. Parents with limited literacy may need assistancé =
to learn to respond constructively to their child’s communicatio? S

attempts. Health promotion includes teaching parents to avoid

exposure to risks—for example, to use adequate restraints in
automobiles, to protect their toddler from wandering int® =

dangerous streets, and to supervise children to avoid falls an
hazardous materials.

Although no substitute can be found for continuous supel"'i’ 1

sion of a child, homes can be made safer if common hazar
are moved out of children’s reach. This effort includes storiné
all cleaning solutions and medications beyond children’s reach:

erecting barriers in front of exposed heaters, high windows, a1% =
VEr

stairways; keeping pots and pans turned inward on the sto
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fencing in a yard or a swimming pool; and teaching children to
avoid dangerous areas. Becoming aware of peeling paint and
toxic chemicals that parents might carry home from the job on
their clothing can also protect the child.

Decreasing susceptibility means educating families about
prevention principles. Families who realize how diseases are
spread are better able to avoid transmission from person to

. person; through air, water, and food; and by insects and the
‘ . rodents on which insects live. Health promotion includes
emphasizing the role of personal hygiene and cleanliness to avoid
infection. Families who know signs and symptoms that require
1__ medical attention and how to treat minor illnesses are better
~ able to maintain healthy environments.
1;' Pender and colleagues (2014) cite research that demonstrates
! how perceived susceptibility predicts preventive behavior. Per-
. ceived susceptibility is the family’s estimated subjective probability
that a specific health problem will be encountered. Family
‘members’ perceptions of health risks and their susceptibility to
" them will determine how they change their behavior. If the
overweight family believes obesity is a threat to the health of
~ the family, the family members are more likely to react positively
 to the changes suggested by the nurse than is a family who
~ perceives no health threat. Nurses who introduce threat as a
motivator to action are morally obligated to reduce the threat
it’ by meaningful and purposeful interventions. Table 7-2 lists various
- nursing roles used in the implementation stage.

;1 FEVALUATION WITH THE FAMILY

I3 = :
~ The purpose of evaluation is to determine how the family has

P e — ——

—

~ interventions were successful. Goals and objectives that are

~ Stated in specific behavioral terms will make evaluation much
- fasier than when they are given in general terms. The criteria
s "_?SEd to evaluate interventions, such as weight change, increased
@ -}',-mg capacity from an exercise program, and lower pulse rate
)

- 38 @ result of relaxation exercises, are simple to measure. Other

M

- Tesults of health promotion and disease prevention are not as
- L% f)‘ to measure but must be considered in the evaluation step
- Ofthe nursing process. When considering such factors as values,

“iesponded 't6 the planned interventions and whether these

beliefs, self-perceptions, or role relationships, the nurse may
base the evaluation on whether the family indicates that the
interventions were successful. Additionally, the family’s baseline
data are used as comparative criteria in evaluation. The nurse
reassesses the situation and compares the new information with
that on the original assessment to determine whether change
has occurred.

The following five measures of family functioning can be
used to determine the effectiveness of interventions: changes in
interaction patterns; effective communication,; ability to express
emotions; responsiveness to needs of members as individuals;
and problem-solving ability. Using these measures, the nurse
returns to the original assessment of the family’s functioning
and compares current observations with previous data. These
characteristics of family functioning continue to provide a useful
framework even today, when family structures are becoming
more diverse and the nuclear family is becoming less prevalent
(Brown et al., 2016; Coyne et al., 2016; Edwards, 2009).

When, during the planning phase of the nursing process,
the nurse has identified the criteria (norms and standards) for
the desired outcomes, these outcomes are the basis of evalua-

.tion. Data from the family that describe the behavior of family

members relative to the desired outcomes determine whether
the nursing care was successful. With the criteria stated, the
goals and objectives outline how the family can demonstrate a
successful outcome and the behavior change expected to result
from nursing intervention. The more objective and measurable
the desired outcome is, the more reliable the results of evaluation
will be.

After the goals and objectives have been reached, the problem

" no longer exists. If evaluation shows the nursing actions did not

achieve the goals or objectives, the nurse must review the nursing
process to determine whether there were gaps in the assessment
data, errors in analysis or nursing diagnosis, or alternative
interventions that might have been considered. The nurse also
needs to review the process with the family to determine whether
the family members have contributed to outcome failure. Finally,
the agency employing the nurse may be another factor; if interven-
tion is costly or a shortage of staff exists, then health promotion
and disease prevention may have low priority.

M.Jacqueline have been married for 30 years. They have grown children

£ In another state. Jacqueline’s mother has moved in with the couple

U5€ she has Alzheimer disease. Jacqueline is an only child and always

: 4 her mather that she would care for her in her old age. Her mother is

Pt 1= "ﬂl;f_hgr surroundings and gﬂen calls out for her daughter Jackie when
b IS in the room. chq.uelme reassures her mother that she is there to
N attno avail. Jacqueline is uqable to visit her children on holidays pecause

B ‘:nd to he.r mother’s daily needs. She is reluctant to visit friends (?r
0 @ movie because of her mother's care needs or because she is

- Even though she has eliminated most leisure activities with Mark,
l.ogo?s' to ped at night with many of her caregiving tasks unfinished.

= U VISIt with her mother during the day, but her mother rejects any

contact with her daughter. Planning for the upcoming holidays seems impossible
to Mark, because of his wife's inability to focus on anything except her mother’s
care. Jacqueline has difficulty sleeping at night and is unable to discuss plans
even a few days in advance. She is unable to visit friends and is reluctant to
have friends visit because of the unpredictable behavior of her mother and her
need to attend to the daily care.

Reflective Questions

* How do you think this situation reflects Jacqueline’s sense of role
performance?

* How do you think that Jacqueline may be contributing to her own health?
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[©] CARE PLAN

Family Member With Aizheimer Disease: Mark and Jacqueline

*NURSING DIAGNOSIS: Risk of ineffective role performance related to
caring for a family member with Alzheimer disease

Defining Characteristics

= Feeling exhausted

= |nability to complete tasks

@ Feeling loss of usual or expected relationship with care receiver
» Increased stress or nervousness about the future

> Preoccupation with care routine

» Withdrawal from social contacts or change in leisure activities

fieiated Factors

= |llness severity of care receiver

= Increasing needs of care receiver

» Addiction or codependency of caregiver or care receiver

= Conflicting role demands

= Caregiver health impairment

> Unpredictable illness course or instability in the care receiver's health

= Psychological or cognitive problems in the care receiver

¢ Caregiver not developmentally ready for caregiving role

= Developmental delay or retardation of the care receiver or caregiver

> Marginal family adaptation or dysfunction before the caregiving situation
began

= Marginal coping patterns of caregiver

= Providing direct, ongoing in-home care

= History of poor relationship between caregiver and care receiver

» Care receiver who exhibits deviant, bizarre behavior

= [ncontinence in the care receiver

e

£xpected Outcomes
» Caregiver distinguishes obligations that must be fulfilled from those that can
be controlled or limited. ' i

* In conjunction with the nurse, the caregiver develops a plan of care for th

individual.

* Caregiver receives and accepts appropriate levels of support from family
members, friends, and others.

e Caregiver describes help available from informal and formal support Systems
in the community and takes steps to obtain help.

Interventions

* Assess the level of the caregiver's stress.

Assist the caregiver in developing a realistic plan of care, considering the

care receiver's abilities and limitations; the plan will require modification ag

the person decompensates.

Instruct the caregiver to encourage the person to participate, to the greatest

extent possible, in social and self-care activities such as bathing, dressing,

dining out with friends, and playing cards.

Facilitate a family meeting to help the primary caregiver seek assistance from

other family members.

Support the caregiver and family members as they adjust to the degenerative

nature of the disease; be aware that over time the stress associated with

caring for the person increases.

* Identify community resources that may offer the caregiver relief from constant
supervision of the individual (home health aides, respite care, and adult day
care).

* Help the caregiver contact informal sources of support, such as church groups,
extended family, and community volunteers.

* Encourage the caregiver to attend an Alzheimer disease support group.

Refer the caregiver to the Alzheimer's Association.

*NANDA Nursing Diagnoses—Herdman, T, H. & Kamitsuru, S. (Eds.). Nursing Diagnoses—Definitions and Classification 2015-2017. Copyright ©

2014, 1994-2014 NANDA International. Used by arrangement with John Wiley & Sons Limited. In order to make safe and effective judgments

using the NANDA-I nursing diagnoses it is essential that nurses refer to the definitions and defining characteristics of the diagnoses listed in
this work. '

SUMMARY

Learning about health promotion and disease prevention begins
at birth, with the family providing the stimulus for incorporat-
ing health in the value system of its members. From a systems
perspective, the family has both structure and function; relevant
functions include values and practices related to health. The
effective execution of health-related functions involves the family’s
progression through its developmental tasks and its ability to
generate low risk-producing behaviors associated with disease
prevention.

Developmental and risk-estimate theories can be applied
effectively to the nursing process with the family. The nurse
uses functional patterns (an inherent part of both theories) to
collect data for assessment. After organizing information on
family life cycle stages for analysis with the family, the nurse
writes the nursing diagnosis and plans, implements, and evaluates
the interventions used to promote health and prevent disease
in the family,
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er completing this chapter, the reader will be able to:

Describe the 11 functional health patterns and explain how

-.fhey are used for data collection to assess communities.

Evaluate community characteristics that indicate risk.

Identify developmental aggregates of potential or actual

dysfunctional health patterns.

~ . Explain methods of community data collection and

~ sources of information.
| KEY, TERMS

Lobots LA

Demography
Focus groups

Interview data
Key informants

, JCUmmunity auicomies Lobbying
B Lommuniiy pattern Lobbyist
b

Community risk factors
Developmental theory

Function of a community

Health Prombtion and the Community

Anne Rath Rentfro

* Describe a method of planned change for the community.

* Discuss the planning, implementation, and evaluation of
nursing interventions in health promotion with
communities. ’

* Develop a health-promotion plan based on community
assessment (including resources), nursing diagnoses, and
other contributing factors.

Measurement data
Gbservation data

Policy decision-making
Risk-factor theory
stractuve of a community
Systems theory
Windshield survey
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B | ;:fenagers: Drinking and Driving
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1:ln a small rural community, seven teenagers have died in alcohol-related car
| accidents within the past 3 months. Alcohol and drug education is taught
2 during the first year at the local high school, but driver's education classes
5 .an_e nat offered because the school cannot afford the program. Farents within
| tis community are extremely concerned.
L What other information must be acquired before a diagnosis is made?

| * What health-promotion ideas could be recommended based on the information
F provided?
i i |
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2= In the Jagy few decades, several social trends in the United States
i & Ve increased public interest in health promotion and disease
: {li;wention. The Healthy People 2020 initiative shifts the focus
:I o health care from reactive to proactive with its emphasis on
-, S€ase prevention and health promotion (US Department of
o I-Hefﬂth and Human Services, 2015). By stating national health
B OViectives as population-specific risks to good health, this venture
5 Sldes community strategies to promote health, thereby reducing

disease risk factors. Box 8-1: Healthy People 2020 highlights the
emphasis this initiative takes in an environmental and community
context.

Another social trend creating interest for health promotion
is the changing population of the United States (see Chapter 2).
As baby boomers entered older age beginning in 2011, the older
population continues to expand and will grow more in the next
2 decades (Figure 8-1). The proportion of those older than 85
years has also increased by almost 5% (8.8% in 1980; 13.6% in
2010) as the US older population continues to age (West et al.,
2014). These changes in the rates of the oldest-old contribute
to a growing number of older people with disability in our
communities (He & Larsen, 2014). Community assessment for
health promotion will need to consider disability more thoroughly,
because disability is currently viewed from a social model perspec-
tive (resulting from social and physical barriers). Older people
also tend to have more chronic diseases and consume larger
portions of health care resources than people in other age groups.
This aging population will require more home services than
previous generations because of increased life span and the
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-1 HEALTHY PEOPLE 2020

~ Select Examples of National Health-Promotion and Disease-Prevention Goals and Objectives
for Communities ' ' :

The Healthy People 2020 framework has expanded its focus to accentuate health-enhancing social and physical environments, Because the Healthy People 2020
framework addresses health and health behaviors at multiple levels, almost all Healthy People 2020 goals and objectives could be listed as examples of national
health-promotion and disease-prevention objectives for communities. The following fist consists of selected exemplars aimed specifically for aggregates and for
health promotion rather than those that are individual level objectives with a tertiary care focus. When multiple objectives for one topic are pertinent to community
assessment, the more general goal rather than specific objectives is listed,

AH-Goal Improve the healthy development, health, safety, and well-being of adolescents and young adults.

AOCBC-11 Reduce hip fractures among older adults.

BC-13 (Developmental) Decrease the prevalence of adults having high-impact chronic pain.

BDBS-Goal Prevent illness and disability related to blood disorders and the use of blood products.

C-15-18 Increase the proportion of individuals who receive cancer screening and counseling.

CKD-1 Reduce the proportion of the US population with chronic kidney disease.

DIA-2 Reduce the proportion of preventable hospitalizations in adults aged 65 years or older with diagnosed Alzheimer disease and other dementias.

D-16 Increase prevention behaviors in persons at high risk of diabetes with prediabetes.

DH-Goal Maximize health, prevent chronic disease, improve social and environmental fiving conditions, and promote full community participation, choice,
health equity, and quality of life among individuals with disabilities of all ages.

EMC-4 Increase the proportion of elementary, middle, and senior high schools that require school health education.

ECBP-Goal Increase the quality, availability, and effectiveness of educational and community-based programs designed to prevent disease and injury,
improve health, and enhance quality of life,

EH-Goal Humans interact with the environment constantly. These interactions affect quality of life, years of healthy life lived, and health disparities.

The World Health Organization defines environment, as it relates to health, as “all the physical, chemical, and biological factors external to
a person, and all the related behaviors,” Enviranmental health consists in preventing or controlling disease, injury, and disability related to
the interactions between people and their environment.

FP-Goal Improve pregnancy planning and spacing, and prevent unintended pregnancy.
GH-2 Reduce the tuberculosis case rate for foreign-born persons living in the United States.
HC/HIT-13 Increase social marketing in health promotion and disease prevention,

HROOL/WB-1 . - |ncrease the proportion of adults-who self-report good or better physical and mental health.
ENT-VSL-Goal Reduce the prevalence and severity of disorders of hearing and balance; smell and taste; and voice, speech, and language.

HDS-Goal Improve cardiovascular health and quality of life through prevention, detection, and treatment of risk factors for heart attack and stroke; early
identification and treatment of heart attacks and strokes; and prevention of repeat cardiovascular events.

HIV-Goal Prevent HIV infection and its related iliness and death.

liD-1 Increase immunization rates and reduce preventable infectious diseases,

IVP-Goal : Prevent unintentional injuries and violence, and reduce their conseguences.

LGBT-1 Increase the number of population-based data systems used to monitor Healthy People 2020 objectives that include in their core a
standardized set of questions that identify lesbian, gay, bisexual, and transgender populations.

MICH-Goal Improve the health and well-being of women, infants, children, and families.

MPS-2.1 {Developmental) Reduce the propartion of patients suffering from untreated pain due to a lack of access to pain treatment.

MHMD-2,12  Reduce suicide attempts by adolescents and increase the proportion of homeless adults with mental health problems who receive mental
health services.

NWS-Goal Promote health and reduce chronic disease risk through the consumption of healthful diets and achievement and maintenance of healthy body
weights.
0SH-1-2 Reduce nonfatal injuries and deaths and from work-related injuries.

0A-1-3& 12 Increase the proportion of older adults who use the Welcome to Medicare benefit, have received current clinical preventive services, and
report confidence in managing chronic conditions, and make information publicly available for older adults on the characteristics of victims,
perpetrators, and cases of elder abuse, neglect, and exploitation.

0H-8,9 & 13 Increase the proportion of low-income children and adolescents who received any preventive dental service during the past year and increasé
the proportion of school-based health centers with an oral health component and increase the proportion of the US population served by
community water systems with optimally fluoridated water,

PA-2,3 & 15 Increase the proportion of adults and adolescents who meet current federal physical activity guidelines for aerabic physical activity and for
muscle-strengthening activity and increase legislative policies for the built environment that enhance access to and availability of physical
activity opportunities.

PHI-2 (Developmental} increase the proportion of tribal, state, and local public health personnel who receive continuing education consistent with
the core competencies for public health professionals. = .'
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BOX 8-1 HEALTHY PEOPLE 2020—cont'd

Select Examples of National Health-Promotion and Disease-Prevention Goals and Objectives

for Communities .

RD-7-8 Increase the proportion of persons with current asthma who receive appropriate asthma care according to National Asthma Education and

Prevention Pragram guidelines and increase the number comprehensive asthma surveillance systems for tracking asthma cases; illness, and
e disability. - :

STD Goal Promote healthy sexual behaviors, strengthen community capacity, and increase access to quality services to prevent sexually transmitted
diseases and their complications.

SH Goal Increase public knowledge of how adequate sleep and treatment of sleep disorders improve health, productivity, wellness, quality of life, and
safety on roads and in the workplace.

SA-Goal Reduce substance abuse to protect the health, safety, and quality of life for all, especially children.

TU-Goal Reduce illness, disability, and death related to tobacco use and secondhand smoke exposure.

U-20 Increase the number of states and the District of Columbia, territories, and tribes with sustainable and comprehensive evidence-based
tobacco control programs.

V-Goal Improve the visual health of the nation through prevention, early detection, timely treatment, and rehabilitation.

From US Department of Health and Human Services. (2015). 2020 topics and objectives. http://www.healthypeople.gov/2020/topics-objectives.
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i FIGURE 8-1 Age and gender structure of the population for the United States: 2010, 2030, 2050.
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_,S:l‘lrre‘nces of health problems (including altered levels of
Ol'll_ng)_
term comm unity is used in various contexts with various
.. 5% depending on the frame of reference. Nursing generally
a broad sense of community that includes the concepts
S [;; of people that share social relationships, generally live
o b .(; Same geographical location, and share common
i tanhope & Lancaster, 2015). A broad definition of
Y encompasses a wide variety of settings, such as school,

Kplac : : ;
- ““and the international com munity.

(From Ortman, J. M., & Guarneri, C. E. [2009]. United States population projections: 2000 to
2050. http://www.census.gov/popuIation/projections/fiIes/analytical-document09.pdf.)

Nurses in the nation’s schools serve youth and provide access
to community resources. Linking school nurses with communities
can increase access to resources to improve health-promoting
behaviors. Healthy People 2020 addresses this issue: “ECBP-5:
Increase the proportion of the Nation’s elementary, middle, and
senior high schools that have a full-time registered school nurse-
to-student ratio of at least 1:750” (US Department of Health
and Human Services, 2015). In 2006 the Health Indicators
Warehouse (http://www.healthindicators.gov/) reported that
40.6% (confidence interval 35.3-45.9%) of US schools had the
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specified full-time registered nurse-to-student ratio (1:750).
The 2012 evaluation of this indicator is not yet available.

People are integral to any concept of community; human
beings give each community shape, character, and form. The
diversity within a community and the diversity among various
communities contribute to the health of that community.
Individual health is reflected in each community through each
person’s contribution to its statistical rates and cultural and
psychological makeup. Conversely, the context of the community
is reflected in the individual through similar modes of expression
(Pender et al., 2014).

This chapter focuses on the application of the nursing process
to the community with independent, interdependent, and
dependent nursing activities. Globalization has affected com-
munities. Swift methods of travel and Internet communication
impact community health (Petersen et al., 2016; Young et al.,
2016). Communities globally are exposed to emerging infectious
diseases such as Zika virus disease, Ebola fever, severe acute
respiratory syndrome (SARS), human immunodeficiency virus
(HLV)/acquired immunodeficiency syndrome (AIDS), and
pandemics of tuberculosis and influenza (Petersen et al., 2016).
For example, in 2016 the World Health Organization declared
Zika virus disease a global emergency because of its associated
serious newborn neurological disorders (microcephaly) and
Guillain-Barré syndrome, and more than 50 countries reporting
cases (http://www.who.int/emergencies/zika-virus/situation-
report/28-april-2016/en/). Infected female mosquitos transmit
most Zika virus infections. Although sexual intercourse, blood
transfusions, and perinatal transmission have been proposed as
alternative means of contracting the virus, among mothers who
delivered infants (n = 35) with micracephaly, 74% remembered
rashes in the first or second trimester (21 in the first trimester).
Most infected individuals (80%) experience few symptoms. The
symptoms, such as fever, malaise, rash, conjunctivitis, headache,
and muscle and joint pain, occur about 1 week after the insect
bite, then last for about 1 week after onset (Petersen et al., 2016).

Disparities in health across the world are associated with
poverty, industrialization, violence, social disruption, education,
food access, and maternal health. Even in developed countries
with health resources, disparity occurs. Health may be different
in urban versus rural geographical areas. Rural communities are
doubly disadvantaged, with lower levels of health-promotion
behaviors and limited resources from local, state, and federal
public health agencies (Harris et al., 2016). Compared with urban
Americans, rural people have increased levels of all the following:
death from chronic obstructive pulmonary disease, suicide, and
obesity (Harris et al., 2016). Furthermore, rural individuals (23%)
are more likely to lack health insurance than their suburban
counterparts (19%) (Harris et al., 2016; Meit et al., 2014).

Methods of data collection and sources of mformatlon about
commumtles differ from 1nd1v1dual sources. &

leveiommental theory, and risk-facior theory gulde the nursmg
process Developmental theory refers toa Varlety of explanations
of phases of human development—physical, psychosocial, cogni-
tive, and spiritual dimensions—based on descriptive research
studies. Similarly, risk-factor theory identifies human charac-
teristics and behaviors that increase the likelihood of the mani-
festation of health problems. Diverse communities require

Oy

comprehensive assessment techniques that gather information
about the unique characteristics of the population (e.g., cultural
health practices or herbal remedies).

Gordon’s (2016) functional health patterns provide the assess-
ment framework for this chapter. Although other community
assessment strategies exist, Gordon’s (2016) patterns are useful
to align community assessment findings with those of families
and individuals to plan health promotion. An example of a data
collection guide pattern is presented to facilitate the comprehen—
sron, synthesls, and apphcatlon of « i

ata, focus grouns, and nieasurement dzfz. An example ofdata
analys1s, nursing d1agn031s, planning, implementation, and
evaluation follows, along with a description (Table 8-1).

Community nursing stems from a theoretical base that recognizes
the impact of systems on health. General systems theory (described
in Chapter 7) provides a foundation for most methods community
nurses use to assess, plan, and evaluate (Stanhope & Lancaster,
2015). Because nursing theories often address self-care and
individual-environment interaction, nurses are well prepared to
function in this setting. Public health theory uses a population
focus with risk identification to assess communities. Assessing
aggregates is therefore an important part of community nursing
assessment (Thomas et al., 2016).

The approach to community nursing assessment addresses
each community as unique and provides the rationale for the
assessment. The community nurse may use a comprehensive
needs-assessment approach that includes all aspects of the com:
munity and is the traditional rigorous approach (Thomas et al.,
2016). The approach selected by the nurse determines the data
to be collected. In strength-based approaches and Gordon’s
functional pattern approach, positive factors play a consistent
role in the information gathering.

Gordon’s (2016) health-related patterns provide a useful guide
to collect observation, interview, and measurement data. Health-
related patterns depend on community settings, assessment focus,
and the preference of each community. Assessing all pattern
areas provides a basic data set to analyze and use for comparison
during evaluation (see Chapter 6).

Risk factors and development also influence health patterns.
For example, health concerns may occur in one pattern area,
such as the increased age-related factor of teenage pregnancy
(sexuality-reproductive pattern). Data from other areas may
reveal that parental opposition (values-beliefs pattern) tends to
restrict sex education and limit sex education in schools (coping~
stress tolerance pattern). Attempting to restrict sex education
or “ignoring” it in school and primary care may place the com-

munity at risk of unwanted pregnancy in its young people of

childbearing age. Factors from several pattern areas may form
clusters of risk for certain groups (see Chapter 6).

Community health nursing combines nursing practice and publiC
health concepts to promote the health of populations without

I
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TABLE 8-1

= g

driving.

Implementation of Community Health Plans With Objectives

Nursing Diagnosis: Potential for increasing the incidence of fatal motor vehicle accidents in high school population related to a

_Goal: North High School population will have reduced incidence (at least 20%) of fatal motor vehicle accidents related to alcohol use and abuse by December,

and Rationale

Icohol use and

Plans

Rationale

- | objective

| 1, Community will have access to

| information about incidence of
fatal motor vehicle accidents and
drunken driving arrests of its high
school population for the past & yr
by March

community.

L e

station,

problem,

2. Community will take action to
~inform the population at risk about
responsible drinking and driving by
June

strategies.

. Corrmiinity Wil irmplernent aft
educational program for its high

interview local police about the incidence of fatal
automobile accidents and substance abuse in the

Interview parents of deceased high school students,
students, teachers, physicians, clergy, and
emergency department personnel about the
incidence of the problem and suggested measures
for decreasing the incidence; suggest that
interviews be broadcast over the high school radio

Have several people write to the community
newspaper, commenting on the broadcast and the

Suggest to the schoal principal and the school board
the creation of a task force of community residents
to plan a health program on individual responsibility
and alcohol use in high school.

Conduct focus group discussions with the task
farce and develop collaborative group goals and

The task force should include teachers, students,
parents, clergy, police, nurses, and physicians. The
task force will examine ways to determine and teach
content, integrate it into the curriculum, and
recommend that community members, such as a
nurse, be involved in teaching content,

Jmplement educationai plans.

Unfreezing: For change to occur, the community
has to become dissatisfied with the status quo
and sense a need for change.

Empiric-rational strategy: People are rational;
discussion of facts can result in suppart for
change.

Important elements for preventing the problem
include educating the public and having key
community leaders discuss their views; concern
lends credibility and is necessary for action.

Peaple tend to listen to those with informal power.

Keeping the issue before the community can raise

. CONSCIOUSNESS.

Changing: Moving to a new |evel; community
involvement will influence acceptability of
‘changes.

Community residents like to be involved in
decision-making. [

It is important to establish trust and collaboration
among community groups; this opens
communication channels between adolescents
and the health community. \

Community involvement facilitates acceptance of
change.

Refreezing: Moving to level of change brought
about by community forces.

Educational strategies built around the concept of
individual responsibility are essential elements in
promoting health of young adults.

..ta'?ian to any particular individual or group of individuals
! °Pf-‘ & Lancaster, 2015). Nursing concerns become the
u““_)"ﬁ responses to existing and potential health-related
$ including such health-supporting responses as monitor-
teaching population groups. Nurses supply educational
1o to at-risk communities to develop health-oriented
! ::::Udles. and related behavioral changes.
unity nurses also develop essential relationships aimed
~Oniplishing the community’s health-related missions.
o ex a“d_ dynamic communities, with their increasing public
; ét}l in health and health policy, highlight the importance
f‘ﬁﬁ?ﬁmnm inherent in nurﬁes’ responses to pntent.ial
o inSL: m.eecls, and expectations. For exam.ple, active
e .nwronm.enta] issues, such as decreasing control
Eﬂ\'imn;fs‘ Ipmw!:ies an avenue for nurses to promote
o1 ;a_lnls b;\z szﬁuencmg policy. .
b tﬁnce; C‘le U% Congress passed a bill to reform the
Decemgnuol Act of 1.976. The US. Senate passed
B 1recer 2'01 15 thgt will move the bill to C(znference
OPiniop 4 thionc,l ed. with the bill passed by Congress.
: s stage in the development of the new law

may influence legislators to construct a law that considers issues
related to public health, such as preventing toxic toys from being
imported and maintaining the states” influence over chemical
regulation, According to Katie Huffling (2015), “Nurses have
been instrumental in states like Maryland, Washington, New
York, and Connecticut in pushing for laws to protect children
and families from toxic chemicals. By taking away the rights
of states to regulate these chemicals, dangerous chemicals are
protected regulation for years before the federal government acts.”

Concern about harmful effects of environmental contaminants
includes decreased fertility in women, demasculinization of men
exposed to plastics, and premature maturation of the reproductive
tract with a trend toward earlier sexual maturation. Community
nursing practice, therefore, requires a broad knowledge base
derived from the natural, behavioral, and humanistic sciences
with application of intellectual, interpersonal, and technical skills
using the nursing process.

Influencing Health Policy
The primary responsibility of the nurse is to the individual,
family, group, or community served. A major portion of the
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nurse’s role is to be an advocate not only for the individual but
also for justice in health care delivery. Nurses need to be aware
of issues that have an effect on the health of the American people
and know how to influence necessary change.

Health and the environment are integrally connected; therefore
nurses who engage in all planning aspects facilitate the health
" *potential of those communities they serve. Involvement that
includes attention to policy decisions and political action affects
broader aspects of environmental, biophysical, and socioeconomic
conditions of homes, schools, workplaces, communities, and
health care delivery. For example, nurses could take active roles
in how plastics impact population health (http://envirn.org/pg/
groups/3755/environmental-health-scope-and-standards-of-
practice), and in safeguarding natural resources. One organization,
the Alliance of Nurses for Healthy Environments (ANHE), has
created a website called the Knowledge Network (http://
envirn.org/) to facilitate nurses’ participation and competence
in environmental health issues. In 2010 ANHE and the American
Nurses Association (ANA) joined forces to develop the ANA’s
Scope and Standards of Practice for Nurses (Leffers et al., 2015).
By virtue of their numbers, nurses, who constitute the largest
group of health care providers in the United States, have tre-
mendous potential to influence decision-making.

Participation in policy decision-making requires that nurses
take a proactive stance to determine needs before a problem
arises. Policy development and change occur on many levels,
from within the nurse’s agency or work group to the community,
state, and national levels. At the institutional level, clinical deci-
sions influence policy, as do management issues. The nurse
examines the rationales underlying existing or planned policy
and determines their current relevance. Nurses, by virtue of their
education and experience, develop communication skills and
apply change theory to influence policy.

Health-related decision-making often results from legislation
at the local, state, or national level. Laws—rules enforced by a
ruling authority by which society is governed—and regulations—
agency or department rules developed to implement laws—define
the services offered. Politics influence change and provide an
arena for nursing to participle in shaping the future of health
care. Political involvement may include voting, communicating
with local representatives, supporting candidates, contributing
time or financial support, and running for city, county, state, or
national office. Voting, after nurses have become well informed
on current issues and candidates, and serving on local and state
committees are important ways for nurses to be actively involved.

In addition, knowing local representatives, informing them
about health care issues, and advising them as to their constituents’
needs are other ways nurses become involved. Legislators are
influenced by the information that they receive and by the sources
of that information. Nurses have a wealth of knowledge about
health care. The process of seeking to influence legislators’ views
and votes is called lobbying. When an individual is employed
to lobby, he or she is known as a labbyist and is required to
register as the representative of a special interest group. The
ANA, located in Washington, DC, employs nurse lobbyists, as
do many states. Individual nurses, however, can support colleagues
who represent nursing’s interests and who run for political office.

The ANA Nurses Strategic Action Team (N-STAT) network is
an organized grassroots effort by nurses to help elect endorsed
candidates and to inform legislators about policy issues of concern
to nurses. When nurses join N-STAT, they receive alerts and
updates detailing specific legislative issues. Financial contributions
to Nurses for Political Action Coalition, the ANAs political arm,
increase the power base of nurses. Membership of professional
and community groups provides nurses with the collective voice
to influence legislators.

Communicating with a legislator is essential and can be done
by phone, writing a letter, personal visits, or e-mail correspon-
dence. Legislators have staffs of experts in various areas, and
each legislator is assigned to committees. To understand the
legislative process, the nurse follows the progress of a bill. —f= =
Thousands of bills are introduced at both the state level and the
federal level and must be passed within 2 years or they will die
by default. Once a bill has been introduced, it is referred to
committee, and the committee chairperson determines which
bills will be considered. Hearings are then held on the considered
bills. When hearings have finished in committe, a bill is “reported
out” at the federal level to the floor of the Senate or House of
Representatives for a vote. Both the Senate and the House of <
Representatives must pass identical versions of the bill and, once
passed by both chambers, it is forwarded to the President for
signing. If signed, it is enacted into law (Bhushan, 2015). It is
important for nurses to lobby, to inform legislators of new issues,
and to give expert testimony on introduced bills. Nurses who
are politically aware extend the collective nursing voice to its
full potential.

Unfortunately, nursing’s collective voice is rarely heard. Only
about 20% of the entire nursing workforce are members of 2
collective professional organization (Woodward et al., 2015).
Other health care professionals, such as members of the American
Medical Association, have more united professional organizations
with large memberships, providing a united voice and political
clout that influences health care policy and law. Nurses have
multiple professional organizations. With high membership dues,
nurses likely join only a few groups and may gravitate toward
their specialty organization. Without a single national organization
with the majority of nurses as members, nursing’s voice is diluted:
When organizations promote an issue, the collective voice of
the group rather than the voice of the individual sends a more -
powerful message to influence policymakers. Without a collective '
voice, nursing’s influence on shaping health care policy i
weakened.

To strengthen nursing’s collective voice, the ANA has undergoné
significant reorganization with emphasis on increasing member-
ship, by collaborating with its state constituent organizations
specialty organizations, and nonnursing health organizations:
Engaging students in these strategies early in legislative process¢®
will help to provide more well-informed practicing nurses. Well-
informed, empowered professional nurses play significant rolés
in supporting legislative initiatives that promote and protect the S
health of the public. Other ways for nurses to be involved in policy
change are to support candidates and run for office. Volunteering
during campaigns to help a specific candidate or to encourag®
voter registration and voting are ways that nurses can influen®
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policy. Many nurses now represent their local constituencies and
have increasing visibility at the state and national levels. For
example, five nurses currently serve in the United States 114th
Congress (http:waw.nursingworld.urngainMenuCategdriesi
Po_licy-Advocacy!Federa]fNurses-in—COngress).
~ Community nurses’ roles include the interaction of indepen-
X dent, interdependent, and dependent functions. Independent
~ functions include assessing, analyzing, diagnosing, planning,
: implementing, and evaluating communities for health promotion
~ 4nd health education. Interdependent functions include col-
~ |aboration with community members and interdisciplinary
teamwork functions that are crucial to effective community health.
Dependent functions include implementing the therapeutic plans
of team members.
~ Community health promotion includes all the following
~ (US$ Department of Health and Human Services, 2015):
" . Community participation, with representatives from multiple
nich ‘|. community sectors, including government, education, business,
. 1“ " faith organizations, health care, media, voluntary agencies,
. and the public
.+ Assessment guided by a community-planning model to
~ determine health problems, resources, perceptions, and priori-
ies for action
“Targeted and measurable objectives to address health outcomes,
risk factors, public awareness, services, and protection
‘Comprehensive, multifaceted, culturally relevant interventions
 that have multiple targets for change
‘Monitoring and evaluation of the objectives and strategies
. used

W ETHODS OF DATA COLLECTION

irses obtain community assessment data through observation,

_'_eWs (including focus groups), and measurement. These
‘Methods are used most frequently in various combina-
ensure the validity of the information. Obtaining data
gbservation—often referred to as the windshield
“€¥ approach to assessment—includes the use of the senses
touch, hearing, smell, and taste) to determine community
" 0‘1‘5 These appearances include the types and condition
_‘_1_911_1131 dwellings and their people and also physical and
Cal characteristics, such as animal and plant life, tempera-
-"'Esior _tatjon, sounds, and odors. Some communities have
18tic “flavor” A community’s physical characteristics
:;jjalth.dWhat type of space is_ available? Children need
o e _im _play; young z}nd middle-aged adults require
thi\l'—‘l'eatlon and exercise. What spatial barriers exist?
%Is'fspilice located in relation to traffic and schools? What
hrﬁ:: and smell 'like? What does the water taste like?

‘ ridlilt:lrses obtain abundant st.lbjective data by simply

. Pm“_i:.round a community. Data obtam.ed l')y
! fentia] . 1lrtljljportant clues at?out the community, 1Fs
- ey tah problems, and its st‘rengths. ’.Fechnologl—
e ebl'ls'e of geographical information systems
o ability to assess communities. For example,
e Olleagues (2015) identified i t
illegal oy ntified community vacan
b PIng, parks, tree canopy, aggravated assaults,

and theft to assess neighborhood irritants, neighborhood safety,
walkability, pollen, and environmental allergens. The influence
and intensity of these community features on asthma control
was analyzed by use of GIS. '

Analysis of observation data generates hypotheses to explore
further with use of interview, focus group, and measurement
data.

Interview data, the most common source of information from
people, include verbal statements from community residents,
key community officials, health care personnel, and various
community agency staff. Key informants provide useful ways
to learn how members perceive their community. Key com-
munity leaders often provide important information about
community health concerns, necessary health resources,
and community strengths, along with particular health
beliefs and community health goals. Community residents
provide useful information about their perceptions of health,
health concerns, and needs, as well as their perceptions of the
availability, accessibility, and acceptability of health services.
Health agency personnel provide data about health resources, the
population served, availability, and perceptions of concerns and
needs. Developing a basic set of questions in advance enhances
the relevance of interview data.

Community partners can be approached in groups to par-
ticipate in assessment, planning, intervention, and evaluation
(Andrews et al., 2012b; Frerichs et al., 2016). Community nurses
who have expertise in building partnerships engage the com-
munity partnership model to conduct assessment, planning, the
-choosing of effective strategies, and evaluation (Stanhope &
Lancaster, 2015). Andrews’ research team uses this strategy for
multiple community issues and health-promotion projects. The
toolkit used for assessing partnership readiness is available on-line
at http://academicdepartments.musc.edu/sctr/programs/
community_engagement/Documents/SCTR%20CCHP %20
Are%20We%20Ready%20Toolkit.pdf. Strategies initiated by
engaged community members empower community partners
and enhance the ability to transfer evidence-based strategies into
their unique communities.

Measurement data use instruments to quantify data during
information collection. Measurement data include population
statistics, pollution indices, morbidity and mortality rates, census
statistics, and epidemiological data. These data can be accessed
by the Internet or locally in community libraries; health depart-

ments; environmental protection agencies; schools; police and
fire departments; local health system agencies; and town, city,
or state planning offices. Publicly supported agencies share their
information, and community nurses readily use such data.

SOURCES OF COMMUNITY INFORMATION

Census information available from http://www.census.gov, and
also found in libraries and public agencies, is the most complete
source for population information. Because the US Census is
completed once every 10 years at the beginning of a decade,
data for most communities become less accurate as the decade
progresses. Community agencies and local planning commissions,

" project statistics, and developmental trends are how nurses
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understand population patterns and dynamics. Many communities
and states also have databases available for public use.

Environmental measurement data can be obtained from
the local branch of the US Environmental Protection Agency.
Generally, local health departments monitor water, food, and
sanitation systems. Nurses may be called on to facilitate safegnard-
ing of natural resources protecting communities from industrial
toxins. In areas that use well water, testing should be performed
regularly. Community health nurses can participate in interven-
tions to promote testing to assure the safety of water used in
home. For example, Nova Scotia and areas across the northern
United States risk exposure to arsenic that occurs naturally in the
groundwater (Chappells et al., 2015). At-risk private well users
should be testing their well water regularly. Community nurses
in this setting could intervene using an integrated knowledge-to-
action method. This method would include strategies including
community outreach, home visits, and environmental home
assessment planning, These strategies use community partnerships
and home visits for informing the public and testing water in
the private wells. Possible long-term public health initiatives for
involvement of community health nurses include trainings that
include awareness, testing, and treatment; low-cost or no-cost
convenient testing stations; and mandatory regulated enforced
testing at the point of property transfer or when new wells are
constructed (Chappells et al., 2015).

Health departments along with school nurses and administra-
tors provide school health information. Town, city, or county
administrators provide information about land use, boundaries,

housing conditions, utilities, and community services. Community

newspapers supply information about community dynamics,
health-relatéd concerns, cultural aétivities, and community
decision-making. The documentation techniques for community
observation, interview, and measurement data are similar to those
used for individuals and families. A triple-column format that
separates the data obtained with each method facilitates recording.

COMMUNITY FROM A SYSTEMS PERSPECTIVE

Systems theory provides an overall framework to connect and
integrate community data. Systems consist of interrelated,
interacting parts or components within boundaries that filter
both the type and the rate of input and output (Frerichs et al.,
2016). Similarly to how families form systems (see Chapter 7),
communities viewed as systems have both structure and function.
Assessment of communities includes exploration of aspects of
the population within specific geographical areas.

Structure

The structure of a community system or subsystem consists of
a formal or informal arrangement of parts, including both animate
and inanimate properties. Nursing, which operates within the
context of the health system, can be considered within the context
of community systems. Figure 8-2 shows the arrangement of a
community system. The macrosystem includes societal ideologies,
social norms, and culture, and shapes the larger part of the
system that encompasses numerous subsystems, the exosystem,
microsystem, and the individual (Joly, 2016). Communities’
structural parts form the subsystems, each of which is in itself

a system. Health agencies, schools, fire departments, a4
ernmental bodies are examples of structural parts, Joly (
places Bronfenbrenner’s bioecological theory into a contepyy,
context. The subsystems, such as individuals, family, schg|.
community, lie within overarching macrosystems. These ¢
and subsystems interact and change over time within 4
context. For example, development during adolescence ang
adulthood influences the disparity found in social deterpjy,
that subsequently impact health (Joly, 2016). The armnge..
and organization of a community, such as age distributjg
types of health-promotion/protection programs, change
time. The parts fluctuate depending on environmental prg
occurring locally and within the larger environment.

Community leadership provides direction for both k
promotion and health-protection activities; therefore comm
assessment includes exploration of various community '
as they relate to health. The practice of viewing comm
structure as a population (collection of people) and consi
the arrangement of the community’s health care parts
ing health services) plays an important role in the asses
process. _

The study of populations is referred to as demographg
population is a group defined as an aggregate of people Wl
share similar personal or environmental characteristics.
raphy provides information about population characteristi
such as size and racial composition, along with the distriba
of age, sex, marital status, nationality, language, religiousa
ations, education, and occupation. Demographic data pto
the basis for analysis and a means to identify groups who!
have high risk of health concerns. Such information also pro¥
direction for health stratcgies. For example; examination ¢
age distribution over several years reveals important popy
shifts with associated needs for additional health-promt
activities. The increasing numbers of individuals older t
years require changes in community health priorities that
this group’s needs. Comparing population characteristics st
cally enables nurses to make inferences about the comit
Comparisons are made among three systems: the town, W
is a part of the county; the county, which is a part of the
system; and the state. Comparisons between affluent ai
communities, rural and urban communities, and di\fﬁffs |
homogeneous communities may provide important infor
for planning.

Function

The function of a community refers to the process of d
change with adaptation in the system’s parts and the W
community systems and subsystems interact, Decision®
and allocation of health-promotion and health-pr®
resources are important considerations for community 455
As health educators, nurses interact with communities t0 P
health. Community health promotion involves a corﬂ?!e‘(
of responsibilities. Nurses act as advocates using pm‘dcuw ;
ning and collaboration with other disciplines and ageic
a community liaison, the nurse establishes priorities for P'*
ming, matches resources with needs determined by a C“rfi_t-r."
needs assessment, empowers community members, and fadk
social, environmental, and political change. These multiHEE

tce it
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' 4 PEDIATRIC CONTEXT

|  Sodltalldelogies ———————@ MACROSYSTEM
o Culture oy T
15 Microsystem
| Pediatric
I Funding

{ Allfed Health
| Pediatric Services

-

NURSING INTERVENTIONS THROUGH
RECIPROCAL INTERACTIONS

Building new context for adulthcod
Information Provision
Capacity-building
Preparation
Advocacy
|
.I
i
|
'|
OUTCOMES _
Davelopmentally
spaoprate hesle Maslery based on
Madical stability young person's n
Quality of lite
Life goals

8 within and berween the microsystem, exosystem and macrosystem can impact the achievement of transition outcomes. Interventions are depicted for
s related to the movement belween pedialric and adult services. Other contextual changes can occur in medicalibiclogical factors or microsystem
enits, for example. Interventions start even before the contexi changes and continue over time until situatedness in th new context Is achleved 1

FIGURE 8-2 Community systems and subsystems model. SES, Socioeconomic status. (From -
Joly E. [2016]. Integrating transition theory and bioecological theory: A theoretical perspective
for nurses supporting the transition to adulthood for young people with medical complexity.
Journal of Advanced Nursing, 7216, 1251-1262.)
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functions require expertise in communication and interpersonal
relations that involve a deliberate approach. Using such an
intentional process, while maintaining the community’s vision,
nurses can produce effective change.

Interaction

. J . . . 3 .
Through dynamic interaction with the environment, systems

exchange matter, energy, and information (in such communication
forms as verbal and behavioral) to make decisions. Interaction
also contributes to community systems’ survival ability, as well
as to protect and promote the health of community members.
Through environmental interactions, community systems use
adaptation mechanisms. Nurses determine how communities
apply these mechanisms toward health services. For example,
policy that removes soft drink and candy sales from schools
must consider lost revenue from these unhealthy but lucrative
structures within the school system.,

Various health-related patterns emerge from these interactions.
For example, certain human-activity patterns negatively alter
natural environmental patterns, which in turn influence human
health patterns. Gordon’s (2016) assessment framework focuses
on 11 health-related functional patterns that assume community
anid environment interaction from a systems perspective.

COMMUNITY FROM A
DEVELOPMENTAL PERSPECTIVE

A framework based on developmental theory can also be used
to identify existing or potential health problems for particular
age groups in communities. Community nurses, focusing on
the total community population, use a developmental, age-
correlated approach to identify health-promotion and health-
protection activities.

Nurses identify age-related risks at each life stage, taking steps
to maximize wellness and health promotion as a lifelong concern
(US Department of Health and Human Services, 2015). For
example, adolescent single mothers of infants, at risk both
emotionally and physically of medical problems, require parenting
skills. Accidents are the greatest threat to children’s health;
therefore accident-prevention activities become a priority for
communities with a young population and with adolescent
mothers. Age-related risk factors (see Chapters 6 and 7) associated
with individuals and families can be extended to include com-
munity groups based on the demographics of the community.

COMMUNITY FROM A
RISK-FACTOR PERSPECTIVE

Risk factors associated with disease, illness, and death rates,
although not causally associated with them, predict the likelihood
of a particular adverse health condition in communities of interest
(US Department of Health and Human Services, 2015). Risk
factors include a combination of demographic, psychological,
physiological, and environmental characteristics (or they may
include a single characteristic). The influence of various risk
factors differs from person to person and from group to group
because of genetic composition, geographical location, lifestyle

UNIT 2 Assessment for Health Promotion

patterns, resources, socioeconomic status, education level, angd
community, neighborhood, or environmental variation (B
8-2: Genomics and Community Assessment). For example, g, 5
sex, race, geographical location, consumption pattern, or lack '
health services may be considered risk factors, because one ¢ "8
more may contribute to disease or death and place the popyly. | [
tion sharing them at risk (Box 8-3: Research for Evidence-Bageq
Practice). Some groups may be at high risk from a single rig
factor, such as insufficient immunizations or exposure to asbestoy f
A combined potential for adverse health effects exists when mﬂnyf |
risk factors are present, because they interact in multiple ways
and synergistically influence each other. ]
Communities therefore experience substantial variability iy !
health conditions in regard to both incidence and susceptibilir}-;, | &,
Risk-factor theory views health and disease as multifactoria} j
with cause attributed to no single risk factor. For example, rigk
factors such as air pollution, smoking, and forms of radiation _
in various combinations may be related to high rates of lung 8= ]
cancer, emphysema, and bronchitis in a community. The potential "
to control risk factors and to provide relevant health-rclated} ! ks
resources forms the basis for health-promotion and health- §=
protection activities.

GORDON'S FUNCTIONAL HEALTH 1
PATTERNS: ASSESSMENT OF il
THE COMMUNITY b
A variety of functional health pattern assessments are used witht ; oy
communities. Nurses use Gordon’s (2016) functional health & Ir Lol
reference assessment as exemplified in this chapter or other JF =
assessments described in the literature. "

The health perception—health management pattern identifies SF
data about community health status, health-promotion and |
disease-prevention practices, and community members’ perceps S
tions of health (Gordon, 2016). Residents may perceive a substanc = e
abuse problem in adolescents or a high rate of unwanted pregna:
cies, breast cancer, or sexually transmitted disease as concerns
Community health nurses provide data to address perceiveli‘_,
health issues and develop community health management plans.
For example, national data provide evidence for the extent Of‘
the perceived health issue of increases in their commlmilff"-
injection drug use. Injection drug use has declined in Canadi{
(Roy et al., 2016); however, US data indicate increases in heroif® &
use (Jones, 2013; Jones et al., 2015). The annual average rates’
of past-year heroin use in people aged 12 years or older neatf 5
doubled from 2002 (1.6 per 1000) to 2013 (2.6 per 1000) (]01“%-" 1
et al.,, 2015). These data exceed the number of fatalities ffﬂf“_-‘;‘
motor vehicle accidents (US Department of Transportatioh s
National Center for Statistics and Analysis, 2008, 2012). Com™=
munity partners compare these data with local data to determin®
public health issues to pursue. g

Valuable information can be elicited by nurses ccl‘lduﬁif‘g‘-‘_
focus group discussions and by interviewing key commliﬂl(g /

IHeaIth Perception—Health Management Pattern

members about their health concerns and issues. Mortality 8% ]
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. Community Assessment

f ¥ Combinations of genetic, individual,' and environmental factors interact to affect
T the risk of and/or protection from many chronic disorders, such as diabetes,

- Alzheimer disease, cardiovascular disease, and depression. Genetic modifications
% at both the individual level and the community level impact these disorders.
X H Moreover, these disorders modify genetic expression in both individuals and
b a1y communities. Exchanges between the environment and genetics alter manifesta-
tions of these complex disorders. In contrast, manifestation of the disorder alters

the environment and genetics. Community environment may influence mental
¥s ';‘!lr health issues such as depression {Ware et al., 2016). Socioeconomic factors,
S chronic stressors (violence, unemployment, visual appeal), and community cohesion

in SR provide general measures in many studies.
In their study about predicting depressive symptoms, Ware and colleagues

(Ware et al., 2016). Gene-region analysis explores the effects of genetic variability
on phenotypic variability. Important genetic predictors have already been identified
by analysis of genetic regions. Genetic predictors for numerous disorders have
been identified after single nucleatide polymorphism (SNP) analysis revealed no
statistically significant associations. Predictors for disorders such as bipolar
disorder, coronary artery disease, hypertension, Parkinson disease, amyotrophic
tateral sclerosis, Crohn disease, rheumatoid arthritis, type 1 and type 2 diabetes,
and age-related eye disease arose from the analysis of gene regions rather than
SNPs (Peng et al., 2010).

The Multi-Ethnic Study of Atherosclerosis, a longitudinal cohort study, included
six sites participating in the National Institutes of Health (NIH) SNP Health
Association Resource (SHARe) project {http:ffwww.nhlhi.nih.gowresearch}
resourcas/genetics-genomics/sharel. Approximately 1 million SNPs were genatyped,
and the use of programs available from the NIH increased the number of available
SNPs to about 2.5 million markers.

Ware and colleagues (2016) provide evidence o support SNP. interactions in
gene region 3 neighborhood index score (G 9 NIS) of depressive symptoms within
the neighborhood leve!. This significant neighborhaod gene region involves regula-
tory function of depressive symptoms. The gene-expression foundation for regulation
of depression may be established early in life, with changes in depressive symptoms
(ater in life. Molecular-level adaptation and brain response to local stimuli may
depend on G 9 NIS changes. These community-level interactions in the G 9 NIS
region may interact to influence depressive symptoms.

This novel study explored the influence of gene-region interactions on depressive
symptoms and supports the idea that community or neighborhood context may
interact with genetic factors in shaping depressive symptoms. Replication in
other samples is necessary before firm conclusions can be drawn.

S., et al. (2010). Gene and pathway-based second-wave analysis of genome-wide
~117; Ware, E. B., Smith, J. A., Mukheriee, B., Lee, S., Kardia, S.L.R., &

d neighborhood-level social and psychosocial environment
the Multi-Ethnic Study of Atherosclerosis. Behavior Gonatics,

peer protective factors {e.g., friends) were effective. Less internalizing of problems
was independently associated with individual competence. Externalizing problems
was independently associated with variables from all domains, and exposure.
Parent attachment and other protective factors were associated with decreased

ity
jal, § " 2016) describe findings from studies linking community measures with genetic
‘isk ?’ i predictars of depression or depressive symptoms. The studies explored to provide
ion ﬂ ,'.';,',' support for their research included gene {serotonin transporter gene [5-HTT]
ang ' promoter variant) interactions with the environment. The designs included only
\tial 3 | narrow individual-level samples or thg wider county-level samples, rather than
sted 8 l '_ _.s_ma1blar.|ess heterog(_aneous .commt.mlty sz_amples, The findings from these few
1th- SAES studies include gene interactions with environmental factors, such as a personal
’ e 1 history of stressful life events, the proportion of individuals receiving public
W assistance (county level), county-level infant mortality rates, and county-level
ik ';.I'[ ' erime rates. These findings indicate that different risks of depression exist for
1 Lyl different genotypes depending on their individual enviranment and their broader
| | environment.
.- 1 :: | Use of phenotypic approaches to sample selection (depression symptoms)
| 8 ' i) tather than diagnosed depression increases the sample size and extends the
with  F ' feseafch to genome-wide/gene-region analysis rather than candidate gene analyses
ealth = | E_rum Peng, G., Luo, L., Siu, H., Zhu, Y., Hu, P., Hong,
other ||'? ¢ association studies. European Journal of Human Genetics, 18(1), 111
! .1%_’,1‘ " _lezﬂoux, A V. {2016}, Applying-novel methods for assessing individual an
~interactions with genetic factors in the prediction of depressive symptoms in
S an), 89-99.
E L
ntifies
m and_
yercept o : T A - :
bstancé RESEARCH FOR EVIDENCE-BASED PRACTICE
regnilﬂ'."' ssociations Among Parent/Peer Relationships and Individual Characteristics of Children
‘“Ce‘m.& | Qettf’and colleagues (2011} use socioecological theory as a foundation to
reeivh # associations among parent/peer relationships and individual characteristics
1t pla ,_ Elf sample of 867 children. Three rounds of data wers collected over 3 years.
xten't OF nd consisted of a 45- to 90-minute interview with the quardian of the

truments were used to measure internalization of problems (depression,
externalization of problems (aggressive behavior), exposure to community
X Xposure to family violence, attachment to parents, attachment to
g delinquency of friends, self-reported competence, moral disengagement
n for the use of aggression), household dysfunction, and mental health
ol ns. Ti}e cansent process explained that counseling services would be
i child abuse would be reported. Stepwise hierarchical linear regression
mﬂigzaf'\ﬂe the data. High ex.posure to violence was associated. with
: \‘;‘ilhlomm normally protectlve factars le.g., attachment to parepts)
W exposure to vialence. In the low exposure to violence setting,

dreyy
N's . ) "
behavioral outcomes in the face of community v

yimmu :r
rtality ¥

o

lems: A meta-analysis. Child & Youth Care Forum, 45(2), 177-204;
e of parent and peer relationships and individual characteristics in middle
iolence. Journal of Research on Adolescence, 21(2), 395-407.

Gorre
_ SSE'FA“' (2016). Peer attachment and youth internalizing prob
« Feldman, R. S Rosario, M., & Ng-Mak, D. S. (2011). Rol

problems, whereas increased problems were associated with risk factors, such
as a friend's delinquency.

in 2 meta-analysis of the research literature on peer attachment and youth
internalizing problems, Gorrese {2016) reported that Salzinger and colleagues’
(2011) research clearly delineated the links between the quality of peer attachment
relationships and internalizing symptoms over time. Gorrese's {2016) meta-analysis
provides additional evidence for the implementation of community violence
reduction, health-promotion, and health-prevention programs that emphasize
and promote protective factors with parents and peers. Initiating such programs
may decrease adverse behavioral outcomes in adolescents.
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morbidity statistics and other public health information sources
provide measurement data (see Chapter 2).

INutritionaI-MetaboIic Pattern

The nutritional-metabolic pattern identifies data relevant to
community consumption habits as reflected in accessibility and
availability of food stores and subsidized food programs for
infants, children, and older adults. Community well-being, which
depends on adequate dietary habits, food intake, and supply of
nutrients, is influenced by culture, the presence or absence of
kitchen facilities, and adequate plumbing.

Community assessment includes the collection of data by
driving or walking through the community while using all five
senses; it provides information about grocery stores, fast-food
establishments, ethnic shopping facilities, and street corner
vendors. Even affluent and developed countries contain areas
without adequate access to food, or “food deserts,” places where
fresh food is not available. Income and food insecurity are highly
correlated. Urban food insecurity (15% of city dwellers) in the
US has grown with the growth in the urban poor population.
As less than 2% of inhabitants still farm, movements to respond
to food insecurity and access have evolved, promoting strategies
such as backyard gardening, community gardening, community-
supported agriculture, or local markets (Clendenning et al., 2016).
Government programs, private soup kitchens, and food donations
by houses of worship also provide information about nutritional
patterns of communities.

I__Elimination Pattern

The elimination pattern identifies environmental factors, including
exposure to pollutants in the community through contaminated

" soil, water, and air, and the food chain. This pattern further

classifies environmental factors into the two broad categories—
physical and biological. Alterations in environmental processes
threaten the health and integrity of communities, necessitating
health-promotion and health-protection activities. For example,
humans eliminate most endocrine-disrupting chemicals, phar-
maceuticals, and personal care products into the environment
(Noguera-Oviedo & Aga, 2016). Antibiotics and hormones from
animals and fish also contaminate the environment. Groundwater,
drinking water, surface water, and treatment plant effluents can
be affected. Furthermore, some contaminants transform into
contaminants that are more toxic than the original substance.
For example, the antiviral acyclovir is excreted as a transformed
product that is more toxic than the original drug (Schliiter-
Vorberg et al., 2015).

Physical agents include geological, geographical, climatic, and
meteorological aspects of the community. Certain population
groups are particularly susceptible to acute respiratory disease
and aggravated asthmatic episodes when the air quality is poor
(Solomon et al., 2016). For example, when schools are located
in high-pollution or high-traffic areas, children are exposed to
polluted air. In addition, when home cooking devices pollute
home air, families are exposed to polluted air (Pillarisetti et al.,
2016). Use of solid fuel combustion such as wood or coal for

.

cooking inside produces polluted home air. Community heal
nurses can use the Household Air Pollution Interventiop .,l""
to plan interventions (Pillarisetti et al., 2016). Depending_‘;
resources, community collaborations, and pai‘tnerShipsl ""'_'
community health nurse may use a variety of possible intepyen
tions to eliminate home air pollution from solid fuel cnoki':-
indoors. These interventions include simple chimney stoveg wit .
adequate exhaust, stoves with fan-assisted combustion, apjg
clean fuel (Pillarisetti et al., 2016). -
The geographical locations of communities, and majf -
waterways, highways, or mountains located within commupj
act as barriers to access to health facilities. Inaccessibilj
health care services also hinders health in at-risk groups. Kng ;
edge of climatic conditions provides clues to susceptibility ¢
illness resulting from temperature or humidity in certajp
populations. y
Biological agents include living things—such as plants, anirmals
and their waste products, disease agents, microbial pathog
and toxic substances—that can be hazardous to health,
example, Lyme disease, viral hepatitis, pneumonia, influeny,
and the large number of diseases associated with childh
continue to be threats to community health. Observation,
groups, and interviews with key community members revedl
information concerning elimination patterns. The Environmental
Protection Agency (http://www.epa.gov/) and the Centers for
Disease Control and Prevention (http://www.cdc.gov/) provide:
excellent resources for community health nurses. E

lActivity-Exercise Pattern

The activity-exercise pattern identifies physical activities a
recreational options within communities. Science and technolo,
have increasingly influenced productivity while simultaneousi
reducing or eliminating physical work. Consequently, physicil
activity no longer occurs during the work day for most comm
members, leaving leisure time as the only time for physical activit}
Physiological evidence demonstrates that physical actiyiti
improves many biological measures associated with health and
psychological functioning. Regular physical activity and
musculoskeletal fitness are important for healthy, indepen
living as people grow older. Physical activity reduces the risk|
many diseases, including obesity, heart diseasq, hypertens
cancer, osteoporosis, and diabetes mellitus. 3

Observation, focus groups, and interviews provide clues
a community’s ability to provide cultural and recreational actiV
(Figure 8-3). Furthermore, noting whether the community #
evidence of recreational facilities or is a “built community” !
physical activity options (such as bike/walking trails), asses>
transportation options, and observing community develOPm"j’%l 3
that encourages walking should be included in the communiis
assessment of the activity-exercise pattern.

I steep-Rest Pattern 1 A

The sleep-rest pattern identifies a community’s rhythm of sleepit®
resting, and relaxing. Some towns never close, with stores, tf*‘-ﬂ
flow, and recreational facilities operating during both day 355

9
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FIGURE 8-3 The activity-exercise pattern identifies a community’s
physical activities and recreational options.

night hours. This ongoing activity produces unpleasant distur-
bances, such as unwanted noise that may be harmful to com-
munity well-being. Excessive noise from highways or airplanes
produces physiological or psychological problems eliciting
responses ranging from mild irritation to pain or permanent
hearing loss. Although noise cannot be eliminated, efforts to
minimize and control it are possible. Observation, focus groups,
and interviews provide clues to this pattern.

I cognitive-Perceptual Pattern

The cognitive-perceptual pattern identifies information about
problem-solving and decision-making within communities.
Systems' depend’ o ‘decision-making and’tésouree dllocation
processes for survival. Communities require functional decision-
making bodies to ensure adherence to rules and attainment of
goals, Individual patterns and environmental patterns connect
with important implications for community health. Community
assessment includes appraisal of interaction with the environment,
as in the participatory processes of community-based system
dynamics. The effectiveness of the strategies used depends on a
collaborative evolution and long-term commitment of the nurse
in the community (Frerichs et al., 2016).

One strategy, bargaining, offers communities a plan to exchange
resources for health service. For example, a community that
owns a mammography machine but has no primary care facility
Might negotiate with another community to provide mam-
Mmography for primary care services in return. Strategies using
Outside authority (legal bureaucratic methods) ensure compliance
through rules and structures. In this case, states may mandate
that communities maintain certain health standards. For example,
a law may require all schoolchildren to be immunized against
Specific diseases before they enter public school. Cooperative
Strategies promote health when members share common goals
(Andrews et al., 2012a). For example, community residents may

-~ Unite to oppose a chemical landfill that is a health hazard.

Convincing people to comply because they hold some loyalty
In the situation or relationship is another method that mobilizes
Communities. For example, community residents might expend
d great deal of effort and money to retain a particular health
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clinic because of loyalty to the agency. Identifying decision-making
patterns used by communities provides clues about health priori-
ties and values, as well as matches and mismatches between
existing circumstances, health goals, and planning strategies.
Data can best be obtained by observation, focus groups, and
interviews.

ISelf—Perceptioh—SeIf—Concépt Pattern

The self-perception—self-concept pattern identifies self-worth
and personal identity of communities. Characteristics such as
image, status, and perceived competency with problem-solving
indicate community self-concept. Housing conditions, buildings,
and cleanliness reflect community image. School systems, crime
rates, accidents, and opinions about whether the community is
considered a good place to live suggest community perception
of self-worth. Competency with social and political issues as
well as community spirit creates positive self-evaluation. Com-
munity pride facilitates development of innovative health
programs. Emotional tone (fear, depression, or positive emotional
outlook) relates to findings in other pattern areas. For example,
tensions in the cognitive-perceptual pattern (conflict between
groups concerning health issues) may explain a general feeling
of fear among the residents. Data are obtained through observa-
tion, focus groups, and interviews.

IRoIes-ReIationships Pattern

The roles-relationships pattern identifies communication styles
along with formal and informal relationships. Of particular
concern are roles and relationships affecting community ability
to realize health potential. Patterns of crime, racial incidents,
and social networks form indices of human relationships in
communities. Publicizing health promotion becomes more
effective when patterns of official communication are used. Health
program success depends on support from prominent community
members. Community members involved in health programs
help identify other key community leaders. Use of media and
other mass information programs improves communication,
the flow of health information, and the number of community
members reached. Interviews, television, the Internet, and
newspapers are examples of ways to obtain and convey
information.

| sexuality-Reproductive Pattern

The sexuality-reproductive pattern identifies reproductive data
of communities, which is reflected in live birth statistics, mothers’
ages, ethnicity, and marital status. This information provides
clues to the health-promotion needs of a particular community
group. Premature infant rates, low-birth-weight infants, and
abortion rates, as well as neonatal, infant, and maternal death
rates reflect reproductive patterns of communities. Such informa-
tion identifies at-risk groups on the basis of particular charac-
teristics associated with these rates. Mismatches between existing
health services, health education, and community health statistics
also indicate health concerns. Availability of sex education in
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schools, the levels of spousal and child abuse, and the number
of sex-related crimes also indicate health-promotion issues.
Minutes of meetings, health records, statistical data, and public
documents provide sources for these data.

-IEoping—Stress Tolerance Pattern

The coping—stress tolerance pattern identifies the community’s
ability to cope or adapt. Communities respond to stress in different
ways, some of which might threaten their integrity. Community
responses reveal the group coping patterns. Communities develop
abilities to exchange goods, services, goals, values, and ideals to
survive and to promote community health. Community efforts
to obtain goods from the environment, contain goods within
the environment, retain goods within the community, and dispose
of goods play significant roles in influencing health. Examples
of resources that communities obtain from the environment to
promote health include local, state, or federal funding; health
services; health-related workforce personnel; new knowledge;
and technological advances. Some communities obtain abundant
health care services; however, primary services often remain
inadequate or nonexistent. Lack of available health services, or
lack of ability to obtain them, characterizes community health
need. Examples of problems communities may attempt to control
include sex-related crimes, diseases, substance abuse, industry,
hazardous waste in the water supply, and noxious chemicals in
the air.

Community coping patterns aim to retain certain health-
protection services, such as immunization services for children
and adequate health facilities. Coping efforts may also include
strict zoning laws and-heusing codes or certain values such as
sex education within the home. Expendable goods of communities
include industrial and human wastes. Data can be obtained
through minutes of meetings, public documents, health surveys,
statistical data, and health records.

lValues'—BeIiefs Pattern

The values-beliefs pattern identifies the community values and
be]refs Such information provides clues for health-promotion
and health- -protection efforts valued by the community. Values
underlie decisions about community health education and tax
support for schools, hypertension screening for the public,
disease-prevention programs, or well-child clinics. Traditions,
norms, and cultural and ethnic groups share values and beliefs
in communities. Data can be obtained through focus groups
and through interviews with key community members and
health-related personnel.

ANALYSIS AND DIAGNOSIS WITH
THE COMMUNITY

Analy31s refers to data categorization and pattern determination.
Data synthesis and organization occur to ascertain patterns of
health activities and trends. An example of a clinical scenario
about a particular comumunity is presented in the case study and
care plan at the end of this chapter. Decision-making and

TABLE u-2 Stages of Change

Stagss _Interventions ) YN
- A7y 4 __h-
Precontemplation Provide information {identify risk factors)
el . - Raise doubts about current behavrors and |

= g

ok ' future outcomes ol

Discuss risks of not changing

~ Discuss beneﬁts of changrng

Plannrng 0r preparatron B Help plan phases of change o

i fal fle Mo . Help rmplement phases of change

} i Help develop strategies to prevent reIapse i

Yol emphasizing self-efficacy {5
o _Offer encouragement a4 L WY

. Hrghlrght past successes and future benefrts :

Conremplatron

Actiph" i

‘Maintenance

Modified from Pender, N. J., Murdaugh, C. L., & Parsons, M. A,
(2014). Health promotion in nursing practice (6th ed.). Upper Saddle
River, NJ: Pearson.

" !

. . . . ] I

judgment inherent in the nursing process become most important -
during the analysis and diagnostic phases. Table 8-2 presents an

example of one way to organize community data using Prochaska’s
stages of change (Pender et al., 2014).

Organization of Data

Charts, figures, and tables graphically display population distribu- =
tions, morbidity and mortality data, or vital statistics to pinpoint
significant community concerns with actual or potential health
problems along with health-related responses to these concerns.
Ancther valuable organizational technique—mapping-—facilitates
data analysis. For example, a'series of maps gathered with use
of technology such as GIS displays data that change over time.
Analysis of several variables occurs simultaneously. Overlap of
the locations of environmental hazards, densely populated areas,
health-promotion services, and major highways becomes apparent.
Poor environmental conditions; the distribution of illness, disease,
and death rates; and accessibility of health-protection and health- =
promotion activities for the population appear at a glance with
dotted scatter maps. Use of maps requires knowledge about the
community’s population base. Less-populated rural areas with |
fewer health facilities or fewer neonatal deaths in a community
with fewer women of childbearing age are examples of how
population statistics influence interpretation of mapping tech-
niques. Use of theoretical frameworks for community health
and Gordon’s (2016) 11 pattern areas facilitates analysis of ‘
community data. Several guidelines, presented next, help com-
munity nurses analyze population data. Analysis often supports =
the need for further data collection. 3

Guidelines for Data Analysis

Check for Missing Data

The complexity, size, and number of community characteristi¢®
prohibit all possible facts about the health-related pattern areds
being gathered; however, missing or insufficient data that indicat® -
areas for further assessment should be identified. Additional ]
assessment may determine specific approaches or a particular ]
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fisgnosis. Examples of missing data in community
assessment include pollution indices, links between health
resources and population groups, accessibility to resources, and
morbidity statistics. Dates for census data used should be noted.

The nurse examines community data for incongruities and
conflicting information. For example, a key community official
mighf deny the existence of pollutants in the water supply, whereas
newspaper reports of health department water analysis findings
indicate otherwise. The nurse evaluates such inconsistencies
before identifying existing or potential health concerns.

cofumunity

ldentify Patterns

Clues about a community pattern emerge from subjective and
objective data gathered. During this stage, community nurses
make decisions, begin to formulate diagnostic hypotheses (ideas
and tentative judgments about possible health concerns), identify
community groups that might be at risk, and establish probable
causes or relationships. Ideas generated from this activity direct
the search for additional clues in the data to confirm, reject, or
revise hypotheses. Judgments about hypotheses continue to
support patterns in the data.

To narrow the huge list of possible community health-
promotion and health-protection concerns, community nurses
formulate broad problem statements based on the health-related
pattern areas (Gordon, 2016). For example, the community nurse
differentiates among elimination problems (e.g., noxious chemi-
cals), coping and stress-tolerance problems, and health
perception—health management problems (e.g., high teenage
mortality rate from motor vehicle accidents). Developing these
general categories facilitates analysis.

Analysis of community data requires extensive knowledge of
developmental, age-related risks, as well as theories and concepts
of nursing, public health, and epidemiology. Such a broad
foundation enables nurses to identify additional clues in health-
related patterns that contribute to com munity nursing diagnoses
:rmd intervention. Developmental approaches form a basis to
fdeutlfy groups with potential health concerns. Age groups differ
i susceptibility; therefore nurses examine community resources
directed toward highly susceptible groups. For example, com-
Mmunity data that show increases in the number of live births
4mong older women indicate a need for health-promotion services
tﬂi: this group. If comm unity data show increasing numbers of
A8ing citizens, nurses explore the availability and accessibility of

$Xisting health services for this older group.

 Analysis of data for common personal or environmental
¢ Aracteristics also occurs. For example, select groups may be
4Ftisk on the basis of a shared health concern, such as substance
abuae, lack of immunizations, unsafe housing conditions, high
::E:zl‘lre to asbestos or n(‘mi‘uus chemicals, or inade:q.uate hcalllh
B e :S- Shared bcl?zfractemtws, such as race or f:thntcz.ryz I?rowde

> 10 susceptibility and the need for screening activities. For

Mple, black populations warrant screening for hypertension.

‘ - “Cltionally, if s fluoridated water supply is unavailable, additional

'

Nte . el i P T
ad, _r‘f'eiltmn to prevent dental caries in children is justified. In
“ition, community literacy contributes to health-promotion

activity development methods used by nurses to establish
educational programs. A low literacy level limits the ability to
use all available resources.

Environmental information is readily available on the Internet.
Databases and search engines provide useful information about
environmental hazards and other environmental problems in
communities. Prevention of disease worldwide depends on the
dissemination of global environmental health information (US
Department of Health and Human Services, 2015). Analysis of
data relies on standards developed nationally or globally. For
example, community data regarding air quality can be compared
with state or national ambient air quality standards to determine
health. In this context, the term zribient refers to outside air in
a town, city, or other defined region. In the United States, air-
monitoring stations are generally located in urban and rural
areas within each state. One source for air quality information
is the CHARTing Health Information for Texas, which is main-
tained by the University of Texas Health Science Center at Houston
School of Public Health. The goal of this center is to serve as a
resource in Texas for publicly available data to use for analysis
and research. Data and links to other sites are continually
monitored and updated (University of Texas Health Science
Center at Houston, 2012). Current information about community
resources enables more effective strategies to prevent risk factors
and avoid health problems. Internet access facilitates identification
of gaps in health-promotion and health-protection services.

Identify Strengths and Health Concerns

Interpretation of community data occurs with regard to com-

munity concerns, community strengths, and feasibility studies.

Community nurses make judgments and inferences about

community health, community responses to health situations,

and population needs. One approach assumes health concerns

exist unless assessment data indicate otherwise (Gordon, 2016).

Other systems of assessment base decisions on community

strengths. With the problem-focused assessment of health

concerns, nurses make diagnoses based on summarized data
using the nursing process, which results in one or more of the
following determinations:

* No problem exists, but providing health-promotion or health-
protection services may address a potential health concern.
For example, providing health education in a high school
could offset a potential for increased sexually transmitted
disease in the high school population.

* A problem exists but is recognized by community members
or health-related professionals with effective strategies for
problem-solving; for example, flu immunizations.

* A problem exists that the community recognizes, but resources
are inadequate or the community has not responded. Assistance
is needed; for example, highway traffic noise.

* A problem exists that the community recognizes but cannot
cope with at this time, such as a lack of fluoridated water
systems. Dentists, nurses, and nutritionists could be assigned
to assist the community in resolving actual problems of dental
caries.

* A problem or potential health concern exists that needs further
study; for example, lack of sidewalks.




Use of strength-based approaches to assessment emphasizes
strengths and integrates health-promotion and health-protection
activities into a person’s plans. For example, a community may
have nutritional feeding programs for older adults, women,
and children that are underutilized. Community members
may not use them because communication is inadequate.
‘EXamples of community strengths and concerns are shown in
Table 8-3.

ldentify Causes and Risk Factors

Data are examined for factors or characteristics that contribute
to identified potential and existing health-related concerns.
Nurses make inferences about population groups and identify
risk factors. Identification of risk factors guides community
nursing actions. Some risk factors signify immediate health
concerns, such as a polluted water supply, whereas other risk
factors indicate potential problems, such as lack of knowledge
of chlldhood disease prevention. Nurses consider whether

aity risk faciors can be altered, eliminated, or regulated
through nursmg actions. Nurses modify risk factors when possible
by using strategies such as health education (Box 8-4: Diversity
Awareness).

Community Diagnosis
Community assessment, as previously described, culminates in
nursing diagnoses. The following components are included in
the community diagnosis process: community situations or states
within a population or population group; data collection using
some combination of observation, focus groups, Interview, and
measurement; a framework; existing or potential health concerns;
risk factors related to health concerns; and potential solutions
through nursing actions. Diagnoses form the basis for planning,
implementing, and evaluating solutions to health concerns
(Gordon, 2016). Box 8-5: Quality and Safety Scenario and Box
8-6: [nnovative Practice provide an overview of how workplace
violence contributes to quality and safety and how leaders might
intervene to prevent or diffuse violence.

Community diagnoses and problem structuring facilitate
communication among community health professionals, team

1

TABLE 8-3 Examples of Community
Strengths and Concerns

Concerns

Strengths
Well-child clinic available Unavaifable
Feeding program accessible to older Inaccessible

adults
Sex education in schools acceptable Unacceptable
Family planning services accessible Inaccessible
Fluoridated water system Nonfluoridated water system
Open communication
Interagency cooperation
Adequate kitchen and plumbing facilities

High interest of key leaders in health

Dysfunctional communication
Dysfunctional transactions
Inadequate

Lack of interest
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promotion

members, and community members through the use of ¢je,,
and concise nomenclature with development of dlagm)b“
categories using both inductive and deductive reasoning specif,
to community nursing (Frerichs et al., 2016). Diagnoses may he
written or stated according to the structural and functional aspecy
of a community.

Structural aspects include those related to the populatioy,
such as the demographic characteristics of groups with simila,
characteristics (preschool children, adolescents, or a high schog]
population). Functional aspects include those related to the
psychosocial, physiological, or spiritual health patterns, such g
decision-making (cognitive-perceptual pattern) or communication
links among health care resources (roles-relationships pattern),
Functional health patterns guide data collection about health
concerns and risk factors. Structural and functional aspects of
the community provide a framework for diagnostic statements
(see Chapter 6).

BOX 8-4 DIVERSITY AWARENESS

Comparing Poverty Rates by Racial and
Ethnic Categories

The United States uses the Current Population Survey to assess the labor
force, but this survey also provides a broad-based database that includes
demographic data facilitating comparison among groups (US Census Bureau,
n.d.). According to the 200711 American Community Survey, the poverty rate
{14.3%) increased by 2.3% from the level in 2007 (US Census Bureau, n.d.).
Racial and ethnic disparities in poverty rates persist, with the highest rates
for American Indians and Alaska Natives (27%). The next highest rates of
poverty, listed in order from highest poverty rate to lowest, are for blacks or
African Americans {25.8%), Native Hawaiians and other Pacific Islanders (17.6%),
and the Asian population (Korean [15%)], Vietnamese [14.7%], and Filipino
{5.8%]). Among Hispanic subpopulations, the poverty rates ranged from a low
of 16:2% for Cubans to a high of 26.3% for Dominicans. Non-Hispanic whites
continue to maintain the lowest poverty rate among the racial ethnic data
collected (9.9%).

Poverty experiences place these populations at risk for many health problems,
such as developmental delay, asthma, and heart disease. Identifying harmful
social determinants of health during community assessment facilitates health
promotion for communities experiencing poverty (Chung et al., 2016). Assessment
of the community should explore whether organizations exist to assist with
food access, child health insurance options, employment opportunities, restraining
orders, and securing safe housing. Access to health services, particularly mental
health services, should also be included in assessment of impoverished com-
munities. Furthermore, community members who remain informed about the
unique resources available locally offer important information for planning
care and referral to community-based programs,

Lacal health agencies, nonprofit groups, and community resource lists may
provide additional information about resources available within the community.
The community assessment gathers information about the issue encountered
most frequently. Other issues may be less common, but because of their severity
should be assessed, such as the incidence of child maltreatment.

From Chung, E. K., Siegel, B. S., Garg, A., Conroy, K., Gross, R. S.,
Long, D. A., et al. (2016). Screening for social determinants of health
among children and families living in poverty: A guide for clinicians.
Current Problems in Pediatric and Adolescent Health Care, 45(5),
135-153; US Census Bureau. (n.d.). Current population survey. http://
WWW.census.gov/programs-surveys/cps,html,
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] BOX 8-5 QUALITY AND SAFETY SCENARIO

Workplace Violence

Targets for violent acts may be places where peaple work to support their families. L
Workplace violence was once considered isolated, unplanned incidents that fell
i under the jurisdiction of the federal Occupational Safety and Health Administration o
i (OSHA). Currently, workplace violence prevention and preparation often also
include external threats of terrorism. The following are some recommendations
to minimize workplace violence: J
 Encourage public awareness campaigns.
 Develop workplace policies and plans. °
e Adopt a zero-tolerance workplace violence policy.
e Apply preventive law enforcement policies. °
» Perform background checks on employees.
o Study government agencies that make workplace violence a priority. .
e Provide proper training for employees, supervisors, and managers about waming
signs of violent behavior. .
» Encourage a workplace culture that facilitates health relationships, creative
problem-solving, and voicing cancerns while discouraging a hostile o
environment.
= Expect nonautocratic leadership styles. .
| = Pravent/minimize negative coworker behavior.
» Encourage social support (listening, recognition) for employees to succeed at
_ their work.
! [ ) o Implement strategies to minimize absenteeism, turnover, and low performance.
- > |mplement strategies to encourage participatory management. .
. » Ensure protection of the abused person when domestic violence or stalking
oceurs in the workplace.
b = Develop and distribute clear and comprehensive legal and legislative guidelines. o

Evaluate programs and strategies after'they have been implemented.

Suggestions for approaches included the following strategies:

Educational efforts should reflect cooperative efforts by government agencies,
major corporations, unions, and advocacy groups, with OSHA acting as a
facilitator and coordinator.

Enact multidisciplinary no-threats/no-violence policies and prevention
plans.

Violence prevention training should occur regularly and include practicing the
plan.

The work space and policies should provide a physically secure work
environment.

Preventive measures should be established, including documenting incidents,
planning antiviolence strategies, and conducting threat assessments.
Systems should be developed for the monitoring of incidents of workplace
violence.

Resource lists should be maintained and include social service, mental health,
legal, and other agencies that provide assistance.

Training programs should extend community policing concepts to workplace
violence. Government or private organizations should develop training materials
for small employers, Employers should keep the abuser out of the workplace
{e.g., screening telephone calls, making the victim's work space physically
more secure, instructing security guards or receptionists).

Employers should provide resources for emotional, financial, and legal counseling.
Clear, comprehensive, and uniform legal guidelines should be distributed
widely.

Incentives for employers should be identified and instituted.

i 13-14,

" BOX 8-6 INNOVATIVE PRACTICE

Modified from Cowie, A. K. (2016). Some predictors of workplace violence. From Science to Practice: Organizational Psychology Bulletin, 2(1),

Intervention Techniques to Prevent and Diffuse Workplace Violence

Lanza and colleagues (2016) reported their findings from a research study exploring °
the benefits of an innovative community intervention to prevent and diffuse o
workplace violence. The community meetings used a format {the violence-prevention °
" community meeting) designed to minimize violence and promote nanviolent e
. problem-solving and acting with civility. Their study included patients and staff
on seven Jocked psychiatric units in the US Veterans Health Administration. .
| During 21 weeks, each site had violence-prevention community meetings (VPCM) >
| during the middle 7 weeks, with 7 weeks before the VPCM and 7 weeks after
' the VPCM. After the VPCM, aggression rates dropped. [n addition to innovative
i‘strategies such as the VPCM, the following techniques may also be useful: °
~ * Recognize warning signs, which include changes in mood, personal hardships,
mental health issues (e.g., depression, anxiety), negative behavior (e.g., .
~ untrustworthy, lying, bad attitude), verbal threats, and history of violence. .
:' Do not limit at-risk behavior to a standard profile. °
E * Envionments should be designed to detect signs of impending violence and ®
to pravent viglence with security cameras, key card access, administrative
Bt controls, and behavioral strategies.

I

Reporting systems should be confidential and seamless.

Stay calm; create a relaxed environment and speak calmly.

Separate the Individual fromthe group; if possible.

Use nonthreatening body language; build trust and strengthen the
relationship.

Keep your verbal communication simple, clear, and direct; be open and honest.
Reflect on the person’s message: to allow time for clarification, allow the
person to verbalize, listen attentively, and stop what you are doing and give
full attention.

Ask far examples to help illustrate the points that are being made. Carefully
define the problem, exploring it with open-ended guestions.
Silence allows the individual time to clarify thoughts.
Monitar the tone, volume, rate, and rhythm of your speech.
Seek opportunities for agreement,

Be creative and open to new ideas.

R »
TT:ﬁlm Lanza, M., Ridenour, M., Hendricks, S., Rierdan, J., Zeiss, R.. Schmidt
RS e study. Archives of Psychiatric Nursing, 30(3), 382-386.

. S., et al. (2016). The viclence prevention community meeting: A
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PLANNING WITH THE COMMUNITY

Community health planning begins with nursing diagnoses.
Nurses design goals to resolve existing or potential health concerns.
For example, high rates of childhood diseases in the community
require goals aimed at decreasing rates. Identification of specific
or potential health concerns with planned actions to achieve
desired comraunity sutcomes provides the framework and data
for community evaluation.

Purposes

The following are major purposes of the planning phase:

+ Prioritization of problems and identification of diagnoses
through assessment

+ Differentiation of problems resolved through nursing actions
from those best resolved by others

* Identification of immediate, intermediate, and long-term
goals, as well as behavioral objectives oriented to the com-
munity derived from the goals and specific actions to achieve
objectives

¢+ Formalization of a community nursing care plan (see the
care plan at the end of this chapter) that includes written
problems, actions, and expected behavioral outcomes

The planning phase culminates in a nursing plan that provides

the framework for evaluation. Once developed, the plan is

implemented. The costs associated with the delivery of health

services and personnel, as well as the financial resources available,

influence the priorities for implementation. Community values

and the nurse’s philosophy about people, health, the community,

and nursing also influence implementation. High-priority issues

often include infectious agents, sexually transmitted disease,

alcohol and drug use, smoking, inadequate nutrition, inadequate

infant and child care, high death rate from motor vehicle accidents,

texting while driving, heroine overdose, and unwanted teenage

pregnancies.

Community participation in health planning facilitates effective
assignment of priorities. As health service recipients, community
members strive for reasonably priced, high-quality services.
Residents aim to acquire appropriate benefits for the needs and
concerns of the population. Communication and the rationale
for designating priorities help to resolve differences in opinion.

During the planning phase, nurses determine those problems
most amenable to conumunity nursing interveation, behavior
implemented by the nurse to fulfill a health goal of the community.
Community nurses differentiate problems nursing can resolve
from those health concerns that could best be managed by
community members, referred to health-related professionals,
or handled with community support. Nurses refer problems
related to the presence of rodents, poor sanitation conditions,
or the absence of community recreational facilities to appropriate
community leaders or agencies.

Community nurses focus on determining goals, developing
measurable behavioral objectives, and designating actions to
achieve expected outcomes. Nurses describe specific behaviors
intended to reach projected outcomes. Evaluation includes
appraisal of the effectiveness of nursing actions. Health planning
emphasizes promoting and protecting population health; therefore

problems, solutions, and actions are defined at the group leve],
Communily nurses plan and implement health plans for 8roups,
such as school-age children, and facilitate development of heglt};.
promotion services for all residents. Nurses frequently act o
change agents by taking responsibility for influencing healy
patterns and behavior. Decisions about health interventions ster,
from community nurses’ appreciation of human behavior ang
principles of planned change. 4

Planned Change
Planned change results from efforts by individuals or groups,
and involves fundamental shifts in behavior (Pender et al., 2014),
Individuals act as agents of their own health conditions. Com-
munity health objectives often depend on active decisions by
individuals to change their lifestyles (reducing alcohol consump-
tion or quitting smoking). Efforts to influence and reinforce
changes in community health behavior become the central focus
of effective risk reduction programs (Brown et al., 2016).
Studies attempt to explain why some groups of people
effectively participate in certain health programs or make lifestyle -
changes, whereas others do not. Early work by Rosenstock, who

developed the health belief model, has evolved to models such

as those by Pender and Prochaska used to explain and change
health-promotion behaviors (Pender et al., 2014). These models
identify critical concepts for understanding how individuals
change their health behavior. Rosenstock’s model includes the |
following four steps:
*  Perceiving behavior as a health threat in terms of susceptibility
and seriousness '
* Believing the behavior is a threat to their personal health
+ Taking action to adopt preventive health behaviors
+ Reinforcing the new behavior
In Rosenstock’s model, community members take a passive role
at first, and then transition from passive to active between the
second and third steps (belief to action). Ultimately, to improve
community health through risk reduction programs, community
members assume more responsibility for their own health, become =
more active in adopting healthy lifestyles, and monitor resources =
in the community to achieve healthy behaviors. In planning .
health-promotion activities, nurses consider effective strategies
to motivate and support community transition from a passive
to an active state. '
Plans guide nursing actions. Nurses make additions and
changes on the basis of community problems, resources, and
problem resolution to maintain a viable plan. Table 8-1 provides
one example of a community-oriented, health-promotion plan
based on the goals recommended by the Surgeon General’s report
about health promotion and disease prevention. The report’
general goal generates several specific objectives. Nursing diag”
noses guide the direction of the objectives, including the risk
factors to be addressed. Examples of various rationales in Tablé 3
8-1 show how nurses incorporate important concepts of planned
change into community-based health-promotion plans.
Communicating plans to other health professionals, corm”
munity members, and key officials remains an essential aspect
of planning. Unification of care systems and linkages thro1.ll;’._1'l
shared data entry, computerized documentation, and electronic
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medical records contribute to more streamlined and transparent
communication and collaboration. Local newspapers, local
bulletins, and school correspondence to parents provide avenues
to communicate with the community about health-promotion
plans. Other community-based actions, such as those for nursing
involvement in prevention of alcohol abuse in the community,
can be used. The various plans have been categorized according
to the health patterns to show that a community problem can
be approached from multiple directions. Feasible plans that are
well formulated facilitate implementation (US Department of
Health and Human Services, 2015).

PLEMENTATION WITH THE COMMUNITY

Implementation of the nursing process begins on the basis of
the health-promotion and health-protection plans. In collabora-
tion with community members or other health team members,
the nurse tests feasibility and implements the plan. Involving
key community members, in the assessment and planning process,
is crucial for success. To ensure involvement, activities must be
accessible. For example, schedule meetings in accessible areas,
offer child care services, and provide light refreshments. Identify
clearly what the community perceives as health-promotion needs.
Maintain open communication—clear and correct information
at regular intervals.

Intellectual, interpersonal, and technical skills of the com-
munity members facilitate the collaborative contribution.
Community nurses often prepare community members with
development of technical skills of community engagement and
empowerment. Success also depends on the overcoming of

. expected resistance to change. Resistance to new health-promotion

and health-protection activities, however, provides useful feedback
to improve planning. People generally resist change to defend
values that appear to be threatened by the change. Collaborating
Wwith communities initially facilitates change during the imple-
mentation phase. Table 8-4 lists factors that deter community

4. TABLE 8-4 Potential Sources of

Resistance to Health-Promotion Programs,

' _With Agent Responses

rce of Resistance
of communication about

Response

Communicate through community
newsletter, newspapers, high
school radio station, and posters

Disseminate valid information

Inform and encourage
Clarify intentions and methods
Demonstrate opportunity for change

Enlist key community leaders in
planning change

Focus activities near the largest
target population and in an area
accessible by public transportation

participation. Informed nurses collaborate with community
members throughout the process.

Community nurses implement health-promotion and health-
protection plans in multiple community settings (schools,
industry, public and private health agencies, and ambulatory
care settings) where population groups experience relatively good
health. Nursing centers provide nursing faculty, staff, and students
with unique opportunities to assess health and plan, implement,
and evaluate care (including holistic health promotion and
primary health care) for individuals, families, and communities
with unmet health care needs (Harvey et al., 2012). Community
assessment includes observation of reciprocal interaction between
the individual and his or her environment, which is similar to
those techniques used for individual and family health promotion
assessment (see Chapters 6 and 7 respectively). Community
assessment also commonly uses factors related to self-efficacy
and Bandura’s social learning theory to explain relationships
between human behavior and the environment. The complexity
of health actions differs from one community to another. Com-
munity advisory boards play a critical role in community planning.
As plans evolve, nurses learn more about the community and
their own responses, strengths, limitations, and abilities to cope
or adapt (Subica et al., 2016). Although implementation takes
an action focus, it also includes assessment, planning, and evalu-
ation activities to monitor actions taken to resolve, reduce,
eliminate, or control the health concern.

EVALUATION WITH THE COMMUNITY

During the evaluation phase of the process, community nurses
learn whether planned actions achieved desired outcomes. Com-
munities and nurses determine progression toward goal achieve-
ment through methods that expand collaborations (Frerichs
et al., 2016). Nurses take overall responsibility for the process;
however, collaborating with community members and health
team members in the process produces the most valid results.
For example, if implemented plans intend to reduce the incidence
of fatal motor vehicle accidents, nurses guide the process to
obtain community indicators and outcomes data, requisite
community actions, and expected outcomes achieved from joint
collaboration with community stakeholders.

Nursing plans, which include nursing diagnoses, expectec
outcomes, and interventions, provide the evaluation framework
With a community focus, goals and objectives define the evalu-
ation, considering how the community responded to plannec
actions. For example, if childhood disease rate reduction it
expected to result from certain nursing actions, community
responses before the actions are compared with those after the
actions. Comparison determines the level of effectivenes:
(complete, partially effective, or ineffective) of the nursing action:
to achieve the goal.

Community nurses approach the dynamic process of evalu-
ation in a purposeful, goal-directed manner (Stanhope 8
Lancaster, 2015; US Department of Health and Human Services
2015). Determining the effectiveness of nursing actions evaluate:
the degree to which goals are achieved. The frequency of evalu
ation depends on the situations, changes expected, and objectives
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For example, an individual who is bleeding may need evaluation
at frequent intervals, whereas behavioral changes in community
groups occur slowly and require long-term evaluation methods.
Evaluation intervals differ depending on immediate, intermediate,
and long-range goals. The evaluation process continues until
community goals are realized.

Evaluation results indicate the need for reassessment, revision,
or modification of plans. Community nurses reassess situations,
plan new approaches, and implement and evaluate revised plans,
creating the continual cycle of the nursing process. Self-evaluation
determines strengths and weaknesses as well as ways the nursing
plan could have been more effective or efficient, The quality of
community health-promotion and health-protection efforts
depends on the professional qualities of those providing the
services along with effective use of the nursing process.

Workable, cost-effective programs of community health
promotion are needed. Nurses play an important role in providing
evidence to support effective community health plans. Historically,
documentation of effective health-promotion activities has been
limited (Maurer & Smith, 2014; Pender et al., 2014). Effectiveness
is determined through research studies that include analyses and
outcomes evaluation of home-based and community-centered
nursing interventions designed to meet the needs of high-risk
families, geographical communities, and vulnerable populations.
For example, in a study of 679 women eligible for the Special
Supplemental Nutrition Program for Women, Infants and
Children, health-promotion strategies of nutrition, physical
aclivity, and social support were used to reduce the incidence
of depressive symptoms (Surkan et al., 2012). Surkan and col-
leagues (2012) demonstrated that health-promotion interventions
delivered through home visits. and telephone calls reduced the
incidence of depressive symptoms at 15 months postpartum

[©) CARE PLAN

Community Efforts to Decrease Adolescent Pregnancy Rates

among low-income, ethnically diverse women. Such evidenga,
based practice and research helps to garner support for commupjy,
health-promotion programs. The Healthy People 2020 objec iveg |
include examples of national and state partnerships establishjjy,
health objectives and sustaining the initiatives (US Dﬂpar[mem“ |
of Health and Human Services, 2015).

Community Efforts to Decrease Adolescent
Pregnancy Rates

The community health nurse is facilitating a grassroots COmmUnity group that
is determined to decrease the adolescent pregnancy rate in the city. Tha
community population hovers around 100,000. It is a community that lies on |
the Mexican border of the United States. The population is predominantly {
Mexican American, and there is a high poverty rate.

The schools offer health courses twice between seventh grade and twelfth
grade. The only formal sex education provided occurs within the context of
these two health courses. There is community opposition to increasing the
amount of sex education in the curriculum. A community group that has
researched the problem has decided to use a social marketing approach because
of this community resistance.

Most of the materials reviewed do not address the cultural needs of the
region. Many of the Spanish language materials use Spanish from countries
other than Mexico. The situations posed in the audiovisual materials show
people who the adolescents will perceive as different from themselves,

Reflective Questions

° How could the community group approach its goal to decrease the adolescent
pregnancy rate in a manner that will be culturally competent?

= How might the community group approach this issue without the support
of the school district?

*Nursing Diagnosis: Risk of ineffective community coping related to
increased levels of teen pregnancy

1Defining Characteristics
* Absence of education or support for sexually active teanagers
* Absence of programs for pregnancy testing, counseling, or teaching young
wormen to care for infants
* Absence of sex education in the home, schoal, and community
e Community conflicts over what to teach adolescent and preadalescent children
about sex
* Failure of teenagers to perceive the long-term effects of having babies
* High incidence of infants who are born prematurely or with health
problems
© High rate of teen pregnancy
* Lack of access to birth control pills or devices for teenagers
* Lack of community support for preventive sex education

Related Factors

* Community members’ lack of knowledge about the causes of and contributing
factors in teen pregnancy

¢ Inadequate community resources for preventing teen pregnancy

* lack of adequate communication patterns and community cohesiveness regarding |
strategies to prevent teen pregnancy
Interventions ]

* Assess teenagers' knowledge of sex and sexuality to determine their educational ||
needs. j

* Work with schools to develop pregnancy-prevention programs that provide
adolescents with information about the risks, problems, and complications of
early pregnancy.

* Work closely with individual adolescents who are pregnant to assess their
needs and provide care.

* Implement an outreach and health-promotion program to raise community
members’ awareness of the need to approach teen pregnancy as a community
problem. Consider taking the following five steps:

* Work with teachers, school psychologists, counselors, school nurses.
students, and the parent-teacher association to determine the extent of
the teen pregnancy problem.

* Encourage local youth groups, churches, and social service organizations
to feature presentations on pregnancy prevention at their meetings,

e Contact representatives of local corporations to ask for funding for educational

programs.
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CARE PLAN

Community Efforts to Decrease Adolescent Pregnancy Rates—cont'd

o Help community members (school nurses, counselors, and teachers} recogﬁize
adolescent gir's who need counseling regarding such issues as peer pressure
to be sexually active and the long-term consequences of pregnancy. Remind

G community members of the importance of listening attentively and remaining
nonjudgmental.

« Provide education on birth control measures (including abstinence from

'I A sex) and make this information available at school.

» [Establish clubs for adolescent girls in the community. The goal of these clubs
is to foster self-esteem. During club meetings, members should have the
opportunity to openly discuss difficult questions, such as why girls consider

\ a baby a status symbol and how to respond to peer pressure to be sexually

active. Increasing self-esteem has been found to be the most effective way
to reduce teen pregnancy rates.

Encourage adolescents to participate in peer support networks where they

can openly discuss social and dating pressure and other issues related to

teen pregnancy, to allow them an opportunity to express their feelings openly
and obtain support from peers.

Encourage community members to establish school-based clinics in which

teens can have access to reproductive system madels, pregnancy tests, and

nonprescription birth control measures to support the teenagers who make
the decision to protect themselves from unwanted pregnancies.

5 ! "' « Develop a list of referrals for teenagers, such as hospitals with human sexuality

courses, charities that provide prenatal care and childbirth services, women's

»

o Encourage community members to implement an information campaign to

o Work with community members to evaluate the effectiveness of the teen

clinics, and Planned Parenthood, to compensate for restricted actess to
information in the adolescent’s home or school. '

educate adolescents, parents, and community members about the problems
associated with teen pregnancy.

pregnancy prevention program and assist in modifying it as needed to ensure
its effectiveness and promote the program as a model for preventive health.

» Collect statistical data from the schools to analyze the teen pregnancy rates,
to help evaluate the effectiveness of the prevention program.

Expected Outcomes
o Community members express awareness of the seriousness of the high

adolescent pregnancy rate in their community.
e Community members express the need for a plan to reduce the prevalence

of teen pregnancies.
o Community members develop and implement plans to prevent teen

pregnancy.
e Community members evaluate the success of the plan in meeting goals and

objectives.
» Community members continue to revise the plan to prevent teen pregnancy

as necessary.

N ) *NANDA Nursing Diagnoses—Herdman, T. H. & Kamitsuru, S. (Eds.). Nursing Diagnoses-Definitions and Classification 2015-2017. Copyright ©
| 2014, 1994-2014 NANDA International. Used by arrangement with John Wiley & Sons Limited. In order to make safe and effective judgments
using the NANDA-I nursing diagnoses it is essential that nurses refer to the definitions and defining characteristics of the diagnoses listed in
F this work.
nt 1B
1
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Risk factors, injury, and disease are not inevitable events expe-
rienced equally among a community’s members. Effective
] community nurses understand the dynamic and complex nature
% of communities (Figure 8-4). Nurses use various theoretical
* frameworks to assess health-related patterns, health concerns,
'#"-fd health action potential and to implement the nursing process
Within communities. Collection and analysis of community data
rldetltify susceptible subpopulations, Planning contributes to the
:ﬂevclopn‘tent of effective and efficient health-promotion and
‘h"rallh—pmtec.tion services. The nursing process enhances the
'.efﬁc’ﬁcy of planning activities.
S k:lany communities experience obvious deficiencies in health
,;;::%E thfnt warrant !mallh planning actif}n. Community nurses
::t_}:ie : :ﬁgmﬁcagt role in heath planning directed toward rec.iuleng
‘*;gWeH aS associated w1th disease, premature death, and injury
: S.health promotion among community members. Nurses
HP.rlanles of planned change to increase community awareness
in Calth, promote healthy behaviors, and encourage participation
| }:1 :fl‘:ﬁilitivé .health serYices. The complexity differs .from one
e ) YﬂU: gt‘t}graplycal area to anotheF. Community nurses
tens ﬁr t»‘rtprom.ulm.n actions to specific commgmty Phe—
the C(‘)ri 0V1d1.ng scientific evidence to support nursing actions
Munity,

FIGURE 8-4 Communities come together for the enjoyment
of one of their traditional holidays. (From iStockphoto/
‘Thinkstock.)
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Screening

Elizabeth Connelly Kudzma

OBJECTIVES

After completing this chapter, the reader will be able to: .

+ Discuss screening and its role in secondary prevention and
health promotion.

+ Analyze criteria to determine if a disease has g
evidence-based guidelines for screening.

+ Identify health care, economic, and ethical implications
related to the screening process.

KEY TERMS _
Affordable Care Act ‘ Group or mass screening Quality-adjusted life year
" Agency for Healthcare Research'afid®s% " * latrogenic Quality of life.
Quality Incidence Quantity of life
Asymptomatic pathogenesis Individual screening Racial and Ethnic Approaches to
Community assessment Interobserver reliability Community Health
Community resources Interprofessional education Reliability
Cost-benefit ratio analysis Intracbserver reliability Secondary prevention .
Cost-effectiveness analysis Key community individuals Sensitivity
Cost-efficiency analysis Lead agency Significance
Disability-adjusted life year Morbidity Specificity
Effjcacy Mortality Stakeholders
Efficiency Multiple test screening Target community
Epidemiology National Prevention Strategy US Preventive Services Task Forcés

False negative test results

False positive test results Prevalence

One-test disease-specific screening

Discuss how collaborative community and national ‘
partnerships and policies assist in the development and
implementation of a screening program. 3
Describe elements of the nursing role in the screening
process.

Validity
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Bt THINK ABOUT IT
Screening Then and Today

In the 1920s, educators started to investigate the concepts of intelligence quotient,
lower intelligence, and mental handicaps. /nté//igence categories were separated
numerically, and “cretin” became a medical term used to describe a lower level
of intelligence. Neonatal hypothyroidism (cretinism) was more common in
mountainous inland areas away from sea salt sources of iodine. It is very rare
in the modern world because of the requjred screening of all infants at birth
(blood tests measure levels of thyroid-stimulating hormone and thyroxing). Screening
testing of mothers during pregnancy and of infants shortly after birth with dried
blood spot (DBS) technology allows treatment and lifetime monitoring before
| the serious signs of thyroxine deficiency occur. This disorder and others fe.g.,
| phenylketonuria [PKUJ) are health screenings’ modern success stories. Neonatal
hypothyroidism has virtually disappeared in the developed world as a result of
the screening of babies (target population) followed by appropriate treatment
| for affected individuals. However, the storage and research use of DBS technology
__ | raises significant controversy over lack of parental knowledge and consent for
| | research activities; in some states privacy laws may inhibit retention of DBS
Y ‘f ' samples without explicit parental knowledge (Botkin et al., 2013).
4 _ | Veryrecently biotechnology companies have developed tests that aim fo screen
' | an individual’s DNA for genes associated with diseases or population subgroups
{Nickolich et al., 2016). DNA testing examines a person’s genetic code to provide
| information about genealogy or ancestry that may be helpful in assessing a
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Evidence-based preventive services are effective in reducing
death and disability, and are cost-effective or even cost-saving,
Preventive services consist of screening tests, counseling,
immunizations or medications used to prevent disease, detect
health problems early, or provide people with the information
" they need to make good decisions about their health. While
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i J} I';" preventive services are traditionally delivered in clinical
1 i settings, some can be delivered within communities, work
I"I Be7 sites, schools, residential treatment centers, or homes (National
| ‘1:}' . Prevention Council, 2011, p. 18).
i, .'l* 1.
g i} = I' . . 13 . . 0
e Clinical and community preventive services are vital to health
| 1580

Promotion and disease prevention. Identified as such, they have
become one of the four strategic directions of the National
__Prevention Strategy (safe community environments, elimination
“of health disparities, clinical and preventive services, empowered
. - People), Most adults are not up-to-date on the core set of clinical
1 ! - Preventive services recommended at various ages, and the propor-
j - lon of older adults who are current with their screening or are
o willing to be screened diminishes as more screening strategies
o “®added (Bynum et al., 2012; Davis et al., 2012). Screening is
. M Important component of clinical preventive services because
L A hs a valuable tool for health care professionals to identify chronic
i Sonditions and risk factors before the condition becomes costly
- YOthin financial terms and for quality of life. This is particularly
8 "Portant as the health care paradigm shifts from medical and
b DOluimebased toa health-promotion and value-based model of
- a:“? Although health education about screening is categorized
" Partof the rubric of primary prevention, the actual process
s '??ree:ning is part of secondary prevention,
kK .'Cnn]dl;: primary goal of screening .is to detect risI.< factors agd a
£ lon early, to prevent or treat it, and to deter its progression.
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person’s risk of disease. Personalized DNA testing kits are available to help

consumers discover their risks of developing disorders (such as Alzheimer disease,

diabetes, and breast cancer). An over-the-counter home test for human immu-

nodeficiency virus (HIV) was approved by the Food and Drug Administration and

was marketed to consumers in 2012. The availability of screening options that

may be novel, but unproven, raises new questions about media information

provided to the public, the politics involved (Lin & Gostin, 2016), and the reliability

and validity of screening methods and associated necessary counseling.

* Why has the newbom period been identified as an important time ta require
screening tests?

» Each government regulates a list of mandated screening for newborns. Do
you knaw what your government/state/ministry of health requires?

¢ The availability and feasibility of screening tests is constantly changing. How
are new screening tests evaluated and added to the mandated requirements?

e \What characteristics of screening tests have to be considered for neonates?
What characteristics of screening tests have to be cansidered for individuals '
of any age?

» How is the margin of error further defined for screening tests/instruments?

» What aspects of screening program development should nurses participate in?
Assessment, data analysis, implementation, evaluation of health outcomes?

Detectable
Preclinical
Period
Asymptomatic Clinical Period
—r >
Biological l | | I Outcome
Disease ‘ ——D ® Cure
Onset I ! « Disobility
i ¢ Chronic
Disease Diagnosis )
Detected by Disease
Screening ® Death
First Treatment
Symptoms

FIGURE 9-1 Screening periods.

An important assumption underlying the use of screening is
that detection early in the asymptomatic period allows treatment
at a time when the eventual course of the disease can be altered
significantly. Similarly, identifying risk factors assists in identifying
the populations needing screening and focuses attention on
needed behavior change before disease develops. Screening
strategies are based on the principle that the selected disease is
preceded by a period of asymptomatic pathogenesis or latency
(disease development before symptoms first appear) when risk
factors predisposing a person to the disease are building toward
full manifestation of the disease (Figure 9-1). Screening takes
advantage of the prepathogenic state and the early pathogenic
state—identifying risks relating to disease in the earliest and
most treatable stages.

Screening strategies are essential to the core of the health-
promotion metaphor—the upstream/downstream narrative.
When health care providers are so preoccupied with managing
the acute care (ill/dying) of the drowning downstream, they
have little time to focus on why individuals become ill and fall
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into the river upstream. Screening tests focus attention on going
upstream to the source to better identify valid determinants of
health status. Identification of valid health status measures involves
accurate screening tests.

Administration of screening tests, some of which might be
fairly simple and relatively inexpensive when compared with the

“Burden of disease, provides value in improved quality of care

and decreased health care costs. Screening is not generally a
diagnostic measure, nor is it curative, It is a preliminary step to
identify (upstream) individuals who need more diagnostic workup
to prevent further development of the condition or disease and
to ameliorate adverse disease outcomes. More importantly, it is
a step toward empowering individuals to make more informed
choices about their health and health behaviors. A second, but
equally important, objective of screening is to reduce the costs
of managing the disease by avoiding more intensive interventions
required in later disease stages. A cost-conscious approach to
health care mandates that health care professionals, at all levels,
acquire a basic understanding of the screening process and its
application. Unfortunately, upstream screening and the application
of screening processes involves complicated decision-making,
and is entangled with social policy, communication and media
information, and personal choice.

ADVANTAGES AND DISADVANTAGES
OF SCREENING

Advantages

Some screenings are very simple and performed at home (blood
pressure, heart rate, weight, even currently oxygen saturation),
and.nurses are involved in promoting their use and educat-
ing people about their use. This chapter, however, will focus
more on the efficacy and efficiency of clinical, procedural, and
laboratory-based tests. Screening tests offer several advantages.
Although some screening procedures are simple and relatively
inexpensive, others are expensive and may not be cost-effective.
The simplicity of some screening procedures decreases the time
and cost of the health care personnel involved, especially when
compared with the cost of treating the disease after symptoms
appear, and enables less skilled technicians to administer
the test.

A second advantage is the ability to apply the screening process
to both individuals and larger populations. In an inrdividual
screening program, one person is tested by a health professional
who has selected the individual as high risk (such as prior
hypertension). The practitioner can make this decision inde-
pendently; the health care agency can define a specific policy;
or legislative bodies can require the screening by law as in the
case of newborn hypothyroidism and PKU, or lead-screening
programs in children.

PKU is a rare genetic disorder that causes the level of an
amino acid, phenylalanine, to build up because of a metabolizing
enzyme defect, Children who are identified as having PKU can
be placed on a phenylalanine-restricted diet and medication to
avoid the worst complications of PKU-related disease (neurologi-
cal problems, delayed development, and intellectual disability/
mental retardation). Lead screening for children is an essential

component of the well-child visit. Children younger than 6 yeqay,
are at greatest risk, and once exposure has occurred, it is difficy
to reverse toxic effects (Ness, 2013). A pediatrician in Flin,
Michigan, who was reviewing positive lead screening test resylgg
in children alerted public health authorities and the state to the
existence of high lead levels in the city water. As electronic health
records become more digital, an electronic flag during well care
visits ideally alerts the provider when the care recipient needg
recommended screening.

Group or mass screening occurs when a target populatiop
is selected on the basis of an increased incidence of a conditiog
or a recognized element of high risk within an identified group,
For example, the target population may be invited to a centra]
location on a designated day to be tested for the selected disorders
(elevated levels of lipids and cholesterol, hypertension, osteo-
porosis, elevated blood glucose level).

A third advantage is the ability to provide one-test disease-
specific screening or multiple test screenings. A one-test disease-
specific screening is the administration of a single test that
searches for a characteristic that indicates a high risk of developing
a disorder. An example of this would be blood pressure screening
to evaluate hypertension (Yoon et al., 2015). Multiple test
screening is the administration of two or more tests to detect
more than one disease. In some cases, one sample can be used
to evaluate an individual for several conditions, saving time and
money and making the process efficient and economical. For
example, a blood sample can be assessed for a number of
components, including glucose and cholesterol levels. The
combination of the relatively low-cost screening test and flexibility
makes screenings adaptable to all levels within the health care
delivery system. Other multiple test screenings of importance
are for substance abuse, mental health disorders and depression, -
and sexually transmitted infections (STTs).

A final advantage of screening is that it creates an opportunity
for providing health education (see Chapter 10) to a group of
individuals who may not otherwise receive it. In some situations,

it is possible to establish a clinical relationship during the screening

process that leads to preventive visits and includes educating
people about healthy lifestyles, risk reduction, developmental
needs, activities of daily living, and preventive self-care. Many
of today’s chronic illnesses are a result of individual health
behaviors. Awareness is the first step in prevention. If better
awareness is combined with health-education and health-
promotion tools, individuals have a better opportunity to manage
their own risks. Taking advantage of a potential health-promotion
teachabl¢ moment should never be overlooked.

The commonly recommended 6-month dental screening is
an example. Although the individual is at the dentist’s office t0
be screened for cavities and to have teeth cleaned to avoid gum
disease, the hygienist provides education and reminders on the
correct way and the necessity to brush and floss teeth correctlfs
and a check is provided for oral cancer. Another example is the
in the recommended counseling for tobacco cessation—asks
advise, assess, assist, arrange (Agency for Healthcare Research
and Quality, 2014b). It is not enough to simply screen al
individual with the question, “Do you use tobacco?” Readines’
to quit should also be determined and combined with cessatio?
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| treatment assistance (Centers for Disease Control and Prevention
: [CDC], 2014). Nurses who are familiar with community resources
| can then refer individuals to smoking cessation programs that
| f\ fit with the person’s preferences and values (Broder, 2013).

Disadvantages
' . The primary disadvantages of screening stem largely from
| uncertainties in scientific evidence, which sets normal testing
1 ranges and therefore also ranges of error for screening tests.
| When effectiveness depends on the screening program’s ability
Ny to distinguish those who probably have the disease from those
o | who do not, any margin of error can result in serious conse-
Ji ‘ quences. Some individuals who do not have the condition will
. be referred for further tests, and some who do have the disease
‘| will not get needed referrals. Those incorrectly referred (false
R positive) suffer needless anxiety and unnecessary medical interven-
Il tions, some of which can be harmful, while awaiting more
| definitive diagnosis (e.g., high levels of prostate-specific antigen
I [PSA]). False positive osteoporosis screening results can lead to

L | i

; U f"‘ ~ unnecessary bone building medication treatment that may have
1 | adverse effects. Some noninvasive prenatal strategies test for very
t ~ rare disorders, so the predictive value may be questioned
t f (Nickolich et al., 2016; Vora & O'Brien, 2014). Mammography
i . "-‘ﬂ'| screening for breast microcalcifications identifies a significant
d . f number of women (who may be false positives) who later undergo
r f  medically invasive breast biopsies. Women with false positive
»f F results bear the burden of the follow-up visits, lost time, incon-
e §  Venience, and the cost for follow-up interventions to determine
ty f  Whether the disease is actually present.

re “ The effects on those whose diseases have been overlooked
ce * b (false negative) are even more important: For example, in maternal
n, ;:'§'erum sampling for fetal DNA (cell-free DNA testing), false

egative reports have occurred with twin pregnancies and cell

N 3 .ﬂle baby or the placenta (Nickolich et al., 2016). These individuals

e Em a false assurance of health that will be shattered eventually

' “’ en the illness becomes obvious; they lose the opportunity to

€ive earlier treatment that could prevent irreversible damage.

11 Flifﬁcully of balancing the benefits to some against the

4Ens to others may be an ethical issue underlying many

ling programs. The significance of this disadvantage can

therefore, it should be assessed for each screening program,
¢, and population.

4se alone. The selection process must also encompass
i ELE fac.tors., such as the emoti01'1al impact (HIV infection)
d}éﬁse'asnglal 1mpact (osteoporosis) (Nayak .et al., 2011) of

. ‘.feb etection on the scre.ene.d population. Even after
e _gathered and the critical issues have been reviewed,
de°1§10n of whether to screen individuals must often
e'd with incomplete evidence or with answers that raise
: :ri'o]n an epi'der'niological and a personal level.

e erria hlln.certalntles confounding the decision to screen
7 Phasize the need to conduct an analysis of available

material to obtain a decision that is as objective and scientific
as possible. Answers to the following questions may provide a

basis for designating a disease as screenable or not screenable:

»  Does the significance of the disorder warrant its consideration
as a community problem?

+ Can the disease be detected by screening?

« Should screening for the disease be done?

+  What are the health benefits? For example, can it be treated?

+ What are the tangible and intangible costs?

As simplistic as these questions may appear, the answers or lack

of answers, in addition to individual preferences, may expose

complex issues that determine whether a well-informed decision

can be made on screening.

Significance of the Disease for Screening

According to the CDC, epidemiology is the “method used to
find the causes of health outcomes and diseases in populations.
In epidemiology, the patient is the community and individuals
are viewed collectively. By definition, epidemiology is the study
(scientific, systematic, and data driven) of the distribution
(frequency, pattern) and determinants (causes, risk factors) of
health-related states and events (not just diseases) in specified
populations (neighborhood, school, city, state, country, global)”
(CDC, 2015).

Health information on both morbidity and mortality may
be used to identify the most important diseases affecting popula-
tions. The term morbidity refers to a diseased state or disability
from any cause; however, the view of morbidity can be broader,
including a range or degree of the illness that affects the person.
Mortality statistics (deaths) in a given population can be easier
to use as end outcome indices as long as statistical collection
measures are accurate.

The significance of a disease refers to the level of priority
assigned to the disease as a public health concern. Although the
opinions of political and public interest groups may influence
this evaluation, significance is generally determined by incidence
and prevalence, and by the quantity (severity) and quality of
life affected by the disorder (CDC, 2012). The media may also
have a role in defining a public health problem which should
be screened for, or addressed, as the media provides a place for
compelling storytelling about the impact of disease and potential
screening (Dorfman & Krasnow, 2014). The ability of the Zika
virus to infect the fetus and cause neurological problems and
microcephaly is a graphic example of the media telling the story
of mothers and babies infected and the spread of this virus
worldwide.

Key factors in assessing the need for screening criteria are
quantifying measures of disease frequency. The two measures
most used in epidemiology are incidence and prevalence (CDC,
2012; Lundy & Janes, 2014). Incidence indicates the rate of a
new population problem and estimates the risk of an individual
developing a disease or condition during a specific period or over
a lifetime. Prevalence is the proportion of a given population
with the disease or condition at any one point in time. It provides
the best estimate of whether a person is likely to become ill
during a specific period. In short, incidence is new cases, and
prevalence is all cases within a set period. Chronic conditions
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are usually measured by their prevalence (generally existing),
whereas acute conditions are assessed by their incidence (rate
of new occurrences). Both are used in assessing the need for
community services and screenings, and help develop the criteria
for evidence-based practice screening guidelines that include
.the age at which screening should be performed, the frequency
and manner of screening, and the person who should perform
the screening. The greater the physical and psychological harm
experienced by the population, the greater is the urgency to
designate the condition/disease as a priority health problem.
A first step in assessing screening feasibility is evaluation
of disease significance to decide if the disorder warrants the
time, effort, and financial resources that must be allocated. For
example, there has been a significant decline in the incidence
of late-stage colorectal cancer in the United States since 1987,
and this is attributed to increased rates of screening (Yang
et al., 2014).

Estimating the quality of life affected by a disease presents
problems but is also a necessary step. The perception of quality
of life is subjective, and individual evaluations may differ. For
example, not all people equally perceive the disability resulting
from a disease; some may make adjustments and cope, whereas
others do not. Those who do not may be more likely to say
that the quality of their lives is significantly lower than that of
other people.

Two epidemiological measures are used to estimate quality
of life. A guality-adjusted life year (QALY) is a measurement
of quality of life. It is defined as perfect health minus the disability-
adjusted life year (DALY). The QALY assumes that 1 year of
excellent health is 1 QALY (1 year of life times 1 utility value
equals 1 QALY). It also assumes that 1 year spent in a less perfect
state of health or with disease (or comorbidities) is worth less.
A determination of the QALY value involves multiplication of
the utility value associated with a state of health by the number
of years lived in that state of health. Following this thinking,
half a year lived in excellent health is 0.5 QALY (0.5 year of life
times 1 utility: value), which is the same as one full year of life
lived in'a disease state (immobile, fractured hip assuming half
utility value) (1 year times 0.5 utility value).

, A second measure, the disability-adjusted life year (DALY),
refers to a year spent in less than healthy life. It is a measure of
the burden of disease, and measures the gap between the current
health status and excellent health status. It also accounts for life
lost and life quality diminished through disability. The QALY
and DALY measures may both be used depending on whether
the outcome of the screening measure is intended to maximize
health or minimize disability (Costello, 2014; Airoldi & Morton,
2009).

There is currently greater focus on quantifying measure-
ments of health outcomes so as to weigh the costs of screening,
treatment, and effects on populations. The QALY incorporates
morbidity and mortality in a single arithmetic measure. It allows
computation, estimation, and comparisons of screening decisions.
However, the estimation of formulas association with utility and
disability is difficult. QALY assist in analyzing the gap between
strict treatment decisions and their economic costs, informing
public health decision-making (Costello, 2014).

By contrast, measures of the quantity of life affected by the
disease are more readily obtainable. In addition to prevalence and
incidence rates, disease-specific mortality rates present different }
aspects of the disease for analysis. Disease-specific mortality | =
may be linked to the severity of an incident occurring or the
longtime health burden cost associated with management of
the disease. There is some evidence that mandatory screening

of athletes reduces the incidence of sudden cardiac death in | i
athletes who are supposedly young and fit; the cost of compre- |
hensive cardiac screening is high and controversial (Anderson &

et al., 2014; Shephard, 2011); a death in a young athletically it |
person is a very untoward, severe event. With other diseases, the ;
prevalence of the disorder may not be high, but the problem
requires disproportionate amounts spent on maintenance or
management after the condition is fully expressed. For PKU,acase '} =
undetected at birth means a lifetime of suboptimal development |
and neurological disease management.

Detection | 8
With the relative significance of the disease established, the next
step is to determine if health professionals can screen individuals
for the disease. Are there well-documented diagnostic criteria
for the disorder? Is there a valid and reliable screening instrument?
Are sufficient community resources and treatment modalities
available to support a screening program?

Diagnostic Criteria

Detection of a disease requires knowledge of the characteristics
that indicate its presence or, as in screening, its early pathogenic,
asymptomatic state, and is often based on risk factors such as
heredity, age, sex, and family history. For example, screening
tests may be recommended for men or women (US Department
of Health and Human Services, Office on Women’s Health, 2012,
2013; Womenshealth.gov, 2013). Selected disease diagnostic
criteria should be well documented and defined and not merely
accepted as commonly used indicators. The impact of uncertainty =¥
in detecting disease is amplified when the application of the :
screening design is considered. Some diseases, such as sickle cell .
anemia or PKU, are defined by the presence or absence of 2§
single, isolated gene or enzyme. Other conditions, such as high =
blood glucose levels (diabetes), are measured according 19
numerical values for which a normal range has been set. Although
there may be some disagreements over normal parameters
diabetes is a serious disease, and early treatment has been show! ==
to decrease the incidence of morbidity and death attributablé =
to vascular diseases and stroke. [

Screening Measures

The next step is to determine if methods exist to detect the diseast =
during an early stage. If screening measures are available, an o
analysis should determine if any of them fulfill the requjremt*f_‘ti 3
for the screening process: available, easy to administer, safe Wi S
minimal discomfort, cost-effective, and accurate. Ultimately the
decision to use a screening test will depend on how well 1
measure can distinguish those individuals who probablY 3
not have and will not develop the condition from those W 1
are likely to develop the condition. The variables that aid 1! 2
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screening instrument’s evaluation include reliability, validity,
and reproducibility, which are a measure of the accuracy of the
. instrument. . .
5 Reliabiiity is an assessment of the reproducibility of the test’s
Iu results when different individuals with the same level of skill
| perform the test during different periods and under different
| conditions. The instrument or measure should yield consistent
'( or stable results over time. If the same result emerges when two
Il individuals perform the test, interobserver reliability is shown.
| If the same individual is able to reproduce the results several
| times, iafrachscrver reliability is demonstrated.

From this information, health professionals can determine
| the amount of training required for health care professionals,
1 . technicians, or personnel who administer the test. For example,
| if interobserver reliability is low, additional training might be
'l required to work toward a more consistent method of screening

test delivery. This is frequently necessary in blood pressure cuff
 hypertension screening (Ringrose et al., 2015) or in weight
}! 1 measurements, where the scale may not function properly. If
' . intraobserver reliability is low, the health professional might
. i . " BB .
| surmise that the instrument, and not the individual, is at fault.
| Some screening measures are of necessity more qualitative, and
| intraobserver reliability may be very important in the case of
~ substance abuse or mental health/depression screening. Finally,
iy for a screening test to be valid, which is the next requirement,
 itmust first be reliable, but reliability is only a necessary condition
~ and is not entirely sufficient for validity.
- Validity reflects the accuracy or truthfulness of the test or
instrument itself. In a controlled setting, one evaluates validity
)y testing the instrument on a group of individuals who have

Positive or negative:results. A valid test correctly distinguishes

"

. Individuals who have preclinical disease from those without
- Preclinical disease. The ideal result is to have the instrument
identify 100% of the diseased individuals (positive reactions)
_CI. 100% of the nondiseased individuals (negative reactions).
here are also ranges of measurement for disease reliability
validity. Perfectly accurate categorization of validity rarely
$ in-practice; therefore the measure of validity has been
i ded into two components that quantify the margin of error in
'- s instruments. Sensitivity measures the first component.
refers to the proportion of people with a condition who
1Y test positive when screened. If a test has good sensitiv-
.-D}meer of individuals with the disease who are missed
Maccurate categorization as false negatives will decrease.
TSely, a test with poor sensitivity will overlook individuals
::;I:c?ition, a.nd‘t}.lere will be a large nurnber. (?f false
l o 1€sults.: individuals actually have' the condltl(.)n but

~ ey are disease-free or tested negative for the disease.
s:t:“ is the second component. Specificity measures
i ility to recognize negative reactions or individuals
' 151"0 dﬁease is absent. A test with excellent specificity will
~ € a positive result if the disease is not present. A test
spelciﬁcity could result in false positive test resudts,
.'Dr‘-lil(:h f?flllse positive test results are told that they hz.ive
ondition when in actuality they do not. Specific

.ciiﬁﬂl formulas are used to measure both sensitivity
=0 Y—

"

|

|
|

o
-

In a perfect world, tests would be highly sensitive and highly
specific; however, that is usually not the case, and some balance
is reached between the two concepts. For some tests, there may
also be an indeterminate zone in which the individual does not
test strictly negative or positive. In these tests, the numerical
cutoff may be subject to interpretation or a more arbitrary
decision. A cutoff decision may be made so that the screening
instrument is less likely to miss actual cases of disease at the cost
of erroneously identifying cases of disease (false positives) that
will need more diagnostic work, which may be expensive and
invasive.

Consider the issues that a public health nurse faces when
using a newly developed screening test with low specificity and
moderate sensitivity. Low specificity means few true negative
test results and more false positive test results. This is the current
situation with mammography screening. The nurse and other
health professionals (also health advocacy groups, such as those
involved in breast cancer awareness) must then consider the
cost, inconvenience, and psychological stress experienced by the
people with false positive results during the period after their
incorrect screening test, the unnecessary additional referrals,
and the ability of the existing follow-up services to meet these
needs. With only moderate sensitivity, a number of false negative
results could occur, which may ignore individuals who could
benefit from treatment. Medical, economic, political, and ethical
issues are involved; that is; should a screening program be
implemented when it is known that the tests may involve avoidable
harms such as additional biopsies and excessive treatment. The
use of mammography screening became a special case for inclu-
sion under Affordable Care Act coverage as this legislation requires
coverage for preventive servieces having a certainty of moderate
or substantial benefit, and mammography science testing to date
cannot meet that level of accuracy (Lin & Gostin, 2016).

A broader issue concerns large health fair screening programs;
for example, where a targeted population such as older adults
is sought for a mass screening. The etficiency and efficucy of
such programs must be analyzed. The following are examples
of questions that address efficiency and efficacy: Is the targeted
population prepared in an appropriate way before engaging in
the screening tests? Are the health care practitioners who are
administering the test educated (and certified) according to the
standard protocols of test administration? Are follow-up measures
and appropriate referral access instituted in the program? There
are times when an older adult lacks the cognitive ability or finances
to follow-up on positive screening results. Patients and health
care providers may overestimate the benefits and underestimate
the harm of screening and associated treatment (Hoffmann &
Del Mar, 2015). Answers to these questions challenge health care
providers in the development, implementation, and follow-up
processes identified so that screening efficiency and efficacy is
enhanced.

Very recently, a number of for-profit genomic and biotechnol-
ogy companies have marketed genetic tests (Box 9-1: Genomics)
to identify genes and ancestry associated with risk factors and
diseases. A number are available on the Internet. One of the
most widely known, 23andme (http://www.23andme.com), reports
that its DNA analysis can provide information on about 100
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“ BOX 9-1 GENOMICS programs are of necessity complex, requiring intense efforts i M-
- . p . the area of partner development. B
l.’)_eti.c t'o;' o;_.":,alt ‘g;"fl Mallgnar::;)es ye ’;fte_natal A lead agency or group may be identified to oversee thy
esting lor -oia el Al L A T development of the community health program. The origing gf *' =
Prenatal screening on blood samples is becoming the norm and is reducing the lead agency range from a community service organizatioy .1'5.'__ :
amniocentesis testing. This less invasive blood test determines whether the to local public health departments responding to regulationg or ,!“ _
+ fatus:has a chromosomal abnormality (Dewn syndrome—chromosome 21, or a mandate at the state or federal level. Regardless of its origin, _;'I s E

other chromosomes—13, 18, X, and Y) by testing free ONA. If the finding is
abnormal, amniocentesis is used to confirm the original result. In this study
(Bianchi &t al., 2015) of 125,426 blood samples, 3% were found to be
abnormal. .

What is interesting about this study is that this prenatal screening may
identify not only problerns i the fetus but also problems in the mather's cells!
arrangement indicative of cancer. From the'set of 3757 abnormal fetal results,
10 cases of maternal cancer were found.

The uses of genomic testing are just beginning to be realized and may lead
in directions unexpected from the original purpose.of the screening.

From Bianchi, D. W., Chudova, D., Sehnert, A. J., Bhatt, S., Murray,
K., Prosen, T. L., et al. {2015). Noninvasive prenatal testing and
incidental detection of occult maternal malignancies. JAMA, 374(2),
162-169.

health disorders and traits, including carrier risk, drug response,
and disease risk (e.g., Parkinson disease, cholesterol levels, presence
of diabetes). Noninvasive prenatal tests are currently marketed
to identify neonatal chromosomal abnormalities, including Down
syndrome, very early in gestation with a simple blood test
(Nickolich et al., 2016); these tests are less invasive than amnio-
centesis, but positive test results require confirmation by
amniocentesis. These tests are becoming common and dramati-
cally less expensive.

Green and Farahany (2014) reported that the Food and Drug
Administration (FDA) may be overcautious in its oversight of
consumer genetic testing/genomics as the FDA is requiring stricter
disclosure of information to consumers. Consumer-available
tests can involve issues of standardization, cost, and privacy, and
failure to make reports fully explainable or understandable.
Comprehensive research on screening tests significantly influences
the efficacy of the entire process. Data on the reliability and
validity of individual tests and screening programs in general
provides valuable information to evaluate, anticipate, and ideally
control these influences, enabling the program to work effectively
toward its established goal and positive health care outcomes.

Primary Care and Community Screening Resources

Screening is often done in an outpatient primary care setting,
As funding for traditional public health nursing roles is declining;
the responsibility for screening often falls to nurses in other
basic and advanced practice roles. Implementing a screening
program depends on availability of appropriate community
rescuices, such as funds, health care workers, and follow-up
services, including access, referrals, treatment sources, and
administrative personnel. Nurses can provide structure and design
for screening programs as seamless organization of a program
is essential to success. Knowledge of a disease’s characteristics
and an effective screening instrument are useless without financial
and organized human support to use them. Many screening

} . R
the agency must perform a self-evaluation to compare its leve] = R

of expertise with what is required to supervise the process of | NERE
the screening effort. Early identification of the lead agency, along_,_."
with potential partnerships, allows the effective use of talents
and the division of labor.

Some screening programs may involve intricate legal issuesy
for example, states have policies about HIV testing and privacy.
and identification of individuals. HIV screening and testing is |
highly recommended in high-risk individuals—those who haye 1 :
injected steroids or drugs, those who have unprotected sex £
(especially men who have sex with men), and those who haye f
other STIs or comorbidities (e.g., hepatitis C). Consumer- 3 i
controlled home screening kits may protect individual identitiey
(CDC, 2011). In 2012, the FDA (2012) approved the first over-
the-counter HIV test. This test, OraQuick (http://
www.oraquick.com), requires a fluid specimen from the mouth 1
at the upper and lower gums and gives preliminary results in
20 minutes. B

For the lead agency to develop and oversee the development f
of any community health program, such as the delivery of & §
screening program, partnerships and coalitions are essential.
The agency must contact and organize necessary stakeholders,
Stakeholders are individuals or groups who have a legitimate =
interest in the topic. Examples of stakeholders include key com- A
munity individuals; hospitals; health and social service agencies;
such as primary health care centers; and community organizations, =
including houses of worship, community centers, schools
transportation agencies, and volunteer organizations. Key cont-
munity individuals are those people who are considered leaders,
within the community: The primary rule is to never assume that. =
what is appropriate and effective for one community will be,
appropriate and effective for another. I

Stakeholders and partners along with nurses perform the :
comununity assessment together. A community assessment is 3 SIS
systematic method of data collection that provides a detailed =
account, first identifying need and subsequently determinin
the type, quantity, and quality of resources. Review of demor
graphic, vital statistics, and morbidity and mortality data mﬁ?'
identify the hssessed need. Resources might come from an eclecti¢.
variety of support sources, including government entities Sufh‘_' L
as public health departments, social services, and even safety
and transportation in the case of car seat safety screenings: &
Schools, private businesses, churches, and places of social gather™ =
ings might provide resource support, either in screening suppo™ =
or in the actual administration of the screening. 3

After the assessment has been completed, the data analy$i"
will reveal the target community or high-risk population, ¢
available health care resources, and the health needs of th¢
high-risk population. The identified partners collaborate, revieW =
and analyze the data, leading to the development @ =
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ts in 1
) health-improvement strategies (in this case a screening program),
mient . - with methods of implementation to move the target population
~ofa smoothly through the screening process. Finally, monitoring
ntial and evaluating outcomes is essential to determine the effectiveness
Idersi of the program and the achievement of stated goals. Evaluation
imate cludes monitoring of the entire process, including the successful
com- workings of the partnership. Figure 9-2 presents a model of

ncies, s _l_l_ﬂbOrative partnership: community health program develop-
itions ! Efnt. Population health nursing is an important component of
10018 the partnership.

"1 . . : .
e _‘__The constraints affectlng the operation ofa screening program

:_ude financial concerns, political issues, cultural constraints,
HOW-up and referral services, and accessible treatment facilities.
artners are aware that responses from the target community
ﬁcted partly by their experience with other screening
15, such as the means used to inform them, the accessibility
_lﬁ_)cation, the availability of transportation, the convenience
€ Program’s hours, and the cultural sensitivity of the delivery
g0 of the program. A public health nursing approach
llies the necessary community resources and defines how
YUICes interact and may be mobilized to achieve maximal
it a;“d Positive outcomes. Financial support of a screening
"\ 1% constraint that can influence all points in the system.

OMe programs are delivered entirely on a voluntary
fedn:::;z of others must submit grant proposals to local,
. “cpartments when consideration of medical and

‘§- dayms 18 involved. Planners must look beyond the

X and investigate financial resources for follow-up
s atment,

comni®
saders
e that®
vill bes

-;2 tl: ilerilllcial accessipility, foll‘ow—up services need
ble, 1 eVeninS Of. convenient locations and open hours.
ally i tg ChIl‘lc may reach those wh.o are reluc.:tal.nt
0 miss work. Nurse practitioner clinics

facilitate access to preventive health services at convenient times
for various population groups. An efficient referral system links
the follow-up resources to the screening program, providing
continuity of care. A method must be devised to encourage the
participant to take positive action on the referral. Public health
nurses will facilitate this process with a variety of communication
techniques, such as e-mails, telephone or in-person counseling,
mailings, and home visits.

Another example is that a college of health sciences organizes
a health fair which includes screening. This also creates opportuni-
ties for interprotessinaal education and practice (Uden-Holman
et al., 2015). Nursing students and medical students manage
physical assessments and laboratory screenings. Pharmacists
screen individuals for medical use of inappropriate or contra-
indicated medications. Social workers may assess individuals for
mental health issues. There is a plan for continuation of care if
disease issues and risks are identified; for example, individuals
needing immediate referrals for hypertension control. In this
instance the college may agree to assist in referrals to providers
who will donate time to assist in this effort.

Should Screening for the Disease Be Done?

After it has been determined that the disease is significant and
can be screened for, establishing whether health professionals
should do so is the final step. Screening for a particular disorder
and ultimately treating those with the early-identified disorder
improve the chances of a favorable outcome in comparison with
those whose disorder is not found until signs and symptoms
become evident. Therefore several questions must be considered.
If a test accurately identifies a condition in the early stages, is
there any benefit to the individual? Are there effective treatmerit
modalities for the condition? The US Preventive Services Task
Force (USPSTF) may recommend against routine screening
(USPSTE, 2016a). In 2012, the USPSTF recommended against
PSA screening for prostate cancer. PSA screening was rated as
grade D (not recommended) because the balance of harms from
early treatment (urinary incontinence, bowel control, erectile
dysfunction) outweighed the benefits of early diagnosis. As noted
before, recommendations for mammography screening have
changed several times within the last decade because of high
rates of false positive test results, overdiagnosis, too many normal/
benign biopsy specimens, and overtreatment (Kidd & Colbert,
2015; Lin & Gostin, 2016; Thompson et al., 2015). A woman
with microcalcifications found on mammeography may have to
undergo an open or core biopsy to determine if cancer cells are
truly present; this may involve several days’ absence from work
or child care.

It is necessary for the health care provider to remain aware
of changes in screening guidelines. Screening is based on the
disease’s asymptomatic period; therefore adequate information
must exist concerning the optimal time for screening, specific
intervention during this time, and knowledge regarding the effect
of early detection and treatment on the prognosis. Without this
knowledge, health care professionals are unable to explain how
the outcomes of those with early detected disease differ from
those with undetected disease, and they cannot support the health
benefits derived from the screening program.
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Follow-up is critical to determine if the intervention strategies
prescribed are in fact happening. Should screening be done if
there is no follow-up in terms of medical or social services? A
prescribed follow-up regimen may be very broad and include a
wide variety of intervention strategies, such as diet, exercise, and
.dyug therapy. Follow-up services may include an evaluation and
review of the literature that discusses evidence-based practice
pertaining to a particular drug, as well as the identification of
intervention characteristics that impair follow-up, such as cost,
inconvenience, or side effects. Consideration must also be given
to those factors that enhance follow-up. For example, nurses can
provide ongoing counseling and education about a medication
and assist individuals in lifestyle transformations that include
health-promoting behaviors.

The safety of a potential intervention is a concern when the
widespread application of further medical interventions or invasive
diagnostic tests after a screening program is considered. Risks
or harmful side effects can be costly in terms of human health
and the increased medical care required to correct iatrogenic
or interventional effects (e.g., additional surgical procedures
or emotional distress). As an example, Jordana, who is aged 54
years and has a low risk of breast cancer, attends a community
clinic and wants more information about the optimal interval
between breast cancer screenings. She heard that there are
disagreements between US government studies (USPSTF), the
American Cancer Society, and other sources of reasonable medical
advice. The nurse, using an evidence-based practice model, helps
Jordana to find or review the most recent and best sources of
information that would answer her question (Mandelblatt
et al., 2016). In addition to the scientific literature, the nurse
locates consumnier inforfnation for Jordana. In this case the nurse
would assist women to make informed health choices about
screening tests.

The bottom line is that to be effective, a high-quality, cost-
effective, research/evidence-based screening tool or technique
is needed that identifies a real or potential “problem.” Screening
must provide real and workable “solutions,” in which the tangible
and intangible costs of the screening are less than the risk of the
disease and result in measurable health benefits.

ETHICAL CONSIDERATIONS _

Improving health is considered a just and moral act integral
to values endorsed throughout the care delivery system.
Screening activities are separate from interventions offered for
established disease (e.g., myocardial infarction). Rather than
treating those who have established disease, a screening program
invites seemingly well individuals to be tested to determine
their disease risk and the need for follow-up. This request for
voluntary participation implies an éxpectation of a health benefit,
although at this stage nothing is said about what it will be, the
cost, or what the participant must do to obtain it. Screening
programs need to clarify expectations and inform participants
as contingent issues occur. Screening participants need to
know whether the ultimate benefit is preventive, ameliorative,
or curative and what responsibility they assume to secure this
outcome.

Borderline Cases and Cutoff Points

A screening program measurement is often based on a nume; I
value, so a question often arises about the use of cutoff Pointe
for the screening instrument and borderline cases. The gog]
a screening program, identifying an individual as having | igh
risk or not having high risk, depends on this numerical value
When the clinical parameters are not clear, a cutoff point
used. Above this point, the person is considered to be disezg4
positive; below this point, the individual is disease negatiy;
Consequently, readjusting the cutoff point can become a highjy -
controversial issue, as the cutoff point controls the percentygg
of positive and negative results. If the disease were potentig '--,\' !
life threatening, an increase in false positive results (lower cutoff |
point) would be preferred to missing individuals who f
have the disease. In addition, if a disease is relatively benign .
terms of potential stigmatization, anxiety, and problems wip |
treatment, lowering the cutoff point could again be safe
ethical. ]
Examples of problems related to identifying cutoff points |
borderline cases are common in community nursing practi
Hypertension is a common disease in which a variance of 510
10 mmHg can make the difference in identifying a person as!
having high risk of hypertension. Lipid and cholesterol lev
cutoffs and ratios are always subject to further examinations
Osteoporosis standards for men are debated (USPSTE, 2015},
Recommendations change as new evidence emerges. Sophisticated”
approaches may discriminate between borderline cases th
should be referred and ones that should not. Nurses can as
in identifying other risk factors associated with hypertension
lipid level evaluation, such as family history, diet, and smoking,
criteria for deciding whether to refer an individual. An updated
literature review is imperative before these issues are revie ed’
in relation to a particular screenable disease. '

Economic Costs and Ethics
In the past, the tendency was to disregard the cost of promotfizg
a healthy, disease-free, or disease-controlled status; this results it
a philosophical stand that all care should be given to all pcOPI. .
at all costs. There is now a fuller recognition of the enormd i
costs that could be involved with many screening progra
Allocating community funds to a large screening event I
result in a lack of funds for other projects. Populations ben¢
ing from a screening test will be balanced by those suffer
in terms of decreases in service for other medical or SO
needs. <

The initial operational costs must be considered, includ
buying or renting screening equipment, floor space, and engas
professionals or technicians to administer the tests and interp*
the results. These costs are encountered a second time Wi
individuals are referred for further evaluation. Consumer ¢
include follow-up visits, treatment, and time and income "
are lost. Given the combined operational and consumer €@
several questions are raised. Do the costs result in impr®
health outcomes? Are the benefits worth the expenditt
required? These answers are influenced partly by the Vﬂif‘-
(other than monetary ones) attributed to the benefit. SaVI¥
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lives in a young population may be judged more valuable than
screening older populations with more chronic illnesses. A
strictly economic approach, however, may eliminate the intan-

. 'I‘ L gible variables and require the use of more objective data for
;i . | decision-making.
" -'_'l! A When program designs are reviewed, three main approaches
h W X - may be used to evaluate the economic resources affected: cost-
is O henefit ratio, cost-effectiveness, and cost-efficiency analyses. The
e : - current relf:vance an‘cl use f’f such con‘cepts require a basic
. o understanding of their role in the selection of a condition for
ly '.I-' - screening. They tend to be separate methods and most frequently
ge Ili' B are used independently of one another.
Ly SERE c i R"
e ost-Benefit Ratio
ay Cost-benefit ratio analysis is performed first, because it allows
i -~ the comparison of various outcomes in monetary terms. This
it ~ comparison is necessary in health planning when the initial
ndi ~ consideration is dependent on whether the expected health
. “outcome (such as reduction in the incidences of cardiovascular
and? disease, decrease in infant mortality, or reduction of the detection
tice ?f a visual problem) will be most beneficial to the community
5 {0 at the most reasonable cost. The cost of the screening versus the

t of long-term care management may be weighed. For example,
hat is the cost-benefit ratio of blood pressure screenings,
ipared with the medical and financial cost of a stroke caused
-undiagnosed hypertension, to the individual, the community,
the health care system? The cost of screening is weighed
- other factors, such as the cost and feasibility of vaccination
rograms, as in the case of screening individuals for human
pilloma virus for cervical cancer (Maine et al., 2011). Resources
ible through the use of electronic data gathering tools, such
i ¢ CDC’s Chronic Disease Cost Calculator version 2 (CDC,
which estimates state Medicare expenditures for certain

e, the next step is a cost-effectiveness analysis, which
es the optimal use of resources to reach a predetermined,

e ome is the.: focus of the investigation. For example,
HUCHon of cardiovascular disease, various methods might
e¢se methods include screening individuals for
‘and cholesterol, performing electrocardiograms
3 _dna]s a}ged 25 years or older who are admitted to
B SCFeen}ng young athletes for cardiovascular disease,
' Im';z::ls:;fk%ng campaign, or Providing nutrition
. ratmn of all the.se options would be ideal,
: ces some choices are made.

o | .
'cﬁstto“}} ‘_ﬂp bring the economic resources into
§ ét:li“.m““}’ analysis, The purpose is to be

- mited amount of money toward achieving

4esired outcome X
Ith benefit, as possible. The funds are the

SELECTION OF SCREENABLE POPULATIONS

The selection of a screenable population is as important as the
selection of a screenable disease and is often based on incidence
and prevalence data. The objective is to identify a high-risk group -
that, when tested, will yield a significant number of diseased
individuals. With a well-planned selection approach, the cfforts
and cost of screening the population are minimized and the
health benefit is maximized. The main criterion used to define
an appropriate population is the definitive presence of risk factors
related to the disorder. Within community settings, nurses can
ensure a thorough examination of possible risk factors, including
both person-dependent and environment-dependent factors (Box
9-2: Research for Evidence-Based Practice).

Person-Dependent Factors

The person’s age is important because of age-dependent changes
in the levels of risk factors throughout the population. For
example, the risk of many cancers increases as a person grows
older (Weir et al., 2015). A high priority is placed on screening
vulnerable populations, especially women, infants, and children,
a5 the outcomes obtained affect long-range growth and develop-
ment patterns. As the average life span increases, however, the
effects of risk factors in young adults and middle-aged adults
are becoming more apparent, making certain prevalent and costly
chronic conditions equally important to control. The middle-aged
adult population may be screened for hypertension, diabetes,
breast cancer, glaucoma, and heart disease; this population is
requiring earlier screening as some of these disease conditions
are becoming apparent in early adulthood and even leenage
years. Older adults may be screened for cognitive decline, although
screening for the asymptomatic elderly is controversial because
of lack of effective dementia treatment. Routine genetic screening
for various biomarkers, such as amyloid amyloid B,-microglobulin

' BOX 9-2 RESEARCH FOR EVIDENCE-
BASED PRACTICE _
Population-Based Research Optimizing Screening

The National Cancer Institute has developed Population-Based Research
Optimizing Screening Through Personalized Aegimens [FROSPR) to support
tesearch on the community-based screening processes to include experiences
and outcomes for breast, colon, and cervical cancer. The overall aim is to
develop coordination between the research practices conducted at multiple
sites. It reviews recruitment, sereening, diagnosis, referral, and treatment
rates. It focuses on research translation and implementation, addressing issues
such as the controversy regarding breast cancer screening and mammography
by studying the comparative effectiveness and outcomes of existing and emerging
research, In Septamber 2011 the National Cancer Institute funded seven research
centers and one statistical site as part of this integrated research screening
program. Be on the lookout for similar new programs hecause the Prevention
Fund supported by the Affordable Care Act supports the development of other
such opportunities ta discover and support evidence-based health-promation
and disease-prevention activities. .

From National Cancer Institute. (2015). PROSPA: Population-Based
Research Optimizing Screening Through Personalized Regimens.
https://heaIthcaredelivery.cancer.gov/prospr/.
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FIGURE 9-3 Mammography screening. (Courtesy of John Foxx;
from Stockbyte/Thinkstock.)

and tau proteins, amyloid plaques, and APOE-e4 is under
investigation (Alzheimer’s Association, 2015; Sutphen et al., 2015).

Gender has obvious implications for screening programs, For
example, women are tested frequently for two reproductive-related
conditions: breast cancer and cervical cancer (Figure 9-3).
Screening a population from a particular ethnic or racial group
is appropriate as some disorders occur more frequently in certain
racial or ethnic groups. For example, black American women
are more than 35% more likely than white women to die of
breast cancer, but breast cancer is diagnosed in them 10% less
frequently (CDC, 2010; Kidd & Colbert, 2015). Vietnamese
American women have the highest rate of cervical cancer among
any racial or ethnic group in the United States, and the rate is
five times higher than the rates among non-Hispanic white women
(CDC, 2010). Nurses can lobby and advocate for specific groups
to have more targeted screenings, particularly in communities
that have large numbers of ethnic or racial minority women
(Box 9-3: Diversity Awareness).

Income level has been associated repeatedly with many health
disparities. According to a 2010 Gallup poll, chronic conditions
are more likely to be diagnosed in low-income Americans than
in high-income Americans. The physical health illness disparities
were the greatest for depression, high blood pressure, and diabetes,
and higher levels of obesity also place lower-income populations
at greater risk (Mendez, 2010). In addition to a gréater likelihood
.0f not having adequate health insurance, low-income Americans
can least afford necessary preventive care, effective treatment,
and health education (Mendez, 2010).

G BOX 9-3 DIVERSITY AWARENESS
Eliminating Health Disparities Among
Ethnic Groups

The United States has been referred to frequently as a population meil}ng 1
Diversity is acknowledged as a strength of the United States, but it is appa th '
that disparities exist among the various racial and ethnic groups in the attainme
and maintenance of health. The minority populations of the United §
include black Americans, Hispanics, Asian/Pacific Islanders, American |
and Alaskan Natives. These categories oversimplify the reality of the multicy
nature of assessing health status, screening, and making plans to impm _
health. These particular racial groupings are not absolute because thare are |
subgroups within each.

These disparities and factors such as access to care need to be taken intg I‘ P
consideration when screening programs are being planned. To plan, imple
and evaluate a screening program that targets a specific population, the proyig
must have an awareness of the target population that includes compo :
such as lifestyle, socioeconomic characteristics, education, heredity, envi
mental factors, values, religious and cultural beliefs, communication styls
language. Partnering with key individuals and organizations in the comm
through the entire process is important for any screening program t
successful, as the following scenario illustrates.

Hospital administrators in a town located outside a city in the Nnrfh__
are concemed about the health status of a new immigrant population,
census data indicate that the number of immigrants from Guatemala has gro
The census data also reveal that this population is primarily young adu
male and female. The officials of the town and the hospital are aware
most of the men are day laborers, many of whom gather each moming in {
town square to be transported to their jobs. The young women are mothe
who work in small, privately owned businesses or are hired by local hous
cleaning services. .

On the basis of these data; the hospital officials decide to plan a health a
screening day for this population. The hospital distributes flyers in the commun
in the primary native language of the target population. The day of the screeni
arrives, and the number of participants is very low. The hospital officials @
very concemed. They had good intentions. They do not know what to do
e What critical actions did the hospital officials perform that might be cof

positive in the planning of the health and screening day?
e What critical actions did the hospital officials not perform that might
contributed to the poor tumout at the health and screening function?
* \What might the hospital officials consider in their planning for thené
health and screening day? .
¢ How might they engage the community and the target populanon in plann
the health and screening day?
e What locat community agencies and groups might be invited to partici ;
as partners when the health and screening day is being p_lan_ned._ﬁﬂ

implemented?
o (an you identify any creatlve ways to bring the health and screening 6 _'J
to the targeted population, making the program more accessible? J

Personal behavioral characteristics related to hfestyle ) g
suggest the need to screen a particular individual or groul
When health care practitioners review lifestyle, they are 100X
at daily habits that affect health and wellness, such as nutf
fitness level, tobacco use, alcohol and drug use, sexual |Jl“1‘:li
(HIV), stress management, adequate rest, immunizations, pe
examinations, use of seat belts, and other safety factors. Enga
in some of these behaviors while avoiding others is essenti
living a healthy life. Therefore screening for personal behav}®=
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I characteristics that are considered risky assesses the likelihood
] ~ of a longer, disease-free life. Once screening recommends
I ~ climination of risky behaviors, the development of healthy
"~ behaviors via progrémming and transformation of lifestyles is
1 crucial. Health care providers have a responsibility to educate
and empower individuals about the next step in the evaluation
ey " - *of their potential condition once screening has been completed.
| Those being screened have a responsibility to seek treatment
1 and follow-up services, and ultimately engage in behavioral
| change toward a healthy lifestyle if the screening is to serve
| . apurpose.
it '8 Regional disparities exist and include many of the previously
| entioned disparities. These disparities are of great concern,
I butidentifying the cause is complex. Research is being done on
" interrelationships between the determinants of health, to include
biology and genetics, individual behaviors, the social environment,
the physical environment, and health services (access and quality).
 The Centers for Disease Control and Prevention (CDC) Racial
ang Ethnic Approaches to ¢ ty ~ (REACH)
~ program (http://www.cdc.gov/reach/) addresses the factors and
~ isdemonstrating success by empowering residents to “seek better
~ health; help change local health care practices; and mobilize
 communities to implement evidence-based public health pro-
| ~ grams that address their unique social, historical, economic, and
 cultural circumstances” (CDC, 2010). Appropriate screening is
integrated into the REACH program.,

- [ A
RE

._I'_I]'I ]
T1‘.*. Environment-Dependent Factors

 Thearea of environmental health and protection has expanded
. over the years and is becoming more complex. Environmental
ealth and protection has been defined as the science that is
oncerned with elements of the environment that influence
ple’s health and well-being. These factors include conditions
 workplace, home, and communities, including chemical,
Fai} and psychological forces (Allender et al., 2014).
onment-related risk factors relevant to screening designs
Fiated with an individual’s surroundings. Areas that may
idered include overpopulation; indoor and outdoor air
"0 water pollution; safe drinking water; noise pollution;
tan. exposure; biological pollutants; hazardous waste
Hent and disposal of garbage; vector and pesticide control;
: fa_‘-.l‘.m, wetlands destruction, and desertification; energy
O inadequate housing; contaminated food and foods
e C ad_ditives; safety in the home, at the work site, and in
tnity; and psychological hazards (Allender et al., 2014;
al, 2010).
. Pational health, a legjtimate population for screening
OS¢ In high-risk work areas, where harmful chemicals,
of l::f:*" or ’higlh—decibel' machinery puts the workers
th --’-“-r'el;i&?.t‘ral(:nl'y conditions, or ?ud itory g‘u_‘oblcms.
. ,L- is tl.ie sedentary executive work life, ﬁvhere
_(.)':besh:_:sl'i-‘he'valent: ]l)lacmg the w?rkel' at risk of
-E’“ﬁﬁnai : : sltt;‘d conditions spch.;{s q;iabctes. The use
Or such alt nurs.e to pr(.)\.nde 1nd1v1d}1al and mass
Feeni Problems, in addition to routinely recom-

ing, i . . . ;
cef" 18 recognized as integral in promoting better

ollu

National Guidance and Health Care Reform
Healthy People 2020

Many national organizations are guiding and promoting evidence-
based care and screening. Healthy People 2020 has been establishing
benchmarks and monitoring progress on goals and objectives
to promote health care delivery partnerships, guide individuals
toward making empowered health decisions, and assess the efficacy
of preventive programs (HealthyPeople.gov, 2015). This newest
version of Healthy People 2020 also includes resources for
implementing community programs that support its goals and
objectives, including screening, For more specific objectives related
to screening, see Box 9-4: Healthy People 2020.

Recommended Screenings of the US Preventive Services
Task Force

More specifically, the USPSTE part of the Agen t :
bt & and Cuality of the Department of Health and Human

BE

(@] BOX 9-4 HEALTHY PEOPLE 2020
Objectives Related to Screening

» (Developmental) Increase the proportion of persons with a diagnosis of
hemoglobinopathies who receive early and continuous screening for
complications.

* Increase the proportion of women who receive a cervical cancer screening
based on the most recent guidelines.

* Increase the propartion of adults who receive a colorectal cancer screening
based on the mast recent guidelines.

* Increase the proportion of women who receive a breast cancer screening
based on the mast recent guidelines. ;

* Increase the proportion of adults who were counseled about cancer screening
consistent with current guidelines. .

* Increase the proportion of elementary, middle, and senior high schools that
provide school health education to promote personal health and wellness
in the following areas: handwashing or hand hygiene; oral health; growth
and development; sun safety and skin cancer prevention; benefits of rest
and sleep; ways to prevent vision and hearing loss; and the importance of
health screenings and checkups.

* Reduce the proportion of children who experience developmental delay
requiring special education services.

* Increase appropriate newborn blood-spot screening and follow-up testing.

* Increase the number of states including the District of Columbia that verify
through linkage with vital records that all newborns are screened shortly
after birth for conditions mandated by their state-sponsored screening
program.

= (Developmental) Increase the proportion of children with a diagnosed condition
identified through newborn screening who have an annual assessment of
services needed and received.

* Increase depression screening by primary care providers.

* Increase tobacco screening in office-based ambulatory care settings.

* Increase tobacco screening in hospital ambulatory care settings.

* (Developmental) Increase tobacco screening in substance abuse care
settings.

¢ Increase the proportion of preschool children aged 5 years or younger who
receive vision screening,

From HealthyPeople.gov. (2015). Healthy People 2020. Washington,
DC: US Department of Health and Human Services, Office of Disease
Prevention and Health Promotion. http:/Avww.healthypeople.gov.
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Services, identifies recommendations in its Guide to Clinical
Preventive Services (Agency for Healthcare Research and Quality,
2014a). There are recommendations for adults, children, and
adolescents (USPSTE, 2016b). The recommendations evolve as
new scientific evidence becomes available, so this chapter will not
provide specific details on the recommended screenings. Boxes
© 9.5 and 9-6 list the USPSTF recommended screening services
for adults (USPSTE, 2016b), children, and adolescents.

The Affordable Care Act and Prevention Incentives

The passing of the Affordable Care Act (ACA) in 2010 catalyzed a
public health movement toward prevention and health promotion,

BOX 9-5 Preventive Services for
Adults (Examples)

» Abdominal aortic ane'urysm screening

e Alcohol misuse screening

Aspirin for prevention of cardiovascular disease
BRCA-related cancer in women

Breast cancer screening

Colorectal cancer screening

Depression screening for adults

Diabetes mellitus screening

HIV infection screening

Obesity screening and counseling

Osteoporasis screening

Sexually transmitted infection (STI) prevention counseling
Syphilis infection screening for pregnant women
Tobacco use Screening

From Agency for Healthcare Research and Quality. (2014a). Guide to
clinical preventive services. Clinical summaries; recommendations for
adults, children and adolescents. http://www ahrg.gov/professionals/

clinicians-providers/guidelines-recommendations/guide/.

BOX 9-6 Preventive Services for Children
and Adolescents (Examples)

Alcohol misuse

Blood lead levels

Cervical cancer screening

Child maltreatment

Developmental dysplasia of hip

Gonorrhea screening

Hearing loss

Height, weight, and body mass index screening
Hematocrit or hemoglobin screening for children
HIV infection screening

High blood pressure screening in children
Hyperbilirubinemia screening in infants
Iron-deficiency anemia

Major depressive disorder screening

Obesity screening and counseling

PKU screening

Sexually transmitted infection (STI) prevention counseling and screening
Speech and language delay screening

Vision impairment screening

-
L ] L J L] L L] . o * e e

From Agency for Healthcare Research and Quality. (2014a). Guide to
clinical preventive services. Clinical summaries, recommendations for
adults, children and adolescents. http:/fwww.ahrq.gov/professionals/

clinicians-providers/guidelines-recommendations/guide/.

with incentives and policies, including the development of the:
National Prevention Strategy. One result is that prevenjy,
services are required to be covered by new health illSurance. |
plans or policies, as an incentivized quality program for Medicape |
recipients. Medicare now also covers annual wellness visits thg
incorporate a personalized prevention plan according to the
recommendations of the USPSTE, based on an individual’s age. :
and health status; these visits can be conducted by a var'i_e:y
of practitioners, including nurse practitioners, clinical nyrge
specialists, and certified nurse midwives (Center for Medicare.
Advocacy, 2015). i

Among other incentives, Medicare has developed a rating & :
guide for Medicare Advantage programs, incentivizing high-
quality health plans with up to a 10% bonus. Many of the crite
that determine the highest ratings are screening and preventiye:
services. This helps seniors identify quality insurance plans that
cover preventive services and provide the necessary follow-up,.

National Prevention Strategy
In addition to increasing the funded coverage of preventive
services and screenings, the ACA also created the National Preven:
tion Council (NPC), comprising “17 heads of departments,
agencies, and offices across the Federal government who are
committed to promoting prevention and wellness. The Council
provides the leadership necessary to engage not only the federal =
government but a diverse array of stakeholders, from state and
local policymakers, to business leaders, to individuals, their =3
families and communities, to champion the policies and programs:
needed to ensure the health of Americans prospers” (National &
Prevention Council, 2011, p. 3) (Box 9-7: Innovative Practice). :

The resulting National Prevention Strategy (NPS) was released S8
in June 2011 and “recognizes that good health comes not just
from receiving quality medical care, but also from clean air and
water, safe outdoor spaces for physical activity, safe work sit
healthy foods, violence-free environments and healthy homes.
Prevention should be woven into all aspects of our lives, includi
where and how we live, learn, work and play. Everyone—businessess
educators, health care institutions, government, communities:

ing resuts benefit e qz_n@ieiah?? |
ow does it bengfit puht[ﬁﬁ -

s think is necassary for this to happen {think about differe:
i data collection requirements)?
From US National Library of Medicine. (2014). Newborn screening
coding and terminology guide. http://newbornscreeningcodes.nlm.il
gov/nb/sc/updates.




CHAPTER 9 Screening

— e
_I:\f. -I'
the S BOX 9-8 QUALITY AND
ve 3 '! SAFETY SCENARIO
zz '\15}1 - _Pender’s Health-Promotion Model
. q ' T -
hat g FL\ health care provider's responsibility s to assess, plan, implement, and evaluate
the a screening program. Part of this responsibility includes teaching individuals,
age families, and populations about the importance of participating in these programs
ety and ultimately engaging in safe behaviors promoting health, The health-promotion
Irse model is a useful guide for practige (Pendt?r etal., 2015). The model presents
e the interrelationship among behavior-specific cognitions and affective factorg
’ and individual characteristics and experiences that motivate individuals to
i engage in behaviors that promote health and decrease unsafe habits and
ing practices. The health care provider may find that the application of this model
gh- | In practice influences the relationship between the provider and the individual
eria in @ positive way. The model is a framewaork that assists the provider in
tive ' ,I' assessing factors believed to influence health behavioral changes. Once the
‘hat || provider has an accurate assessment, obtained via questions, decisions may
up. L rlbe made concerning factors that inhibit health-promoting behaviors and,
ultimately, potential interventions to assist individuals in achieving positive
e };ne_anh outcomes. This information will agsist the provider to develop appropriate
tive | teaching methods.
ey ‘Health-Promotion Assessment Questions
nts, 8 " | * How do you define health?

~* What does health mean to you?

| * How would you describe your health now?

il ! o the choices you make and the actions you take affect your health?

Can you give examples when choices and actions created a positive change

in health for you?

N'you give examples when choices and actions created a negative or

safe change in health for you?

Nhat factors facilitated choices and actions that created a positive change
health?

at factors createq barriers to choices and actions that léd to a negative

nsafe change in health?

: there any Supportive personal influences in your life that would assist

ﬁ‘r choices and actions that would create a positive change in your

1 hleg. family, friends, and health care providers)?

' Areithiere any supportive situational influences, such as more than one plan
ﬂti_qn. Pertaining to the health change available to you?

led ffom_Peflder, N., Murdaugh, C., & Parsons, M. A. (2015).
motion in nursing practice (7th ed.). Upper Saddle River,

1Y single American—has a role in creating a healthier

(http:// WWw.surgeo ngeneral.gov/priorities/prevention/
he Vision) (Hanna-Attisha et al, 2016) (Box 9-8:

d Safety Scenario),

s Strategic directions are:

g:d safe community environments: Create, sustain,

¢ communities that promote health and wellness
" Prevention

-Cﬂﬂlmumry Preventive services: Ensure that
cused health care anq community prevention

Vailable, jp, tegrated, and mutually reinforcing,

€ople: Suppor people in making healthy choices,

health disparities: Eliminate disparities, improv-

Elife for al) Americans.

a h.oi::“t‘egfc direction, the strategy identifies
% Including a focus on improving car-

ds 1 - oy . i
k.’ Tl':“‘rpolanng screenings, using payments

and reimbursement to encourage clinical preventive services,
and reducing access barriers to community preventive services
(National Prevention Council, 2011) (Figure 9-4).

THE NURSE'S ROLE

As one of the important stakeholders (Institute of Medicine,
2011), nurses play a role in every aspect of the screening program
development process, including assessment, data analysis, plan-
ning, implementation, evaluation of the health outcomes, and
evaluation of the process (including the workings of the partner-
ship; see Figure 9-2), One aspect of this health process is the
development and implementation of screening programs for
targeted groups. As nurses use higher decision-making skills
based on advancing education and expertise (Institute of Medj-
cine, 2011), they will face questions such as “Should this condition
be screened for or not?” In the role of decision maker and planner,
the nurse is responsible for reviewing all issues concerned with
screening individuals for an appropriate disease, including the
criteria specific to the disease, the medical and economic ethics,
and the community resources that are affected. [f the choice is
to screen individuals, the participation of nurses and other
partnering groups is essential in the development of a care plan.
The last step integral to the nursing role is the planning and
development of an efficient referral system to enhance continuity
of care and to ensure follow-up.

Because many preventive care services are provided through
insurance coverage, the nurse collaborates with other health
providers to ensure that preventive services (see Boxes 9-5 and
9-6), along with the required education and counseling, are
available through primary care or community services such as
a primary care clinic, a person-centered medical home, or a
community health center or even at the work site. These services
may include;

* Blood pressure, diabetes, and cholestero] tests
* Cancer screenings, including mammograms and colonoscopies
* Counseling on topics such as quitting smoking, losing weight,
eating healthily, treating depression, and reducing alcohol
use
* Routine vaccinations against diseases
* Flu and pneumonia immunizations
* Counseling, screening, and vaccines to ensure healthy
pregnancies (
* Regular well-baby and well-child visits, from birth to age 21
years /
Nurses have long been responsible for screening individuals and
educating people about healthy lifestyles and decreased risks as
part of the ordinary primary care assessment process. Questions
concerning nutrition, coping, and self-care are all assessment
or screening questions, leading to moments of opportunity or
“teachable moments” for health promotion. These evaluation
activities are invaluable for gauging risk and potential areas
for screening, Teaching individuals the meaning and limlt?
tion of screening test results is an important el.en.1ent' of th:is
role, as is inform'mg them of their part in obtaining implie
be';\?g;‘;ng staff, at all levels, are irnportan.t in applying prevelfm;lre
services to include screening and education. The concept of t e
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FIGURE 9-4 America's plan for better health and wellness. (From National Prevention Council.
[2011]. National Prevention Strategy. http://www.surgeongeneral.gov/priorities/prevention/

strategy.)

person-centered medical home encourages the use of each
member of the primary health care team to the highest level of
their professional and licensing abilities. The combined nursi ng
roles of health educator and screener mean that the nurse
continues to educate individuals about risk factors and teach
them ways to alter and reduce risks generally through lifestyle
changes, such as proper diet, exercise, and stress management,
and by limiting the use of alcohol, drugs, and tobacco. The role
as educator is essential in the screening process because nurses
provide individuals with the information necessary for choices
they will make regarding healthy behavioral change. The nurse
is actually practicing primary prevention interventions, but this
is done in coordination with a secondary preventive role.

RACIAL AND ETHNIC APPROACHES TO
COMMUNITY HEALTH

An excellent resource is the CDC REACH website http://
www.cde.gov/ncedphp/dch/programs/reach/. This program
supports effective community-level programs to reduce health
disparities in minority communities across the United States.
Data from the REACH Risk Factor Survey (2009), focusing on
breast and cervical cancer prevention, cardiovascular health, and

Preventive Sertvices

Increase the number of
Americans who are
heaithy at every
stage of life.

Elimination of
Health Disparities

Clinical
& Community

diabetes management, have shown that changing health behaviors
in minority communities has improved health and reduced
community disparities (Box 9-9).

SUMMARY 3

Screening is the administration of measures or tests to djstinguiSHI'- | 8
individuals who may have a condition from those who probably
do not have it. It is an effective, efficient tool in preventive heal !
care if used for conditions applicable to the screening model"
and specifically directed toward an at-risk population.

Implementing screening programs requires coordination and
planning and provides numerous places for nursing intervention
especially within the currently evolving health care environmen
which is emphasizing prevention activities. Nurses can provid!-f_ |
individuals, communities, and populations with valuable preven
tive, health-promotion, and health-education support in the
care of healthy individuals and populations.

@ EVOLVE CHAPTER FEATURES

http://evolve.elsevier.com/Edelman/
+ Study Questions
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BOX 9-9 Racial and Ethnic Approaches to Community Health US Keys to Success
I Trust: Build a Culture of Collaboration With Communities That Is Based on Trust

——y

* Empowerment. Give individuals and communities the knowledge and tools * Trusted organizations. Enlist organizations within the community that are
needed to create change by seeking and demanding better health and building valued by community members, including groups with a primary mission
on local resources. unrelated to health.

“ |+ Culture and history. Design health initiatives that are grounded in the unique ¢ Community leaders. Help community leaders and key organizations forge
historical and cultural context of racial and ethnic minority communities in unique partnerships and act as catalysts for change in the community.

the United States. * Ownership. Develop a collective outlook to promote shared interest in a

¢ Focus on causes. Assess and focus on the underlying causes of poor community healthy future through widespread community engagement and léadership.

health and implement solutions that will stay embedded in the community * Sustainability. Make changes to organizations, community environments,

infrastructure. and policies to help ensure that health improvements are long-lasting and

* Community investment and expertise. Recognize and invest in local community activities and programs are self-sustaining.
community expertise and motivate communities to mobilize and organize * Hope. Foster optimism, pride, and a promising vision for a healthier future.
existing resources. -

From Centers for Disease Control and Prevention. (2016). Racial and Ethnic Approaches to Community Health. http://www.cdc.gov/reach.

Screening

Mrs. C. is an 82-year-old white widow. Six years ago, she moved from her house adult population. Kelly has access to a large referral group including medical
into a one-bedroom apartment. Her primary insurance is Medicare. She maintains specialists.

her apartment and does all her errands without assistance, all of which she is

very proud. She reports that occasionally she has fallen, probably because of ~ Reflective Questions

some degree of decreasing vision, espacially when moving from direct sunlight ~ * What data will nurse practitioner Kelly collect to assess Mrs. C.'s health?
into shadows and when walking at night. The only medications she takes are Why? .

an analgesic for pain management of osteoarthritis, an antihypertensive agent, What risk factors will Kelly most likely evaluate? Why?

and a daily vitamin and cranberry supplement. Her antihypertensive medication * What screening tests will Kelly suggest? Why?

————

1 has recently been changed. *» Propose several possible nursing diagnoses for Mrs. C. What possible etiological
L Today, she is going to her annual “check-up” with nurse practitioner (NP) Kelly, factors from Mrs. C., her family, and her community might be involved?
'y wha is part of a new practice of “integrative medicine.” The collahorative practice » What questions will Kelly ask to evaluate Mrs. C.'s health status?

1L of registered nurses, NPs, and physicians emphasizes the rale of prevention, * Compare and contrast these different (individual, family, and community)
"E including screenings. While Kelly is assessing Mrs. C.'s health status, she is approaches to health promation, emphasizing screening and cost-effectiveness.
- also reflecting on how to better care for the practice’s ever-enlarging older ~ * Discuss the advantages and disadvantages of screening older adults.

[©) CARE PLAN
Health Promotion, Emphasizing Screenings of Older Adults: Mrs. C.

Ci’iring for older adults is challenging and rewarding. New ways of caring need Minor
to be developed especially considering the increasing number of the older “baby » What are Mrs. C.’s screening and health-promotion needs?

boomer generation” in America. e What is Mrs. C's understanding of aging and of accelerated risk factors for
*NURSING DIAGNOSIS: Effective community therapeutic regimen illness?
management
Related Factors
Definition * Complexity, including discomfort, of some screenings (e.g., mammograms,
The pattern in which an individual, family, and/or community experiences (or is osteoporosis testing)
- dtrisk of experiencing) difficulty integrating screening programs for the promotion * New ways of thinking about and delivering health promotion, including periodic
0f health and reduction of risk factors screening recommended for older adults
I P e Shifts of resources and costs from individual providers to the community and
i ':3:""9 Characteristics family {e.g., self-screenings, transportation)
r
o * The individual, family, and/or community verbalizes the desire to manage  Interventions
- | heaith promotion with the assistance of the family and community including * Promote attitudes of openness to new health information.
| Anurse practitioner, * For elevated blood pressure readings, repeat blood pressure screening on
- * The individual and family verbalize inadequate knowledge of health-promotion three different visits. ‘

| Strategies, especi { identi i thods.
&_________g_ especially risk factors identified through screening me

Contined
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[©)] CARE PLAN i

Health Promotion, Emphasizing Screenings of Older Adults: Mrs. C.—cont'd

 Develop a more detailed activity/experience log with special attention to
physical safety (falls) and vision problems.

o Explore nutritional and activity strategies that are more appealing to each

* individual.

e Begin the program slowly.

* Follow up on additional risk factors.

o Offer resources to support goals and interventions.

Expected Outcomes
¢ The person may experience anxiety.
o The person may experience despair.

Mrs. C., her family, and her community will: .

e Verhalize a full understanding of health promation, especially screenings.
Mrs. C. will:

o Identify and discuss her own risk factors and other data obtained from
screenings.

e Establish appropriate goals to decrease the unhealthy findings of her :
screenings. !

e Design and implement a modification program to fulfill these goals. ]

* Evaluate the efficacy of this care plan with nurse practitioner Kelly. il i

*NANDA Nursing Diagnoses—Herdman, T. H. & Kamitsuru, S. (Eds.). Nursing Diagnoses-Definitions and Classification 20156-2017. Copyright ©
2014, 1994-2014 NANDA International. Used by arrangement with John Wiley & Sons Limited. In order to make safe and effective judgments
using the NANDA-I nursing diagnoses it is essential that nurses refer to the definitions and defining characteristics of the diagnoses listed in _.

this work.
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