ol
' F1

HEAE ol 53 Brrt AA e ARE FA S A
F=F Tt
olEx 2A

Sz Aol o8l SAA, Aoz A A%
Aol o] 255 & el A7 2 (health care) ]
F3AQ % ¥ (goal) olvh. A3 AE AR Y AHFHe

2 s F oleld H 35 4= F e 55 4A
ol ek, A7 A &H 725 F A (health oriented nurs-
ing intervention) = 7 7%.% (health teaching), 17
%= ] = (anticipatory guidance), FA 12 & §&
A, AAA )AL AR A el A Ao gela A5 Y

o2 & 284},
#=7|E
o k¥ AL
1) 54 AR L B2 A% Ak (screening) oF AL
A L5 o] &3to] A AL gt
2) A A=te] A @ "ol A, dAH], = A7k A
7+ 2 7% #alget
3) Ao At AAA A7 A it UA S b
£ (reaction, response)-& &hol gtk

“o} shel Ao o} 2} B oh ek
19924 £ =AY E o] SIS AakE 4

A= 37
AR 5
Xt e

4) iz o AEs s d sAL ooy i
A E-7tel AHF(consultation)-& who} 2kE A Y&
Algt

5) A7} A7k 318 (health practice) ol o

152 014

= 2abd, A AR E Seldch
6) WaAlele AAe o2 ALAolA A TAS
EEERES
7) ARl A, BAHQ mE By e AT
2 mejsted QoA A £A1S A
S5 AR HEE SEo

8) thAtA}l ul 7}Zo] 27} 73 & 7] 4 (self-care skills)
< w71 1%k Eulok =l o] A=A A g

9) AkAl Wl A ZolA BaAR) A s Age m
Sk

10) AR 2 AHEo] A7 AR WSS BAFES @
o

11) A73 el wishol Ao} iR atol AL A
F3tch

12) AR S 553 5% 23 A (goal-oriented
client outcomes)oll ©A 5ted A=} o) 71 &5} 3
A ZvE FA 5 H ok

13) B AR 2 HES AR $A £
o, o] Wl A2E SEAAT B
2ggct

14) S g42)
A gt

HEL (A% 3]

A7}y



—rIGH ZH_P_i A 758
chAXLOl ) ZiThE = E2t

o Al

1) gz o 72

2) diAA o spE 2
z}#) (heath practice) & A&},

3) At o FpEe Az Dad gt 2 A
2ol ARk

4) HAAE AA AR g A2 2 ARk

5) charz o 7pEe A A Az A A% A
] o] thA (cues) & BAMGHE

o JE

D haa g shEe A% SAF Al e B
Sy 4t 5HL A wald
2) e 7hE THLE A Y-S Bajshed

=
Yo ARWEL +9T £ U FHE AW 2
Qeh.
e L2
= o

1) shgake] 21 7ko] A4Sl of ok Hek.

2) SRR B S L A Y FNE R AR
49l 54 A maln
3 A4 A5 AL Ao AL A2

Om%ﬂﬂﬂ&%ﬂﬂ%wﬂﬂﬂmﬂ%ﬁ%%
Astn A B 5L A ek,

E: 3 il

4

REAE 7HE FAL AN 4FaTer 249
A2 715 Abole] FHE FARL AANEE AEL
s

olgx ZA

A28 7% FAA FAA, Ae)d, T2
AT 2 U 7 &-~m44ﬂﬂ*44ﬂ4ﬂ*

g301E

o k3 A

1) 7hE FAAYe AF AL okAls A& Tl ]
&2 s FALH

2) 7}E A [A 8L JHE AT AL FHolA]e] A
(alteration) v} #ofl (disturbances) & A gttt

3) 7hE AU ANl Ao TE e Fulel A
4 (deficits) & A whikch,

4) A7 Aol AL v A& 7HE DAl N o) 3y

o

5) 7H&o] 7% TAY 25 AR 4% £ 7F A
ﬂﬂi%‘ﬂﬂﬂuﬂ et
9%%
oA

ﬂf+i4%%%ﬂﬂﬂﬂﬂ1ﬂﬂ§%54

8) $E st obE& AR sHE Akol FeishA £
43¢ 712t

9) 7HE A AR hF4 L AR HT L2 A
AALE FLB

10) Agol A A2 =€ FHEAEE AE T4
ol mpF Al 4 Qe 71918 BEL
1) AR 558 58 AR Azel A% 2

3 FAE Y7
1%*4%4ﬂ4rhfﬂ%%ﬂﬂﬂﬂﬂmi%
23 Ax 5 AN 44}

CHARROl | 7= = H 2t

° A4

1) AR sk 7hEe AALY A @3t Al o BHE 7
FA Qe 2 7E 2

2) AR 2 745 AL A7 Aelel gL mIA
Esx2A S BAE 24

3) A g shEe o 25 A A4 b A
&z g8t

BN

3
) $usholEe 2Rz As vt Y5 A
k.

5) ¥msh obEL 150 17E Wl oloprl ¥ A
7 9l A3He A= gek,

§) pusholEe 15el AAH 2 FF FH37 9)
g Adon Ax 1ol HE AAE L2 RUT
o,



o7l

1) i aRbe} 7FEL 2wl A AR B 3lE
g Ay waleh

 Hg

1) chArARsl 7P FlEe] 7|5 Aol 2 old F9F
ZF&glol 42 WsE 5Pt

2) 7E TALL Ao AR A 2ol Hd Q)
Az} A ALE 2 vebd

3) 7tE FAYe AR FAR AL 28+ U

o}

) hE FAUL B FAHUL B
£ slal 1@k

5) y-2e AAlolt ohE Abakel AHQlE 4 2 F
$29122 AR YA ATE FR Yok

6) 2E 712 F4 Lol AAY ? g wech

94, 444 2 F

il

A7 2

o

ol2x ZH

%%aﬂﬂa%ma4ﬂ&£ﬂmﬂoa4%m

ol 53 Aokdch 2aE A aclel Y AR AS
< glolslm At /l]_g_ﬁ L Rolv}, =3 25L& gA|5a,
SYAol ] PaA|EA LBdte FAT AT
o},
BEE

o A

1) 98 g3lel gl Az hEel A A2 S A4
¥4ﬂ4m%£%iﬂ&4ﬂ*ﬂﬂw
2) 914 Aol Alg AL o] g3ted A galel 3

£ A 44&%@@@4

3) Agealol Yk AU S A £ A
A Q) 4ol 24 ﬁ&&A%ﬂ%%ﬂﬂq

4) Atdol Yk AAAS Bl AP e B
7 93 25 A S Al

5) 19 el ARlelt 2gel A2 FAE D
o

227t e 85 A A 27

3, 74Ee] A Ret £ AT
o,

A
3 &
Ho o] dX

U

23
22|

st

£

A

of

2t iz

s

§) A4 Aol AT AU A E 4L

=] g}

9) A galo] e MdH 7HEA AAE AT
123
10) 18 A3z Aol dlal Aaatet hE5E 258
.
11) ShAtte] B4 FE A 3A A st 23 2
3 FAHE B
12) AR} 7HEe) A7 A%E A A2
2 3o} A =HE Ak
CHAMRLOf| A 7iCHEl = H 2t
o A] 4]
D kA 98 Asta AAAal fAd, FAH
ek 737} A5 B
2) ol abzisl 7pEe ubekabe] BA|o} 7k A& ol
sl 243 8h7) g A Ee A et
3) AR AES S5 05 e e 4T
o 7lE
1) Aabbs} /b5 ek 52 ARa FA1E ol
317] sl W g A=kg s
2) AAdAs} 7t EE & ARG ARt L 5 U
SHE AW walch
7—]%
D sgedel g AL 5 439 B34S

o} alch.
2) A4 At AHEE A, A 278 4A A
Zroll LA A &AL £ B-d o

3) A@aqlel g dAAst 7hEe) A 4AE §
A 3k7 v A A et

) AgAe 12 Y4 A% BF(ADL)E Rel R
o},

5) dAbAtsl HEL A WS B BelTo

6) tlAzel 712 FTAYUL
7+4 ﬁh;}.

AEHA



A Ao A3 FAY + e A
el #AlE wof st

oA Age A A e, a2t 4
e el EA T 4 vk AZAE B P4 E
23 £ e Ao gon, fdrt A FA S
FAse S =S Fect

HEI|E
o254

1) 7H5§ AR £7F o] &3ste] 2@, A, Adat
SM*H ANz Ao wwe] #74H Ades

o Ao o
b ok
}:o
B
&
2
r$-"-
2 0
oy
i
L e
X
B
tlo
X
oft
r_?{_:‘
o

5) -d*é*a%-r 8§73 A gk
6) Protocololl whe} ot Z 3 212 oA Fubg
A A gt
7) 744 A o4 5 AANAY L= AR
Aloll o] # 3to]| &l b=} Z1EE W-§-3het,
8) #7244 H 845 AASA Y HAs s ol
o &l A Aol Al ;&g
9) #7344 e £E AANAY} HL357] 94
o A= ot 7} Eoll FA et
10) kA7 #7A L §=37) A8 Hsls gHAE
< AT FHH 73te} A3 (feedback)
A Z gt
11) dAAe] S4-3 S35 x5A Aol A 2
3 FAE kg
12) 28 5344 23t AR s S¢S

CHAXO| Al Zieh =l = 2ot

e A4

1) el abahol 7Ha A4 3k 4, el glol $734
A9 248 nAR,

2) abAtsh 752 Ago 2y Hgst AR
AYE AR + YE B4 AL

3) At e $4A AYesE 2HAAY
A7) §4 9 B Ak,

1) AR} 52 AR ol AL AR F 22 Aol

o 3¥ohe 877 9 g 2ol el 4o theh.

7

5) el gxsh 5 e 944 AYasE A5l AR
AT A S ASE BAG T,
EE

AA}EATE ST

3) 7122 AAA P o4 5 Y8l 8742 24

4) AAAE B7H dPe4E QT AR FAS W
A& 72 A 70

5 HAARE ¥4 oA @842 A3 T
Zo] A9 gick

A7 Aol kel s o|% W A4l Wshol
b z7] e Ay ool WaHal Aol REa
% W%z, Ane A% R

4
AAHE FAANA 4 90E 558 9

ad

2
O
o



2 apzts sk 3|2 A2

s},

E
<

45 2ks Aol o

.
e g

6) A ako} 715

)=
T

o

MEEEREE

3|

2) A7} et Adejeld 22

KK
H

3) A7zt ket Abel o] o shel] of

a7] 9

oh

=

4) At} 7HE, sl taa oA o

43 ghe,

=
=

g FA o A &

&V
&

EE RS

s

d@dzdez 24

AAH, 3

~5:l.

OlEH 2

E AR

=2
—

+7) A3 o

MAE

=
a

6) 747k ke el

gakel Al Ale)

&

A vol of

]
'\__‘

5 4

7+

|

7

4

-
H

Iz

-
u

no

}

P47h A

* % E(pain), %2} al(separation anxiety), =}e}z}k

o
iy

R
i

w
w
.

)

3 A% (self-care deficit), Ala]Ake] o s}(alteration

in body image) 8} %

o, =3

A

—
[

CHARXEOf| A 7| CH =

27 3%l 23l St Fedd 4

z

7+

4

Lol 4] a2l &

e

2 872 ATt ol

o 24
1) sl 75

ol

a

2) hAAteh A& A3} dek Aol o] ofeka} W

L

3

3}E A=

« TR

el
o2
k'

3) AR} 7HEe A% 4P 2Tl

bl kel A

ol gt

=)
=

kg el 7] ol dl

s

1

ofw
» ¥

1) HAa=tet 7}

2) sk AAEE A W el ol

&

A

o
=3

3) AR} & g she] e 4

4 4 et

A+

3) AR AL A=

8 AR} AZE At

A 225 T 5 Yok

.
1) e 7=

K-R
]

I
=0

A
i

-

g

W

oj

=
2

7) A7 Ael7h e v e Al T

=

ek

o] A

o] 712} gieh.



B Bl A 2F A A
12) 42k} 7hEoll Al 7 Belol Lo A 43 7]

13) H4ol4 o2 $71% W] ok abas)
Az 21 AR 2.2 7150

14) S 4Abe] S5 S5 AR Aol 27 3k0] 2t
3 % 37kt

15 AAAde] $HEAE 243 2 THE

2
=S
AL s ALE +H e
CHAIREOIIH| 7| CHEl = 2ot

e A4
1) e 4hsk 7k
SEREX

2) ==} 7t

okt

3 Aol AA 75l = A

[
RS I
do (ot rfo
£ o

A2} A 2ol o] 2H Tl of

al 4= e,

3) Hsh A2 e AZTHU Aol A Ao
A8 A 4ge Aot

4 BigAst ShEe 1S A48 AR TEY 2
R EEEE R L

5) AR HES 5%e FAsE TeA A2dA

B4 24 F A9

6) thdAtst 7152 Ay Aelol glo] HAAHq 57
ol FoAE AL

o7l

D 715 742 §4 247 387 <] A=
£ A AAA AH AAE AFEo) A A
< Al ¥l

2) A 7t R Ao Bo A S whe gHA

3) 7HE FALAF ALY I FFAAFAY 2
9 4 Ak

g KN

1) At 2L 3| 5-80] F7hgch

2) AAAbe Ay, g ek 4ol g Ak AlAH
Alef A qb-g-ol Aol A At AL glet

3) AR e Fol A glol 3 B3t}

4) Ao} hEe] B Hor F¥y AAE wal
o}

5) dlAaAtel 71 &2 7ks AR WAl 2 A4, F

7}shed] 3ed gk

—100—

6) o =2k 7}4,‘——?: A deoh dadd 25 AAdE
o &3 Y Es

7) kALt 7H S 2

8) thdAtet 7HE2
g Y5 AT

9) sfdAtst 7t *E
Ho AAE o "J%}% %732‘. 225 24

24 44E F 99,
7 AR Wit $F Aol A

b3 Ak sl Ak} shEe] A, 24k A g, obF
7] ool HwbA oy ARE olasle HASEE =

A get,
o238 =4

2AREe dAAE FIH U AR AoE
Wk, o aAbstel B2k WA ak7] @l ol e
7l e AASE S5 ARl ek 23 FA
4} Fo] 2B AT s s

oz AT E §7] Aal ALH}

d:
ofi

11
N
™

-—

fr e oy

M2 ooy

N
N
»
=

o
X
+
B

S
Ql
ok
2
i
olo

==

o AT A

1) A} 7hEel Aol A A4 AP 25
Alzel ¥ AE, 250 B3t AA FHol B
% HEE 44 B

2) 48 wA g dA ol Bs) 25 Wekeh,

3) Agol AAFEF 25 2287 A8 kA 7}
23} Yzeled AR Aee

) AR 2EA Aot 2EALE 8] Zula)
5 o 4ast Sh 5ol H 2 g Ak

5) ARl S FUE 25 4+ Yk 5L A
ek,

6) Shakalst &) A g A kol clakAtst Aol
A AANES A2 E A SRt

7) 2Edz) 243 B E A AR AES F
£o},

8) H= 7t lm) Q= ehalol oI} BA A 22 & A A

&g A4 ek,

9) A3 2ol 171 FAIE A gt

0) 243 oA Fabe A abAE Dadhd HA

:



3= A2d

&}
1

=1

23S
A7 e 7B AU

!

I3
i

H

A 3}

2] 7]# 2 o} &3} o] & FtsAdol 9

et

gt
H 7Hg

s

2
ES

=g

b Aol 92
A <)

g
=
&

3]

o |
o? E3 s 3 = e =
" il ] A fal X i 3 o e c) £
ey N X ~ <0 " oiad 50 br ~
* > L3 e ol T Y 2 -y N up =
) K I o . = A i
=7 &M ,_W_ N Mr ap T 7! o & e
.ﬂ ! o w5 :._ S - &* & o ]
™ N T T B A = z
i e T LT OF N N L
o o ~ = o ofw " o o X o
= M OMI W wu LA Lﬂ N S Y o_w
| 3 . s
b 2 oW e S ¥ W W
T i R T & 2 2x i
’ + " To ofy oo A = I S - Lo X
e . o Ne X TRE L = T 3 T o
o B e xRN K cw N L B A
N o — \.ﬁ ) =<0 ‘ul ) X K ~ K
~ F o 7 o oo o o W . o [\l R
X K @ o How N LT RER S LT o o) o)
ET . N z\:- B H| TR E, QT. |7r l?ﬂ = ey .__._ .ﬁﬂ i_u . i
o .,ﬁ_x o W 0N RN oM o iﬂ ir me N o W o = = L.
Jo o . S = T NoEe N
e M - S G qOE = ol ol =
WM = NOR O 7 ~ ~ w o GU N 7 \.AW WXM ._,_AH M sy m N M M&M ¥ M ®
x kH z%a%a%ﬂﬂom%AJJLO%Lﬁ_w = X XA RE
X ~ Jd«%W»Tm&d%ﬁ%sﬂuW N X = T X R
™~ N N w o | il L :
N - IS o AR F R ETFT T
. ~t — ~—~ o~ e —~ —~ —
s & B & 33 2 2 a @
(W]
O ) o e e -~
B (it N 3 To —_—
i o < Jp
& o T, 0 = o i L_c T 4+ )
] o = o — & ® ol 2 K3
T w * = = oo =~ o
7 i3 %Y oroz toiiagyotoz
o R A = ST O T R
n N £3 —_ ! 3 K ™ 1 o
= * 5 Lr? mn.v o %° .Elo B Cone w Y
T oM B WA S a2 x Apow P
[+ K o = = o o
Jlriy sy —_— ) n ) o K iy F: ] 50
o BP o] X e " — % e T 2 =
%o o w = o To M L N T Mo R 3
Mo BT T ® % oo Py T T =
e eru o R o| = o o J. MM_ | e ,am B = -
1 — — — o —_ ——
CA T S X X FREw s Rawd ok kH
B K a = ul =+ oo i [ oF A = wl F ® RN W ®
ca T O T g o T DT S e H
o op = ols o) X o : . o o .w_a ol o B oo W o W
=g H © . O_L .uu ~o dl o z.__u i z.__u . — 1H.
EIG = oy P oM Py ASE G = e L O Nr o
R~ T ETerons TR LeiT TN PN W
o il o R o T s
©H = Ponx I FEEe i3y IETREX
X = - N r X Nro® N oo N : —_ ~ X N
rAa g Mﬂo,aﬂahmo_aﬁm%@awlﬂ%%%n%w EEENES:
S 20 N~ = 7)o~\,/¢a.ﬂl%m7_|dr,ﬂﬂﬂﬁﬂﬂﬂ_.
- = S e R e B R

Alod k3] 2447 7)

Ao

Zz0o
=T

5 ek,

2) Aol &L oAt AASE 1S AW 2l

4) A2} 7
1) chabatel HEe 2

-101—



3) sl 7HEES A AU Bohha BE
37) A% Bekg A4 maleh

e

DA} 2 Az B E A AAAH L A
A3 ek,

2) AR} S5 e AdAE Ade A8 o4
.

3) 4% A7l e WEA E

NEEEREEEEESE

5) thabrts) 7hEe 259l AAA] AL o5 A
& wAA .

6) HAA} HEe AdA3 A8l e Bobeheol 3
o gk,

7 RReh SHEE o o4, A ALY A
3 AR5k A2g AL Aol dAsL Yt

& AR e ol et

2 &K

, L%, A7) BohE Fto] 2 2

lo o
oy
o
Py
-
2
R
Lo
=
2 tu
Ho
N
n
L
L3
4
i
u
o
o
L

o EA

1) A5ol4 8 AL Bz Adsta A
et

2) A2E AL ATelA $AH FA$ 445
AR e 4 g gt

3) A5 AL
44 %,

9 QAA 25 LA BAska A4 s AT 3}
g ol gt

A= B4 Agg 22Ho

5) 24 5% A% A2 Aol Aleinrl 8k
FH2YE ol ek

JiCHE= d

o234

1) 589 97tz ad] tofdich

2) QA. =z aeflo] Fojgict

3) AHAle] Hote] A& G = 2 1o
Aof gheh,

9 3rhdez gadel e AAL A5Gk

Qx4 QU

SPEEEER i%lmﬂ%ﬂq
28 AL AN

A et
10) 220} W21} malol 4 Ao A7 343
B3

MATERNAL AND CHILD HEALTH NURSING
PRACTICE STADARDS

Standard 1

THE NURSE HELPS CHILDREN AND PARENTS ATTAIN
AND MAINTAIN OPTIMUM HEALTH

Rationale

Attainment of optimum physical and psychological
health by family members is the ultimate goal of health
care. Nurses are in a. unique position to help clients
and /or families achieve this goal. Health-oriented
nursing interventions include health teaching, antici-
patory guidance, assistance in problem solving, and
identification of actual or potential health problems and

treatment and referral.
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Process Criteria

e The nurse —-

1. Takes a health history and does a physical assess-
ment using appropriate screening and assessment
tools

2 ldentifies immediate, interim, and long-term heal-
th needs of clients

3. ldentifies human responses and reactions to actual
and potential health problems

4. Formulates a plan of care in consultation with cli-
ent and /or family and with nurse experts and
other professionals as needed

5. Identifies cultural and belief systems which influ-
ence health and health practices

6. Refers health problems requiring other services to
appropriate professionals

7. Helps client and /or family resolve concerns and
problems in management of immediate, interim,
and long-term health needs

8. Assesses client and /or family readiness for learn-
ing self-care skills

9. Teaches client and /or family essential self-care
skills

10. Teaches client and /or family to detect changes in
health status

11. Provides anticipatory guidance concerning ch-
anges in health and developmental status

12. Evaluates nursing interventions with the client
and /or family on the basis of specific goal-orien-
ted client outcomes

13. Reassesses and reorders priorities with the client
and /or family, including setting new goals and
revising care plans

14. Carries out physical interventions when indicated

= 2p7hE 8E %) A2

by the client’s health and developmental needs
15. Functions as a resource person for the client and
family in the transition period between health and

illness and afterward.

Outcome Criteria

* Knowledge —

1. The client and /or family explain a concept of
health

9 The client and /or family describe health practices
which influence health status.

3. The client and /or family describe appropriate
health related treatment and rationale

4. The client describes normal developmental and
physical processes.

5. The client and/or family describe significant
health and illness cues which indicate current
health status.

* Skills—

L. The client and /or family demonstrate the ability
to perform practices essential to health mainten-
ance,

2 The client and a family member demonstrate the
ability to perform treatment measures essential to
management of minor illnesses.

» Adaptation—

1. The client’s health status is stable to improved.

92 The client and /or family demonstrate the ability
to succcessfully treat minor disturbances in health
status,

3 The client and family consistently carry out health
practices essential to health maintenance.

4. The client and family recognize cues of changes in
health status and take appropriate action.
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Standard Il

THE NURSE ASSISTS FAMILIES TO ACHIEVE AND MAIN-
TAIN A BALANCE BETWEEN THE PERSONAL GROWTH
NEEDS OF INDIVIDUAL FAMILY MEMBERS AND OPTIMUM
FUNCTING

bers to share perceptions and feelings about iliness
11. Evaluates nursing interventions on the basis of
specific goal oriented client outcomes
12. Reassesses and reorders priorities, including set-

ting new goals-and revising care plans,

Outcome Criteria

Rationale

Families seek to provide for the physical, psychologi-
cal, and cultural needs of their members. Nursing as-
sists clients and families in the attain ment of optimum
farnily relationships and family functioning. In addition,
nursing helps families achieve a balance that respects
the personal growth needs of all family members by
carrying out nursing interventions that enhance role
development. ‘

Process Criteria

¢ The nurse —

1. Collects data concerning role relationships and in-
teraction patterns of family members

2. Diagnoses alterations or disturbances in family role
relationships and family interaction patterns

3. Dignoses deficits in the provision for personal
growth needs of individual family members

4. Promotes understanding of the influence of family
relationships on health status

5. Helps family develop a plan that provides for per-
sonal growth needs for all family members

6. Provides anticipatory guidance about role and
family transitions and family interaction patterns

7. Creates opportunities and support for successful
parenting behaviors

8. Participates in or provides leadership in parent and
child support groups

9. Assesses adequacy of family support systems and
mobilizes sources of support when-indicated

10. Creates face-to-face opportunity for family mem-
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* Knowledge —

1. The client and family describe own roles and per-
sonal needs and those of other family members.

2. The client and /or family members describe family
relationships as a critical factor in fluencing health

- status,

3. The client and /or family verbalize potential for ro-

- le conflict and role strain

4. Parents and children point out successful pare-
nting behavior.

5. Parents and children peint out situations where
they need to talk together about feelings.

6. Parents and children verbalize awareness of sup-
port groups as an option for meeting their emotion-
al needs,

o Skills—

1. The client and family demonstrate the abhility to

communicate within the family.
* Adaptation—

1. The client and family carry out role transitions
without major symptoms of family dysfunction

2. Family members verbally demonstrate concern for
and awareness of personal growth needs of each
other.

3. Family members are able to express feelings and
conflict to each other

4. Each family member provides for the developmen-
tal and emotional needs of other members.

5. Parents consistently modify roles to meet the per-
sonal growth needs of self and others.

6. All family members are receiving adequate health
care.



Standard M

THE- NURSE INTERVENES WITH VULNERABLE CLIENTS
AND FAMILIES AT RISK TO PREVENT POTENTIAL DEVELOP -
MENTAL AND HEALTH PROBLEMS.

Rationale

Individuals and families at risk are particularly vul-
nerable to potential health problems. Nursing seeks to
identify individuals and families at risk. It also monitors
them and provides protective intervention either inde-
pendently or collaboratively.

Process Criteria

¢ The nurse —

1. Collects data about individuals and families at risk,
using appropriate assessment and screening tools

92 Uses knowledge of risk factors to identify indi-
viduals and families at risk

3. Monitors at-risk individuals and families for actual
and potential developmental and health problems.

4, Formulates a plan of care for at-risk management
of vulnerable clients and families

5. Intervenes therapeutically with high-risk in divi-
duals or groups.

6. Collaborates with other disciplines in treatment
and referral of at-risk clients and families .

7. Provides anticipatory guidance consistent with
identified at-risk factors. .

8. Monitors clients’ and families’ reactions to at-risk
status

9. Provides support to at-risk individuals and families

10. Teaches clients and families about at-risk situat-

ions and management
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11. Evaluates nursing interventions on the basis of
specific goal oriented client outcomes
12. Reassesses at-risk status of clients and families

and sets new goals and priorities,
Outcome Criteria

* Knowledge —

1. The client describes at-risk status and potential
physical, emotional, or developmental health pro-
blems,

2. The client and family explain strategies to prevent
or minimize potential developmental and health pr-
oblems,

3. The client and family explain the need for foll-
Ow-up care,

o Skills—

1. The client and family carry out strategies needed
to prevent developmental or health problems.

2. The client and family dernonstrate ability fo work
with other health professionals,

» Adaptation—

1. At-risk clients receive the follow-up care needed.

2. The client and family consistently con‘srnhrxicate
physical and psychological needs at appropriate
times,

3. At-risk clients and families maintain or improve

_health status.

4. The client and family manage activities of daily
living(ADL).

5. The client and family manage therapeutic strat-
egies successfully.

6. The client and family members solicit support in
stressful situations.

7. The client and family notify appropriate health
personnel when health status deteriorates.



Standard IV

THE NURSE PROMOTES AN ENVIRONMENT FREE OF
HAZARDS TO REPRODUCTION, GROWTH AND DEVELOP-
MENT, WELLNESS, AND RECOVERY FROM ILLNESS.

Rationale

Nurses have historically been concerned with the
provision of an environment which promotes health.

Hazards in the environment can jeopardize repro-
duction, growth and development, and health status.
Nurses are often in a position to detect environmental
hezards and help clients learn how to maintain a safe
environment.

Process Criteria

¢ The nurse —

1. Collects data on environmental hazards to repro-
duction, growth and development, and wellness in
institutions, homes, and communities, using avail-
able assessment tools.

2. Identifies actual and potential hazards to mainten-
ance of health

3. Monitors legislative activity related to environ-
ment '

4, Provides anticipatory guidance about environmen-
tal hazards to reproduction, growth and develop-
ment, and health status.

5. Monitors hazardous environments.

6. Administers preventive measures, e.g. immuniza-
tions, according to protocols,

7. Teaches clients and families about changes in
life-style that minimize or eliminate environmental
hazards.

8. Teaches to personnel the practices that minimize
or eliminate environmental hazards,

9. Intervenes to minimize or eliminate environmental
hazards to the client and family.

10. Supports others in their efforts to maintain safe
environments and provides positive reinforcement
and feedback.

11. Evaluates nursing interventions on the basis of
specific goal oriented client outcomes,
12. Reassesses and reorders priorities, including set-

ting new goals.

Outcome Criteria

¢ Knowledge —

1. The client and family describe environmental
hazards to reproduction, growth, and develop-
ment.

2. The client and family describe environments
which will support recovery from illness or healthy
living.

3. The client and family describe measures to elimin-
ate or control environmental hazards.

4. The client and family explain the effects of poten-
tial or actual environmental hazard on health.

5. The client and family describe changes in life-style
to avoid environmental hazards.

» Adaptation—

1. Family members participate in maintaining a safe
environment.

2. Family members carry out practices which min-
imize or e iminate environmental hazards..

3. The family monitors the environment for potential
hazards.

4. The client has a decreased incidence of health
problems due to environmental hazards.

5. The client has fewer complications due to hazards
in the hospital environment.

"6. The client demonstrates adequate growth and de-

velopment,

Standard V

THE NURSE DETECTS CHANGES IN HEALTH STATUS
AND DEVIATIONS FROM OPTIMUM DEVELOPMENT.

Rationale

Early detection of deviations in health and optimum

development and changes in health status are essential
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to the prevention of iliness. Nurses are in a unique pos-
ition to detect these changes, initiate treatment, and
promote development and health potential.

Process criteria

* The nurse —

1. Collects baseline data about health and develop-
mental status.

2. Detects subtle and significant changes in health
and developmental status

3. Diagnoses physical and psychological responses to
changes in health status and developmental sta-
tus.

4. Alters the plan of management collaboratively
with the client and family, nurse experts, and
other professionals as needed.

5. Intervenes to treat physical and psychological
responses to changes in health status and develop-
mental deviations,

6. Initiates treatment in collaboration with other
health professionals to improve health and devel-
opmental status,

7. Monitors health and developmental status follow-
ing changes or provides for monitoring by others.

8. Coordinates delivery of care when other health
professionals are involved.

Outcome Criteria

¢ Knowledge ——

1. The client and family describe significant

2. The client and family explain the rationale for
strategies required to treat changes and deviations
in health and developmental status,

3. The client and family describe resources to meet
health and developmental needs.

o Skill——

1. The client and family demonstrate the ability to
participate in evaluation of health and develop-

mental status,
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2. The client and farmily are able to carry out thera-
peutic strategies,

3. The client and family are able to communicate
about the client’s health and developmental sta-
tus.

* Adaptation——

1. The client and family act appropriately when a
change in health or developmental status is noted.

2. The family carries out the treatment indicated by
a change in health or developmental status.

3. The client has decreased incidence of serious
health or developmental problems.

4. The client has fewer complications from health or
developmental problems.

5. The client and family consistently seek health
teaching and anticipatory guidance about health
and development.

6. The client and family comply with negotiated plan

of care.
Standard V1.

THE NURSE CARRIES OUT APPROPRIATE INTERVENT-
JONS AND TREATMENT TO FACILITATE SURVIVAL AND RE-
COVERY FROM ILLNESS.

Rationale

Acute care nursing requires assessment and diag-
nosis of the physiologic and psychological reactions of
clients to illness and detection of changes in status,
Nursing interventions in the independent practice do-
main are directed toward alleviation or resolution of
problems such as pain, separation anxiety, self-care
deficit, or alteration in body image. Nursing also
provides a physical and psychological environment con-
ducive to recovery and restoration of health, Nursing
interventions in the interdependent practice domain,
carried out in collaboration with physicians, are
directed toward the alleviation or resolution of

illness-related conditions.



Process Criteria

¢ The nurse —

1. Uses data collected about physiologic and psycho-
logical responses of clients to illness to make nurs-
ing diagnoses.

2.-Identifies nursing problems related to illness in the

interdependent domain

Formulates a plan of nursing management which

supports the therapeutic regimen and prevents

complications in collaboration with the client and
family,
4. Consults with nursing specialists and other prof-
essionals as needed. '
. Carries out therapeutic interventions to facilitate
physical and psychological recovery from illness
and prevent complications
6. Initiates emergency interventions to facilitate sur-
vival.

7. Provides for the client’s basic physical needs as
indicated by health status

8. Creates opportunities for clients to exercise control
and move toward self-care and in dependence,

9, Provides physical and psychological enviroriment
conducive to recovery and achievement of health

10. Creates opportunities for family members to par-

ticipate in client’s care and provide support

11. Provides information about illness and the thera-

peutic regimen and their rationales to client and

family,

Teaches clients and families skills and knowledge

needed for home management.

Functions as a resource person for clients and fam-

12.

13.
ilies during transition from hospital to home

14. Evaluates rnursing interventions on the basis of

specific goal oriented client outcomes,

15. Reassesses and reorders priorities, including set-

ting new goals and revising plans of care.

Outcome Criteria

¢ Knowledge ——
1. The client and family explain illness and its effect
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on body functions,

2. The client and family explain the treatment and its
rationale,

3. The client and family explain the psychosocial
responses to illness of family members.

4. The client and family explain their own goals for
health care, and purpose of the nursing care plan.

5. The client and family describe factors in the physi-
cal and psychological environment which facilitate
recovery.

6. The client and family explain the importance of
progressive independence in management of ill-
ness,

o Skill —

1. Family members demonstrate strategies to pro-
vide physical and psychological support for the cli-
ent during acute illness and recovery.

2. The client and family verbalize the need for sup-
port.

3. At least one member of the family can demonstra-
te emergency measures,

+ Adaptation—

1. Clients have increased
ery.

2. The client has fewer or less severe physical and

rates of survival and recov-

psychological reactions to illness, treatment, and
hospitalization.

3. The client recovers with fewer complications.

4. The client and family demonstrate progress to
ward independent care.

5. The client and family participate in the develop-
ment, implementation, and evaluation of nursing
care planning.

6. The client and family evaluate the achievement of
their own goals with regard to illness management.

7. The client and family carry out therapeutic regi-
men,

8. The client and family take appropriate action in re-
sponse to change in health status or in an emerg-
ency. '

9. The client and family control environmental fac-
tors which enhance recovery and prevent further
illness or disahility.



Standard VI

THE NURSE ASSISTS CLIENTS AND FAMILIES TO UN-
DERSTAND AND COPE WITH DEVELOPMENTAL AND TRAU-
MATIC SITUATIONS DURING ILLNESS, CHILDBEARING, CHI-
LDREARING, AND CHILDHOOD.

Rationale

Clients of maternal and child health nurses often ex-
perience developmental and /or situational crises. Due
to the closeness of their relationships with clients,
nurses are in a unique position to practice crisis inter-
vention. Nursing interventions are designed to help
clients and families reduce or manage stress and facili-
tate a adaptive coping.

Process Criteria

¢ The nurse —

1. Collects data about client’s and family’s perception
of the situation, the amount and intensity of stress
experienced, their responses, and strengths and
weaknesses.

2. Makes nursing diagnoses of adaptive and maladap-
tive coping patterns

3. Formulates a plan collaboratively with client and
family to assist them in coping with the situation.

4. Provides information to the client and family to
prepare them for potential stressors and stress poi-
nts,

5. Assesses the ability of client and family to assimi-
late information

6. Provides support to the client and family in their
adaptive coping efforts

7. Reduces or helps them reduce or manage stress,

8. Suggests strategies for environmental support by
the family and significant others.

9, Practices crisis intervention with individuals and
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groups,

10. Refers clients with maladaptive coping patterns to
appropriate resources when indicated.

11. Evaluates the effectiveness of nursing interven-
tions based on specific goal-oriented client out-
comes.

12. Reassesses and reorders priorities, including set-

ting new goals and revising plans of care.
Outcome Criteria

« Knowledge —

1. Family members describe important aspects of a
developmental or situational crisis.

2. Family members describe the support that they
need to cope adaptively.

3. Family members describe strategies which may be
used to cope adaptively.

4. Family members describe resources which they
can use during current crisis,

o Skill—
1. Each member of the family communicates his /her

need for support.

2. Each member of the family comrmunicates his /her
need for crisis intervention,

» Adaptation——

1. The client and family demonstrate flexibility in
using coping strategies -during developmental and
situational crisis.

2. The client and family manage and reduce stress.

3. Each family member seeks and receives support
during crisis,

4. The client and family participate in developing and
evaluating nursing care plans aimed at enhancing
coping strategies,

5. The client and family demonstrate the ability to
seek and utilize information during crisis,

6. The client and family seek appropriate resources
when maladaptive coping patterns predominate.



Standard VI

THE NURSE ACTIVELY PURSUES STRATEGIES TO EN-
HANCE ACCESS TO AND UTILIZATION OF ADEQUATE HE-
ALTH CARE SERVICES.

Rationale

The quality of health of childbearing and childrearing
families depends on the availability and utilization
of adequate health care services. MCH nursing assists
clients to utilize appropriate health care services and

_resources. In addition, MCH nursing collaborates with
consumers, other health disciplines, and governmental
agencies in efforts to insure the availability and ad-
equacy of health care services,

Process Criteria

¢ The nurse —

1. Identifies available resources and their adequacy
to meet the needs of clients

2. Collects data about the degree of utilization of
health services by a client '

3. Makes nursing diagnoses about adequacy of
utilization of health care services by a client and
family

4. Formulates a plan of care to facilitate use of health
care services

5. Supports efforts of clients and /or family to make
appropriate health care decisions and choices.

6. Helps client and /or family to identify appropriate
health care services and develop strategies for
their utilization

7. Evaluates nursing interventions on the basis of
specific goal oriented client outcomes,

8. Assesses adequacy of health care services.

9. Supports or participates in appropriate action to
obtain adequate health care services and resou-

1ces.

Outcome Criteria

* Knowledge —

1. The client and family describe community resourc-
es and services,

2. The client and family explain how their goals re-
late to the goals of the community resource,

3. The client and family explain how to select and use
community resources.

4. The client and family identify a role for them-
selves in improving community resources and
services,

© Skill —

1. The client and family communicate own health
care goals.

2. The client and family demonstrate skill in decision
making,

3. The client and family demonstrate strategies for
locating and contacting community resources.

e Adaptation—

1. The client and family make appropriate health
care decisions.,

2. The client and family use community resources ap-
propriately.

3, The incidence of kept appointments is high.

4. The rate of participation with treatment regimen
is high.

5. The client and family develop meaningful goals to
guide themselves in their use of community reso-
urces,

6. The client and family participate in the evaluation
of community resources.

7. The client and family participate with other co-
nsumers, health professionals, and governmental
agencies in the development of new resources or
the improvement of existing ones.
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Standard X

THE NURSE IMPROVES MATERNAL AND CHILD HE-
ALTH NURSING PRACTICE THROUGH EVALUATION OF
PRACTICE, EDUCATON, AND RESEARCH.

Rationale

Improvement of the practice of maternal and child
health nursing depends upon a commitment of the
nurses in this field to participate in progams of prac-
tice evaluation, to acquire additional knowledge
through informal and formal education, to use new
knowledge and research findings in practice, to par-
ticipate with others in research activities, to carry
out own nursing research, and to disseminate re-
search findings. Outcomes are measured in terms of
behaviors of maternal and child health nurses,

Process Criteria

¢ The nurse —

1. Critically examines and questions accepted
modes of practice

2. Applies new knowledge to modify and improve
accepted modes of practice.

3. Systematically collects empirical data to ad-
dress nursing problems.

4. Identifies clinical nursing problems and uses the
research process to address them

5. Uses a research approach to contribute new
knowledge to maternaland child health nursing.

Outcome Criteria

e The nurse —

1. Participates in peer review programs.

2. Is involved is quality assurance programs

3. Consistently participates in continuing edu-

—=111-

2 A2+3 557 A2

cation programs in her field.

4. Obtains additional formal education and certifi-
cation,

5. Keeps in formed of and critically evaluates new
knowledge in the field

6. Disseminates new knowledge and research
findings among colleagues.

7. Applies research findings to alter established
modes of practice and to develop new modes

8. Participates in data collection and other re-
search-related activities.

9. Conducts or assists with research on identified
clinical nursing problems,

10. Reports own research findings at professional

meetings and in research publications.
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