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CHAPTER

69
Nursing care of patients with
tuberculosis
Robert J Pratt and Johan van Wijgerden

INTRODUCTION

In many regions of the world, people with TB are embarked on a

perilous journey that frequently terminates in death, either follow-

ing acute illness or at the end stage of chronic debilitating ill-

health. Nurses are able to support patients during all phases of this

journey and their interventions can make the defining contribution

to the provision of good quality care which influences the likeli-

hood of more positive patient health outcomes.

The role of the nurse in providing person-centred care to

patients with TB is reviewed in this chapter by using the experi-

ence of a patient case study. A problem-solving approach serves

as a dynamic and holistic organizing structure to assess, plan, imple-

ment, and evaluate individualized nursing care for this patient. In

addition, an international system of nursing diagnoses is illustrated

as a framework for enhancing the clarity of the nursing process.

This system also provides examples of how the most frequently

identified healthcare needs and problems identified in patients with

TB facilitate the development of a nursing care plan with appropri-

ate patient-centred outcomes and associated evidence-based

nursing interventions.

THE ROLE OF THE NURSE

The international definition of nursing,1 shown in Box 69.1,

describes a range of activities that illustrate the uniqueness and core

essence of the contribution by nurses to meaningful and effective

healthcare. Without competent nursing management, the care

and treatment of people with TB will be substantially impoverished

and their chances of recovery diminished.

Patients with TB are cared for in a variety of settings, including

acute care facilities, outpatient departments, TB and respiratory

medicine clinics, and specialist primary and community care TB

services. Many patients will need to access care in all of these envir-

onments at one time or another during the course of their illness.

Thus, for example, patients are frequently admitted to hospital

for investigation, diagnosis, and initiation of treatment and, follow-

ing discharge, they receive continuing care from community and

primary TB services. Most patients are predominantly cared for

in the community. Nurses provide much of the ongoing care rele-

vant to each patient during the different stages of their illness and in

all healthcare settings. Furthermore, nurses in TB clinics and other

services frequently manage and coordinate an indispensable hub of

multidisciplinary care and support. Nurses also act as advocates and

guides for patients journeying through the complexities of modern

multiagency healthcare services.

In addition, through communication, nurses can instruct the

patient, relatives, and the community in the nature of TB, thereby

encouraging early presentation for diagnosis and compliance with

anti-TB treatment regimens, and to reduce the stigmatizing effects

of the disease, particularly in regions where TB is associated in local

beliefs with HIV infection.

PERSON-CENTRED CARE

The nursing process has evolved during the past several decades

and is now used by nurses throughout the world as an organizing

framework for providing individualized person-centred care. This

process is cyclical and ongoing and is generally used in conjunction

with various theoretical nursing models or philosophies.2 The

stages of the nursing process are holistic, in the sense that each stage

is intimately interconnected with the other stages and is explicable

only by reference to the whole. This process, similar to those used

in problem-solving and scientific reasoning, incorporates assess-

ment, diagnosis, planning, implementation, and evaluation phases

(Fig. 69.1).

NURSING ASSESSMENT

There are two components to a comprehensive nursing assessment.

The first component is a systematic collection of subjective

(described by the patient) and objective (observed by the nurse)

assessment data. This is done by taking a nursing health history

and examining the patient. Detailed guidelines on conducting

nursing health assessments are widely available,3 and Box 69.2 pro-

vides an abbreviated format of the assessment.

The second component of the nursing assessment is an analysis

of the data and its use in a meaningful way to formulate an easily

understandable and precise nursing care plan. One way this can

be done is by making use of nursing diagnoses to plan and evaluate

patient-centred outcomes and associated nursing interventions.

NURSING DIAGNOSES

Nursing diagnostic statements are clinical judgements about indi-

vidual, family, or community responses to actual or potential health

problems and life processes,4 and are the logical culmination of the
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analysis of the assessment data. They include a description of the

functional behaviours that can be improved through nursing inter-

ventions and the causative factors of those aspects of patient beha-

viour that nurses need to improve or influence. There are two

ways to formulate a nursing diagnosis. A two-part system consists

of the nursing diagnosis and the related to statement, with the latter list-

ing those aetiological factors relevant to the diagnosis. A three-part

system, known as the PES (problem–etiology–symptoms) system

(Table 69.1), includes the above, plus a statement of the defining

characteristics which are the various signs and symptoms identified

during the nursing assessment and used to make the diagnosis.

To take an example, a patient with active pulmonary TB could

be diagnosed with hyperthermia related to infection, disease, dehy-

dration, and an increased metabolic rate and with defining character-

istics including fever (core body temperature elevated at least

0.8–1.1�C) above the person’s normal temperature (> 38�C), or
hyperthermia (body temperature > 40�C) with flushed or hot skin,

increased respiratory rate, and tachycardia.

In another example, the analysis of the nursing assessment data

may indicate a diagnosis of ‘ineffective therapeutic regimen manage-

ment’, defined as a daily programme of life-incorporating treat-

ment of the illness that fails to meet the necessary specific health

goals.5 In the patient described in the case study presented below,

the defining characteristics (signs and symptoms) associated with the

diagnosis of ineffective therapeutic regimen management include

choices of daily life style inadequate for meeting goals of antiretro-

viral and (potentially) anti-TB treatment, admission by the patient

that he did not take action to include the treatment regimen in

his daily routine, and his admission of difficulty with following

the prescribed drug regimen. The related factors (aetiology) include

a lack of understanding of his illness and treatment, the complexity

of the drug regimen, homelessness, and a chaotic lifestyle.

In the most widely used system, the North American Nursing

Diagnosis Association-International (NANDA-International),5 pro-

vision is made for five categories of diagnosis, listed in Table 69.2.

The formulation of a nursing diagnosis as a standardized state-

ment for expressing the results of the assessment of the problems

and needs of a patient provides a uniform way of identifying,

describing, focusing on, and dealing with the problems and needs

and is an ideal framework on which to base the nursing process.

Once identified and documented, the nursing diagnosis provides

direction for the remainder of the nursing process. Today, standar-

dized nursing diagnostic statements continue to evolve into dynamic

conceptual systems that guide the classification of nursing diagnoses

into a widely used international one.5,6 By using nursing diagnoses

and standardized descriptions of nursing interventions and patient

outcomes, nurses around the world are enabled to use the same

language to systematically document their work with patients,

families, and communities.6

PLANNING CARE

Following the assessment and the formulation of the nursing diag-

nosis, a plan of care is developed in partnership with the patient.

As patients usually have multiple diagnoses, these must be
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Fig. 69.1 The nursing process. International Council of Nurses. Definition
of Nursing. ICN website accessed January 10, 2007. [http://www.icn.ch/
definition.htm]

Box 69.2 Nursing assessment

At interview, verifiable data from the primary source (patient) and

secondary sources (family, healthcare professionals, medical records)

are elicited.

Nursing health history
� Biographical information
� Reasons for seeking healthcare
� Patient expectations
� Present illness or health concerns
� Health, family, environmental, and psychosocial history
� Spiritual health
� History of allergies, dietary restrictions, relevant medical history.

Physical examination
� Vital signs records
� Other objective measurements made, e.g. height, weight, sputum,

cough, diaphoresis
� Examination of all body systems in a systematic manner.

Box 69.1 International definition of nursing

Nursing encompasses autonomous and collaborative care of individuals

of all ages, families, groups and communities, sick or well and in all

settings. Nursing includes the promotion of health, prevention of illness,

and the care of ill, disabled and dying people. Advocacy, promotion of a

safe environment, research, participation in shaping health policy and in

patient and health systems management, and education are also key

nursing roles.

International Council of Nurses.1

Table 69.1 Three-part PES diagnostic statement
4

P (Problem) E (Etiology) S (Symptoms)

The nursing
diagnosis (label); a

concise term or

phrase that

represents a

pattern of related

cues

The related to factors,

i.e. the related causes

or contributor to the

problem

Defining
characteristics
statement,

summarizing

symptoms

identified during

the nursing

assessment
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prioritized when developing the care plans. Thus, for example, imme-

diate severe respiratory problems which may be life-threatening have

a greater priority than many other patient problems and needs. There

are two aspects to the development of the care plan: formulating

measurable outcomes and planning nursing interventions.

Outcomes
Outcomes describe individual, family, or community states, beha-

viours, or perceptions measured along a continuum in response to

nursing interventions.7 There are twomethods of developing relevant

and appropriate outcomes. They can be selected from the set of stan-

dardized patient outcomes in the Nursing Outcomes Classification,7

or, as demonstrated in the care plan described below, individualized

patient outcome statements relevant to the nursing diagnosis can be

developed. Outcomes incorporate a time frame for achievement

and, as they are the criteria used for evaluation, an indication of how

achievement will be measured is described in the care plan.

Nursing interventions
Once outcomes have been developed and agreed, nursing interven-

tions that facilitate their achievement are planned and implemented.

Planning and using nursing interventions based on good quality

evidence of effectiveness is of importance to ensure that the desired

outcomes of care are achieved. Identifying, appraising, and incorpor-

ating the best currently available research into evidence-based nursing

practice promotes clinically effective quality care.

As in the case of nursing diagnoses and outcomes, a comprehen-

sive set of standardized nursing interventions, known as the

Nursing Intervention Classification, has been developed,8 and is

linked to both the NANDA-International diagnoses and the

Nursing Outcomes Classification referred to earlier.

Outcomes of care and associated nursing interventions that have

been developed in collaboration with the patient provide a clear

structure for the effective audit of nursing practice, facilitate better

patient adherence to therapeutic regimens, and keep the patient at

the centre of the care process.

IMPLEMENTATION AND EVALUATION

The care plan is then implemented and all interventions and

responses are carefully documented. The outcomes of care are

evaluated on a regular basis and care is re-planned as necessary.

USING A NURSING CARE PLAN

The use of a nursing care plan is best illustrated by a case study.

The one presented here is based on the experience of Jason,

a patient who requires in-patient care and further support in the

community, and illustrates the development of a patient-centred

nursing care plan that incorporates those diagnoses, outcomes,

and interventions frequently identified and developed for patients

with active pulmonary TB, the commonest form of the disease

seen in clinical practice. More comprehensive examples of devel-

oping care plans by using nursing diagnoses, patient outcomes,

and nursing interventions are described in standard nursing text-

books,4,5,7,8 and an online care plan constructor is available from

the evolve website (http://evolve.elsevier.com/ackley/ndh).

CASE STUDY

Jason is a 26-year-old homeless man who presented to the accident

and emergency department of his local hospital complaining of

a constant cough, haemoptysis, low-grade intermittent fever, and

night sweats for the past month. He states that he has been progres-

sively unwell for the past 6 months, during which time he has lost a

considerable amount of body weight and has become increasingly

fatigued and anxious. He smokes 40 cigarettes a day and states that

he is an alcoholic. Jason has a past history of injecting drug use.

Two years ago he was treated for pneumonia caused by the fungus

Pneumocystis jiroveci. On testing, he was found to be infected with

human immunodeficiency virus (HIV) and was started on antiretro-

viral treatment, but he stated that he rarely took his prescribed HIV

medications and had not taken any medication for the past 2 months.

Jason appeared acutely ill and he was admitted for investigation

and treatment. His blood pressure was low, but within normal limits,

and he had a low-grade fever and some dyspnoea. He was coughing

and sounded congested and said he was too weak to cough up respi-

ratory secretions. Because his presentation clearly suggested a respira-

tory infection, a chest radiograph was taken and a specimen of his

sputumwas sent to the laboratory for microscopy and culture. Blood

samples were obtained for assessment of his plasma HIV RNA level

(viral load) and CD4þ T-lymphocyte cell count. He was admitted

to a respiratory isolation room and infection prevention precautions

were taken to prevent nosocomial transmission of airborne micro-

organisms. On his second in-patient day, the laboratory reported

a large number of acid-fast bacilli in his sputum, a peripheral blood

CD4þ T-lymphocyte cell count of 400 cells/mm3 and a high HIV

viral load. He was therefore diagnosed as having active HIV-related

pulmonary TB and he was started on anti-TB therapy.

Table 69.2 Categories of nursing diagnoses
5

Category Refers to statement

about –

Example (diagnosis)

Actual

diagnosis

A health problem that

has been identified, i.e.

actually exists and will

benefit from nursing

intervention

Fatigue due to advanced

TB and malnutrition

Risk

diagnosis

Health problems that the

patient is at a higher than

normal risk of

developing in the near

future

Ineffective airway

clearance related to

decreased energy as

manifested by an

ineffective cough

Possible

diagnosis

Health problem that the

patient might actually

have but which cannot

be confirmed until more

information is obtained

Risk for infection due to

underlying TB related to

immunosuppression

and advanced disease

state

Syndrome

diagnosis

A cluster of nursing

diagnoses seen together

Risk of the relocation

stress syndrome due to

transfer to a long-term

chronic infectious

disease facility

Wellness

diagnosis

An aspect of the patient

at a high level of

wellness

Effective therapeutic

regimen management

due to excellent

adherence to anti-TB

therapy

North American Nursing Diagnosis Association – International

(NANDA-I). Nursing Diagnoses: definitions and classification, 2007–

2008. Philadelphia: NANDA; 2007. 343 pp.
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Jason’s nursing assessment was completed and an analysis of the

assessment data indicated the following initial nursing diagnoses:

1. ineffective therapeutic regimen management;

2. risk for infection;

3. fatigue;

4. impaired gas exchange;

5. ineffective airway clearance;

6. imbalanced nutrition;

7. hopelessness; and

8. ineffective health maintenance.

A discussion with Jason resulted in agreement on beneficial

health outcomes and the related interventions needed to achieve

these goals. These were then incorporated into an initial nursing

care plan (Table 69.3).

Because of potential problems with interactions between antiretro-

viral and anti-TB drugs, the physician decided not to recommence

antiretroviral therapy until Jason had successfully completed his

anti-TB treatment. The most frequent drug interactions are seen

between rifamycins (rifampicin, rifabutin) used to treat TB and both

protease inhibitors and non-nucleoside reverse transcriptase inhibitors

Table 69.3 Care plan

Nursing diagnosis 1 Ineffective therapeutic regimen management

Definition Pattern of regulating and integrating into daily living a programme for treatment of illness and its sequelae that is

unsatisfactory for meeting specific health goals

Defining characteristics Choices of daily living ineffective for meeting goals of anti-TB treatment, the statement of the patient that he did not take

action to include his antiretroviral treatment regimen in daily routine and that he had difficulty with following the prescribed

drug regimen

Related factors

(aetiology)

Limited understanding of the disease and its treatment, complexity of the drug regimen, homelessness, and chaotic lifestyle

Outcomes

(criteria for evaluation)

Patient will (time frame to be specified):
� Discuss reasons for non-adherence, e.g. satisfaction with current lifestyle and readiness for change, understanding

of importance of treatment regimen, support from social services, adequate finances for travel to attend clinic appointments
� Accept and cooperate with the administration of his medications while in hospital and for community service arrangements

for directly observed anti-TB therapy when discharged from hospital
� Attend all clinic follow-up appointments
� Sputum microscopy negative for AFB within 2 weeks of care plan being implemented

Interventions � Review self-management strategies and related outcomes
� Provide appropriate and relevant educational support to patient to reinforce his understanding of the need for adherence to

his anti-TB therapy and antiretroviral treatment when it is recommenced
� Review methods of contacting health provider(s) for changes in medication regimen and/or method of incorporating

the regimen into activities of daily living
� Help patient to arrange daily schedule to adhere to directly observed treatment (DOT) arrangements and to attend clinic

follow-up appointments
� Refer patient to social services for relevant benefits and help with accommodation
� Refer patient to appropriate support groups, e.g. Alcoholics Anonymous (AA) for help with desired lifestyle changes
� Refer patient to HIV/AIDS support organization for group assistance in adherence to antiretroviral therapy when recommenced
� Record the effectiveness of managing the anti-TB drug regimen

Nursing diagnosis 2 Risk for infection

Definition At increased risk for being invaded by pathogenic organisms (and opportunistic infections). Potential risk for nosocomial

transmission of Mycobacterium tuberculosis
Related factors

(aetiology)

HIV-related immunosuppression further exacerbated by active pulmonary disease process. Sputum microscopy positive for

acid-fast bacilli, possibility of multidrug-resistant organisms, productive cough and poor cough hygiene, presence of

pulmonary lesion on radiograph

Outcomes

(criteria for evaluation)

� Respiratory isolation and infection control precautions effective in preventing nosocomial transmission of M. tuberculosis to
healthcare personnel, patients, and visitors

� Decreasing infectivity resulting from anti-TB therapy
� Cooperation with consistent cough hygiene measures

Interventions � Implement respiratory isolation, i.e. assign to monitored negative pressure room
� Administer anti-TB therapy
� Provide appropriate and relevant educational support to patient to facilitate his understanding of the need for

adhering to respiratory isolation and using cough hygiene measures
� Implement appropriate infection prevention precautions for airborne transmitted microorganisms (described in detail

in Chapter 68)

Nursing diagnosis 3 Fatigue

Definition An overwhelming and sustained sense of exhaustion and decreased capacity for physical and mental work at usual level

Defining characteristics Inability to restore energy even after sleep, lack of energy or inability to maintain usual level of physical activity, increase in

rest requirements, tiredness, inability to maintain usual routes, complaints of an unremitting and overwhelming lack of

energy, lethargic or listless, perceived need for additional energy to accomplish routine tasks, compromised concentration,

lack of interest in surroundings, introspection, decreased performance, compromised libido, drowsiness, feeling of guilt for not

keeping up with responsibilities, inability to concentrate, weakness

Related factors

(aetiology)

Sleep deprivation (due to constant coughing and breathing difficulties), malnutrition, poor physical condition, disease state

(active pulmonary TB), and advanced HIV disease

714

SECTION

7 CLINICAL MANAGEMENT OF TUBERCULOSIS

B978-1-4160-3988-4.00069-X, 00069

Schaaf_&_ Zumla, 978-1-4160-3988-4



Comp. by: DuAnitha Stage: Revises3 ChapterID: 0000850451 Date:5/2/09 Time:18:58:50

Outcomes

(criteria for evaluation)

Patient will (time frame to be specified):
� Identify potential factors that aggravate and relieve fatigue
� Report increased energy and improved well-being
� Use an energy conservation plan to offset fatigue
� Use an energy restoration plan to offset fatigue

Interventions � Assess severity of fatigue, activities and symptoms associated with increased fatigue, ability to perform activities of daily

living (ADL)
� Evaluate adequacy of nutrition and sleep patterns
� Determine with colleagues whether there are physical or psychological causes of fatigue that could be treated,

e.g. depression, medication effect
� Provide assistance with ADL as needed
� Gradually mobilize the patient as disease state improves
� Refer to nutritionist/dietitian for nutritional assessment

Nursing diagnosis 4 Impaired gas exchange

Definition Excess or deficit in oxygenation and/or carbon dioxide elimination at the alveolar–capillary membrane

Defining characteristics Visual disturbances, dyspnoea, abnormal arterial blood gas levels, hypoxia, irritability, sleepiness, restlessness, hypo- or

hypercapnia, tachycardia, cyanosis, abnormal skin colour (pale, dusky), hypoxaemia, headache on awakening, abnormal rate,

rhythm, and depth of breathing, diaphoresis, abnormal arterial blood pH, nasal flaring

Related factors

(aetiology)

Ventilation–perfusion imbalance, alveolar–capillary membrane changes

Outcomes

(criteria for evaluation)

Patient will (time frame to be specified):
� Demonstrate improved ventilation and adequate oxygenation as evidenced by blood gas levels within normal

parameters for that patient
� Maintain clear lung fields and remain free of signs of respiratory distress
� Report understanding of oxygen supplementation and other therapeutic interventions

Interventions � Monitor:
� Respiratory rate, depth, and effort, including use of accessory muscles, nasal flaring, and abnormal breathing

patterns
� Patient’s behaviour and mental status for the onset of restlessness, agitation, confusion, and lethargy
� Oxygen saturation continuously by means of pulse oximetry
� Arterial blood gas results

� Observe for:
� Cyanosis
� Signs of psychological distress, e.g. anxiety, agitation, insomnia

� Assist with deep breathing exercises and encourage patient to perform controlled coughing
� Administer humidified oxygen as ordered by the physician through an appropriate device, e.g. nasal cannula or

Venturi mask (aim for oxygen saturation level of 90%)
� Teach the patient:

� How to perform pursed-lip breathing and controlled diaphragmatic breathing, and how to use the tripod position
� How to use pulse oximetry to note improvements in oxygenation with these breathing techniques
� The importance of not smoking tobacco

� Refer the patient to a physiotherapist for breathing exercises and controlled coughing
� Refer the patient to smoking cessation services to help the patient stop smoking tobacco

Nursing diagnosis 5 Ineffective airway clearance

Definition Inability to clear secretions or obstructions from the respiratory tract to maintain a clear airway

Defining characteristics Dyspnoea, diminished breath sounds, orthopnoea, adventitious breath sounds (rales, crackles, rhonchi, wheezes), ineffective

or absent cough, sputum production, cyanosis, difficulty vocalizing, wide-eyed, changes in respiratory rate and rhythm and

restlessness

Related factors

(aetiology)

Tobacco smoking; retained respiratory secretions, excessive mucus, secretions in bronchi, exudates in alveoli

Outcomes

(criteria for evaluation)

Patient will (time frame to be specified):
� Demonstrate effective coughing and clear breath sounds and be free of cyanosis and dyspnoea
� Maintain a patent airway at all times
� Relate to methods for enhancing secretion removal
� Understand the significance of changes in sputum to include colour, character, amount, and odour
� Identify and avoid specific factors that inhibit effective airway clearance

Interventions � Monitor:
� Breath sounds, respiratory rate, depth, and effort of breathing
� Patient’s behaviour and mental status and note the onset of restlessness, agitation, confusion, and lethargy
� Oxygen saturation continuously by means of pulse oximetry
� Arterial blood gas results

� Observe for sputum, noting colour, odour and, volume
� Assist with deep breathing exercises and encourage patient to perform controlled coughing
� Encourage the patient to use an incentive spirometer

(Continued)
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Table 69.3 Care plan—(cont’d)

� Position patient to optimize respiration, e.g. head of bed elevated 45� and repositioned at least every 2 hours or, in the case of

unilateral lung disease, alternate a semi-Fowler’s position with a lateral position (with a 10�–15� elevation and ‘good lung down’)
for 60–90 minutes

� Provide postural drainage
� Refer patient to physiotherapist for postural drainage, percussion, and vibration as ordered by the physician
� Take infection control precautions to prevent nosocomial transmission of M. tuberculosis when assisting patient with airway

clearance, i.e. patient to be in automatically monitored negative pressure isolation room and healthcare staff to

use personal respiratory protection correctly (see Chapter 68)
� Assist with clearing secretions from pharynx by offering tissues and gentle suction of the oral pharynx if necessary
� Administer oxygen if and as ordered by the physician
� Administer prescribedmedications, e.g. bronchodilators and inhaled steroids, and observe for side effects, e.g. tachycardia or anxiety
� Provide oral care every 4 hours (using a soft toothbrush)
� Encourage activity and ambulation as tolerated. If unable to ambulate the patient, turn in bed from side to side at least every

2 hours

Nursing diagnosis 6 Imbalanced nutrition: less than body requirements

Definition Intake of nutrients insufficient to meet metabolic needs

Defining characteristics Body weight < 20% under ideal weight, pale conjunctival and mucous membranes, sore, inflamed buccal cavity, reported or

evidence of lack of food, reported inadequate food intake less than recommended daily allowance (RDA), lack of interest in

food, capillary fragility, diarrhoea, hyperactive bowel sounds, misinformation

Related factors Inability to ingest or digest food or absorb nutrients because of biological, psychological, or economic factors

Outcomes

(criteria for evaluation)

Patient will (time frame to be specified):
� Progressively gain weight toward desired goal
� Achieve a weight within the normal range for height and age
� Recognize factors contributing to underweight
� Identify nutritional requirements
� Consume adequate amounts of food
� Be free of signs of malnutrition

Interventions � Monitor:
� For signs of malnutrition
� Weight, by weighing the patient daily in acute care and weekly in extended care under the same conditions
� State of oral cavity – provide good oral hygiene before and after meals

� Determine healthy body weight for age and height
� Refer patient to a dietitian for complete nutritional assessment if 10% under healthy body weight or if rapidly losing weight
� Observe the ability of the patient to eat (time involved, motor skills, visual acuity, and ability to swallow various textures of food)
� Provide companionship at mealtimes to encourage adequate nutritional intake
� Offer small quantities of food, served in an appetizing fashion, at frequent intervals
� Provide nutritional supplements as prescribed
� Administer antiemetics and analgesics as prescribed and as needed before meals

Nursing diagnosis 7 Hopelessness
Definition Subjective state in which the patient sees limited or no alternatives or personal choices available and is unable to mobilize

energy on his or her own behalf

Defining characteristics Passivity, decreased conversation, decreased emotions, verbal cues (e.g. saying ‘I can’t’, or sighing ‘I’ll never’ or ‘there is no

future’), closing of eyes, anorexia, decreased responses to stimuli, increased/decreased sleep, lack of initiative, lack of

involvement in care, passively allowing care, shrugging in response to speaker, turning away from speaker, reporting feeling

lost, unable to cope, abandoned

Related factors Abandonment, prolonged restriction of activity creating isolation, loss of beliefs in transcendent values/God, long-term stress,

failing or deteriorating chronic physiological and/or psychological condition, negative life view, perception of demands that

overwhelm personal resources

Outcomes

(criteria for evaluation)

Patient will (time frame to be specified):
� Discuss feelings and participate in care
� Make positive statements (e.g. ‘I can’ or ‘I will try’)
� Set themselves goals
� Make eye contact with, and focus on, the speaker
� Maintain appropriate appetite for age and physical health
� Sleep appropriate length of time for age and physical health
� Express concern for other people
� Initiate activity

Interventions � Explore patient’s definition of hope and assist in identifying sources of hope
� Monitor potential for suicide and, if appropriate, refer patient to psychiatric services
� Assist patient in identifying reasons for living
� Determine appropriate approach to supporting the patient based on the underlying condition or situation contributing

to feelings of hopelessness, e.g. progressive chronic ill health, social circumstances, loneliness
� Assist with problem solving and decision making
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used to treat HIV disease. Because of the increased risk of peripheral

neuropathy, caution is also warranted if patients are taking isoniazid

and the antiretroviral drugs stavudine or didanosine. Both rifampicin

and isoniazid, as discussed in Chapter 59, are essential first-line anti-

TB drugs, making it difficult to effectively treat both TB and HIV

disease simultaneously.

In Jason’s case, it was felt safe to postpone re-starting antiretroviral

therapy as his CD4þ T-lymphocyte cell count was over 350

cells/mm3. Had Jason had a CD4þ T-lymphocyte cell count between

100 and 200 cells/mm3 it is likely that his antiretroviral therapy would

have resumed after 2months of anti-TB treatment or as soon as possible

if the CD4þ T-lymphocyte cell count was less than 100 cells/mm3.9

While this case report refers to HIV-related pulmonary TB, the

same principles of nursing apply to all types of the disease, including

non-pulmonary manifestations, with the latter also requiring specific

management of, for example, orthopaedic, neurological, genitouri-

nary, and dermatological problems in appropriate care settings.

CONCLUSIONS

Although all patients are different, those with active TB frequently

experience a range of common health problems. The nursing

response to patients with these problems is not a haphazard activ-

ity but rather a systematically planned approach based on the

analysis of good quality patient assessment data. This in turn

drives the development of relevant nursing diagnoses, patient

outcomes, and nursing interventions. The use of international

classifications for nursing practice to depict patient phenomena

and associated nursing interventions and outcomes provides a

shared terminology to describe the elements of nursing practice.

As TB occurs throughout the world, and as nursing science con-

tinues to evolve in different parts of the world, the principle of

the nursing diagnoses as an organizing framework for caring for

patients with this disease is ideal. It allows nurses wherever they

work to compare practice across clinical settings, patient popula-

tions, geographical regions, or time. The nursing care plan

described in this chapter is not meant to be all-inclusive but sim-

ply to demonstrate how it might be used in any patient setting.

Further resources to support the use of nursing diagnoses are

listed in the references.

Preventing the nosocomial transmission of Mycobacterium

tuberculosis in all healthcare environments is an important role

for professional nurses. Evidence-based infection prevention and

control measures for minimizing this risk are describe in detail

in Chapter 68.
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� Assist the patient to look at alternatives and to set goals important to him or her
� Encourage patient to participate in group activities
� Teach alternative coping strategies
� Refer patient to a relevant support group
� Use humour as appropriate
� Encourage the family and other people important to the patient to express their care, hope, and affection for the patient

Nursing diagnosis 8 Ineffective health maintenance

Definition Inability to identify, manage, or seek out help to maintain health

Related factors (r/t) Ineffective family coping, perceptual–cognitive impairment (complete or partial lack of gross and/or fine motor skills), lack of

significant alteration in communication skills (written, verbal, and/or gestural), unachieved developmental tasks, lack of

material resources, dysfunctional grieving, disabling spiritual distress, inability to make deliberate and thoughtful judgements,

ineffective individual coping

Outcomes

(criteria for evaluation)

Patient will (time frame to be specified):
� Discuss fear of health regimen or blocks to implementing it
� Follow mutually agreed healthcare maintenance plan
� Meet goals for healthcare maintenance

Interventions � Assess:
� The patient’s feelings, values, and reasons for not following the prescribed plan of care
� Family patterns, economic issues, and cultural patterns that influence adherence to the medical regimen

� Help the patient to determine how to arrange a daily schedule that incorporates the new healthcare regimen, e.g. taking

medication, diet, clinic appointments, supervised therapy
� Refer the patient to social services for economic and housing support
� Identify relevant support group to provide adherence support for patient, i.e. a ‘buddy support system’
� Help the patient choose a healthy lifestyle, e.g. cessation of cigarette smoking and alcohol abuse

Adapted from Ackley & Ladwig’s Nursing Diagnosis Handbook.4
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