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Abstract

It is known that the use of classification systems in nursing care is beneficial in the context of creating and using stan-
dard language in nursing, evaluating and increasing the quality of nursing care, and creating evidence for nursing care.
NANDA-I taxonomy is the most widely used in nursing. It is recommended to use NANDA-I with nursing intervention
classification interventions and nursing outcomes classification indicators. Despite the many possible benefits that this
system, called NNN, can provide, it is known that it is not used effectively by nurses and is believed to be complex, and
therefore, its potential benefits cannot be proven. This study was carried out to explain the NNN system through the
story of a case diagnosed with bipolar disorder and to set an example for the use of this system in the nursing process
applied in the field of psychiatry. In addition, possible difficulties that may prevent the use of the NNN system in psychi-
atric nursing are discussed in the study. In this way, with the increase in the frequency of use of classification systems
in practice, it will be possible to develop nursing care and to determine the effects of care on patient outcomes. The
knowledge gained in this way will enable the development of evidence-based practices in nursing.

Keywords: Classification systems in nursing; NANDA; NIC; NOC nursing care.

he concept of the nursing process, which was first used in

nursing in 1955, developed over time and turned into a
five-step structure that is frequently used today." This system
abbreviated as ADPIE, assessment (A), diagnosis (D), planning
(P), implementation (I), and evaluation (E) stages. The NNN
system, which provides a systematic approach and standard
to nursing care, includes the nursing diagnosis classification
system (NANDA-I), nursing intervention classification (NIC)
and nursing outcomes classification (NOC). In studies, it is
stated that the appropriate use of the NNN system is benefi-
cial in the context of creating and using a standard language
in nursing, evaluating and increasing the quality of nursing
care, and creating evidence for nursing care, and its use is rec-
ommended.?*

The first element of the system, NANDA, it is a group of nurse
theorists, educators, and practitioners working in the United

States (USA) and Canada, established in 1973 to create a com-
mon language and classify nursing diagnoses. The process
that this group started with 86 nursing diagnoses progressed
with meetings held every 2 years and the first classification
system was formed in 1986. In addition, it was renamed
“NANDA International”in 1992 to represent international par-
ticipation.®>® In NANDA Taxonomy ll, there are three levels of
structure: domains, classes, and nursing diagnoses, and four
types of nursing diagnoses: actual (Problem-Focused) diag-
noses, risk diagnoses, health promotion diagnoses, and syn-
drome diagnoses.” Today, NANDA-I is the most widely used
international diagnostic classification in nursing® Nursing di-
agnoses, namely, NANDA-I, are used in most of the studies on
nursing classification systems. The last published 2018-2020
NANDA taxonomy consists of 13 domains, 47 classes, and 244
nursing diagnoses.!®
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NIC; it was developed at the University of lowa in 1987. It is a
classification system that covers all interventions performed
by nurses, dependent, independent, and direct and indirect,
that can be applied in every field and in every environment.’®!
The most recently published NIC system includes 7 domains,
30 classes, 565 interventions, and 13,000 activities."”

NOC also began development at the University of lowa in
1991 and was published in 1997. It is a classification system
developed to evaluate the changes that occur after care. It
is similar to the NIC system in taxonomic structure. NOG; it is
grouped into 7 domains, 32 classes, and approximately 540
nursing outcomes and indicators."? A 5-point Likert type scale
is used to evaluate the results. While the least observed situ-
ation in the measurement is evaluated with 1 point, the most
observed situation is evaluated with 5 points. With the change
in the scoring, it is followed whether there is an improvement
in the patient’s condition.”

While applying the NNN system, the nurse is expected to
choose the appropriate NANDA diagnosis for the patient, the
targeted NOC indicators and NIC interventions that can be ap-
plied in this direction. Although most of the nurses have been
trained to use these standard nursing languages, studies show
that nurses’ knowledge about the nursing process is insuffi-
cient, and there are still deficiencies in correctly identifying
nursing diagnoses and choosing appropriate interventions
and outcomes.2'2"1 |n a study conducted with the participa-
tion of 555 nurses in our country and examining the knowl-
edge levels of nurses about the nursing process and classifica-
tion systems, it was determined that 60.2% of the participants
had no idea about the classification systems used in nursing
care. On the other hand, it was stated that only 28.3% of the
nurses knew NANDA |, 8.8% NIC, and 7.2% NOC classification
systems. In the same study, it was determined that 77.8%
of the nurses believed in the necessity of using the nursing
process.'”? When the studies conducted using the NNN sys-
tem are examined, it is observed that the studies are generally
publications that explain the system or are case reports; it is
seen that it mostly shows the frequency of use of diagnoses
and does not cover the whole system and does not focus on
the effect of the system on its results in practice.'s’® Although
the components of the NNN system include the nursing care
provided in psychiatry wards'22" there are very few studies
testing the use of the system in the field of psychiatric nursing
and the effectiveness of care?*? Except for a small number
of studies involving NANDA-I diagnoses in our country, no
study has been found regarding the use of the NNN system
in the field of psychiatric nursing. The use of the NNN system
will contribute to the standardization and documentation of
nursing care in the field of psychiatric care, as well as the de-
velopment of evidence-based practices.

The aim of this study is to discuss the use of the NNN system
in the field of psychiatric nursing and possible barriers to use
of the NNN system, through the problems that can be encoun-
tered frequently in cases treated in the psychiatry service for

What is presently known on this subject?

- Although it is assumed that the effective use of the NANDA, NIC, and
NOC (NNN) system will provide many positive effects in nursing care, it
is known that the efficiency of use is low and it is believed to be compli-
cated by nurses. The use of NNN system has not been found in publica-
tions in the field of psychiatric nursing.

What does this article add to the existing knowledge?

- This study sets an example for its use in psychiatric nursing by explain-
ing the structure, use, and relationship of the NNN system through a
case history. At the same time, the difficulties that may arise in practice
during the use of the NNN system are discussed through the case his-
tory.

What are the implications for practice?

« Nursing care given in line with the NNN system contributes to creating
a common language, revealing nursing results, and applying evidence-
based nursing care. It is thought that this study will contribute to the
clarity of the NNN system in terms of psychiatric nursing education and
practice and, therefore, will encourage its use in practice.

manic episode due to bipolar 1 diagnosis. In the study, it was
planned to adapt four nursing diagnoses determined through
a case story to the NNN system, and the nursing diagnosis
handbook published by Ackley et al®*! was used to integrate
the NNN system into the case. Before the study, the individual
was informed and verbal consent was taken by the researcher.
While choosing the diagnoses to be discussed in this study, at-
tention was paid to include diagnoses that may be of priority
for the case, diagnoses with a high frequency of use in the lit-
erature,””-?! and diagnoses in different domains in the NANDA
Taxonomy Il classification system.?® In line with these criteria,
risk-prone health behavior, ineffective coping, impaired ver-
bal communication, and sleep deprivation were preferred and
explained in detail within the scope of NNN.

Case Report

F.Y. is a 32-year-old male single patient. The patient with a di-
agnosis of bipolar 1 was hospitalized due to manic symptoms.
When the patient’s story was examined, it was learned that
he was an architect, changed jobs 6 times in the past 3 years,
and lived alone. The patient’s hospitalization was made by the
patient’s relatives on noticing the symptoms of hyperactivity,
rapid speech, and sleep deprivation. When the patient’s pre-
hospital evaluation was examined, it was learned that he used
his medications intermittently because he felt better about a
week ago, and that he had taken only 3-4 doses of medication
in the last week. The patient was hospitalized with the diagno-
sis of bipolar disorder manic episode.

Brief history of illness: The patient had symptoms such as
distraction, hyperactivity, increased sexual desire, and rapid
speech that started 3 years ago, and then delusions that he
had a task from God and that he was the chosen one. During
this period, the patient, who was hospitalized, was diagnosed
with Bipolar |, antipsychotic treatments and lithium treatment
were administered, and he was discharged with the planned
continuation of lithium treatment. It is stated that there were
two episodes of depression that did not require hospitaliza-
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tion after discharge. It is stated in the notes of the patient that
he received appropriate support from the psychiatric services
of the institution during these periods and that he continued
to use medicines. F.Y. does not have any other chronic diseases
and he continues Lithium Carbonate 300mg 3x1 maintenance
treatment. However, it was recorded that he did not come to
the last 2 scheduled psychiatric check-ups.

Service nurse’s clinical evaluation and interview notes: The
clinical evaluations and interview notes of the nurse who wel-
comed the patient and was responsible for the 6-h care during
that shift were examined and summarized as follows.

Physical assessment: His general appearance is mobile and
messy. The skin is dry that there are ecchymoses of unknown
cause on the skin. There is dryness in the oral mucosa. Place-
time-person orientation is available. No pathology was found
in other system examinations.

Interview notes: The patient states that he feels very healthy
and believes that his illness has passed, so he cannot under-
stand why he is in the hospital. He also stated that he did not
use his medication for this reason. When her nutritional status
was questioned, he stated that he had been very busy in the
last few days, and therefore, she could not eat, only snacks but
frequently drank water. The patient, who states that he defe-
cates once a day and there is no change in this area, states
that his urination is also normal. The patient, who stated that
he spent 10-15 h a day outside, constantly walking and trying
to do new activities, also stated that he had difficulty in com-
pleting the activities. The patient stated that he wanted to try
new things and believed that he could do anything. He stated
that he had been sleeping intermittently for a total of 10 h in
the past 5 days, but he felt rested. When he was questioned
about what he experienced in the case of sleep deprivation,
he stated that he was sometimes confused and had trouble
focusing. It was observed that the self-confidence of the pa-
tient with place-time-person orientation was extremely high.
The patient, who stated that he rarely met with his family and
that he was sorry about this situation, stated that his family
did not understand him and did not want to meet with him
when asked about the reasons for this situation. It was deter-
mined that the patient, who did not have a friend or romantic
relationship identified during the conversation, also did not
meet with his colleagues. During the interview, the patient did
not define a role related to work or family. The patient, who
has an active sexual life, does not have increased sexual de-
sire and coexistence in recent days. It was determined that the
sexual relations of the patient who did not express a change
in sexual desire were also superficial. The patient states that
the current stress level is very low. It has been observed that
the main goal of the patient, who does not have a clear plan
for the future, is to try new things and experience adventures.
When FY!'s communication features were examined, it was
found that he spoke fast and disorganized. It has been ob-
served that while communicating with health-care personnel
and people around, he speaks very quickly, jumps from sub-

ject to subject, has difficulty concentrating, makes little eye
contact, and his emotional state changes quickly. It has been
observed that he is interested in the environment, health-
care professionals and the events around him, but he often
draws attention, is authoritarian in his relationships, and has
difficulty in protecting the boundaries of employees and the
clinic. In addition, it has been observed that the individual is
very active in all these communication and relationship pro-
cesses and often has difficulty in standing still and constantly
wanders during communication.

In line with the information mentioned above, nine nursing
diagnoses were determined for the case. These are risk-prone
health behavior, ineffective coping, impaired verbal commu-
nication, sleep deprivation, disturbed thought processes, im-
balanced nutrition/ less than body requirements, ineffective
health management, risk of electrolyte imbalance and risk for
impaired tissue integrity. In this study, the first four diagnoses
selected in accordance with the criteria previously stated will
be explained within the framework of NNN. The main starting
point of this article is not to deal with all the problems of the
case, but to discuss the NNN system in the context of certain
diagnoses, interventions and outcomes, as an example for the
use of the NNN system in psychiatric care.

Nursing Care Plan for EY. including NNN system by NANDA
Nursing Diagnoses, NIC Nursing Interventions, and NOC Indi-
cators

In this section, the diagnoses of risk-prone health behavior,
ineffective coping, impaired verbal communication, and sleep
deprivation will be explained in detail within the scope of
NNN.

Selecting patient-specific NOC interventions and indicators in
line with the identified NANDA diagnoses constitute the first
step of the process. Afterward, by examining the NIC interven-
tions and selecting the activities in accordance with this NOC
category and indicators, tables suitable for the NNN system
will be created. The next step in the nursing process system is
the implementation of the identified activities and the eval-
uation of outcomes that serve the patient-specific goal asso-
ciated with them. This evaluation can be made with 5-point
Likert type measurements, which are spontaneous in the NOC
structure. It should be noted that there may be many indica-
tors or NIC interventions and activities specific to the specified
NOC criteria. Similarly, it seems possible to use a NIC interven-
tion for many different outcomes or to measure many indica-
tors of a NOC criterion with more than one scale. In selection
and evaluation, it should be kept in mind that changes in the
clinical status of the patient will also change the NNN design.
After this system is applied as a whole; if there has been a
good development in the individual’s condition or if the prob-
lem has been completely resolved, an evaluation is made that
NNN connections have a positive correlation with each other.
On the other hand, in cases where there is no improvement
in the individual’s condition, the problem persists or worsens,
the NNN connection is reviewed, and new additions or dele-
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tions are made.B”

Diagnosis 1: Risk-prone health behavior. According to the
2018-2020 NANDA diagnosis list, this diagnosis, which is in
the health management class (Class 2) of the health promo-
tion domain (Domain 1), defines the individual whose ability
to change their lifestyle/behaviors to improve their health
status is impaired.®? When this diagnosis is examined in line
with the case, it can be seen that the main sources of the risk
prone behaviors of the case are false beliefs about the dis-
ease, drug non-compliance, and not receiving the necessary
health-care assistance.® When this diagnosis is examined in
line with the case, it can be seen that the main sources of the
risky behaviors of the case are false beliefs about the disease,
drug non-compliance, and not receiving the necessary health-
care assistance. In this context, the case-specific goal will be
to improve these areas. In this context, NOC outcomes were
examined and NOC indicators were selected from the field
of participation in health-care decisions. From this field con-
sisting of fifteen indicators, ten suitable for the patient were
selected. Subsequently, NIC interventions were reviewed and
selected from the field of self-awareness enhancement. This
area has been chosen because the main point of the objec-
tives is to strengthen awareness. It was thought that 15 of the
self-awareness strengthening areas, which consisted of 25
nursing activities, were suitable for the case. In line with the
determined NANDA nursing diagnosis, the appropriate NIC in-
terventions and the NNN design by 5-point Likert evaluation
of the determined NOC indicators are shown in Table 1.5V

Diagnosis 2: Ineffective coping. This diagnosis is included in
the coping responses class (class 2) of the coping/stress toler-
ance domain (domain 9) according to the 2018-2020 NANDA
diagnostic list and describes the individual who is unable to
assess stressors validly, select responses appropriately, and/
or use available resources.” When this diagnosis is examined
in line with the case, it can be seen that the main reasons for
the ineffective coping situation of the case are problems re-
lated to mood changes (such as sleep disorder, risk taking, and
speech disorders) and ineffective use of coping skills. In this
context, it was decided to select NOC indicators from the areas
of mood balance and coping. The mood balance field consists
of 13 indicators and six indicators suitable for the patient were
selected from this field. The coping area consists of 18 indica-
tors and nine indicators that may be suitable for the case were
selected from this area. Possible NIC interventions related to
this target were selected from the field of mood management.
The reason for choosing this area is the change of mood expe-
rienced in the individual and the inability to manage it effec-
tively. This area consists of 54 nursing activities and 18 of them
were determined to be suitable for the case. In line with the
determined NANDA nursing diagnosis, NIC interventions and
5-point Likert evaluation of determined NOC indicators and
NNN design are shown in Table 2.5

Diagnosis 3: Impaired verbal communication. This diagnosis is
in the communication class (class 5) of the perception/cogni-

tion domain (domain 5) according to the 2018-2020 NANDA
diagnostic list and describes an individual with a loss, reduc-
tion or delay in the ability to receive, process, transmit, and/
or use a symbol system.”? It can be seen that the communi-
cation disorder in the case is associated with other diagnoses
and also with mood changes. However, the specific goal of
this diagnosis is to improve communication within the frame-
work of the existing situation. In this context, it was decided
to choose the NOC indicators from the communication area,
and six of them suitable for the patient were selected from
this area consisting of ten indicators. In line with this goal, NIC
interventions were selected from the areas of active listening
and communication enhancement. This area has been cho-
sen considering that it covers the two main dimensions of the
determined target, namely, listening and communication. Ac-
tive listening area consisted of 17 nursing activities and 11 of
them seem to be suitable for the case. The area of strengthen-
ing communication consists of 22 nursing activities and three
of them are suitable for the case. In line with the determined
NANDA nursing diagnosis, NIC interventions and 5-point Lik-
ert evaluation of determined NOC indicators and NNN design
are shown in Table 3.5

Diagnosis 4: Sleep deprivation. This diagnosis is included in the
sleep/rest class (class 1) of the activity/rest domain (domain 4)
according to the 2018-2020 NANDA diagnosis list and defines
the individual who is sleepless for a long time.”? When this di-
agnosis is examined in line with the case, it can be seen that
the sleep deprivation problem in the case is related to other
diagnoses and also to mood changes. The specific goal of this
diagnosis is the improvement of sleep in the context of the
existing situation. Within the scope of the objectives for this
diagnosis, NOC indicators were selected from the sleep area.
Eight suitable for the patient were selected from this field con-
sisting of 23 indicators. Possible NIC interventions to this goal
were selected from the field of sleep enhancement. The reason
for choosing this area is that it contains interventions related
to the determined target. This area consisted of 26 nursing ac-
tivities and ten of them were determined to be suitable for the
case. In line with the determined NANDA nursing diagnosis,
NIC interventions and 5-point Likert evaluation of determined
NOC indicators and NNN design are shown in Table 4.5

Discussion

For the use of the NNN system, the nurse must have knowl-
edge of the three classification systems, how to use these sys-
tems, and how to relate them to each other. However, Kaya
et al."? have shown with their studies that this is not enough.
Even in cases where the information is sufficient and the sys-
tem can be planned by tabulating as in this study, it can be
foreseen that some other difficulties will be encountered in
practice. In this section, the difficulties that may arise regard-
ing the use of the care plan in the field of psychiatric nursing
are discussed, within the framework of its use in evidence-
based practices and research, which is tabulated using the
NNN system adapted according to the case history.
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1. The application and frequency differences that may arise in
the implementation of the determined intervention. For ex-
ample, NIC interventions were selected from the field of mood
management to reach the NOC indicators determined for the
diagnosis of ineffective coping (Table 2). One of these inter-
ventions is “Help the patient to express his/her feelings in an
appropriate way.” How to apply such an intervention sentence
in a patient-specific manner, how the nurse will understand
whether it has done it or not, how to evaluate this intervention
applied or not by another nurse may be basic questions that
may cause difficulties.

2. Problems that may arise from evaluation differences. Diffi-
culties that may arise as a result of different nurses evaluating
similar NOC indicators differently. For example, NOC indicators
were selected from the field of participation in health-care de-
cisions in line with the diagnosis of risk-prone health behavior
(Table 1). One of the indicators in this field is the expression
“Shows intention to act on decisions.” At this point, the nurse
is expected to evaluate the patient’s behavior in accordance
with this statement, at a frequency determined according
to the 5-point Likert scale (1-Never demonstrated, 2-Rarely
demonstrated, 3-Sometimes demonstrated, 4-Often demon-
strated, and 5-Consistently demonstrated). At this point, when
evaluating this indicator of intent, it is not clear which behav-
ior of the patient will be decided on. In addition, it is likely to
change according to the frequency of communication with
the patient, the time of communication, the communicating
nurse, and many other environmental factors. The same dis-
course or expression of the patient may not be evaluated in
the same way by the nurses on the scale.

3. Problems that may arise from the frequency of the evalu-
ation or the time of the evaluation. When the NNN system is
examined, it is seen that the frequency and time of evaluation
should be planned according to the patient. However, while
some indicators can be expected to change even during the
day, some indicators are expected to change after weeks.
For example, NOC indicators (Table 2) selected from mood
balance and coping areas in line with the diagnosis of inef-
fective coping are “Ability to focus attention” and “Using ef-
fective coping skills” and these indicators are evaluated with
the same 5-point Likert scale (1-Never demonstrated, 2-Rarely
demonstrated, 3-Sometimes demonstrated, 4-Often demon-
strated, and 5-Consistently demonstrated). At this point, it
can be assumed that the assessment of the expression of fo-
cusing attention may change even during the day, while the
expression of using effective coping skills may change within
days-weeks. At this point, how often and when should nurses
do their evaluations? Should even areas where change is not
expected be evaluated on a regular basis? Should assessment
totals or averages be indicative of care outcomes? How does
such an evaluation form affect the workload? What should the
nurse do when she/he sees that her/his evaluation at the spec-
ified frequency and time changes during the day? It has been
evaluated that it is important for the applicability of the NNN
system to address and discuss these and similar questions in

studies to be conducted in this area.

It is thought that the possible problem/discussion areas men-
tioned above are important in terms of designing the nursing
process using the NNN system. It is known that the level of
knowledge of nurses about classification systems is low and
they have difficulties in practice!>'* Beyond the lack of knowl-
edge, this study also revealed that there may be many areas
that may cause difficulties in implementation. It is important
to examine the potential barriers to the use of the NNN system
in psychiatric nursing. At this point, beyond eliminating the
lack of information, studies should be carried out on how the
system will be implemented, how it will be standardized, how
and how often it will be evaluated.

The use of the NNN system as a scientific tool in demonstrat-
ing the effectiveness of nursing care seems to depend on the
widespread use of this system in the field and the increase in
research. In addition to increasing information, it has been
determined that there is a need for application designs and
guides that will provide ease of use. Only in this way will it
be possible to see the assumed benefits of using the nursing
process and classification systems in patient outcomes. The
knowledge gained in this way will also enable the develop-
ment of evidence-based practices in nursing.

Conclusion

With this study, which sets an example for the use of the NNN
system in the field of psychiatric nursing, one more step has
been taken to increase the intelligibility of the NNN system,
to eliminate the lack of information in this sense, and to reveal
possible problems that prevent the effective use of the NNN
system. Despite the contributions that the active and effec-
tive use of the NNN system will bring to the field of psychiatric
nursing, there is a need to provide a better understanding of
the systems and to expand the use of the system with this and
similar studies. It is the responsibility of the nurse to establish
the NANDA diagnosis and NIC-NOC connections determined
in the NNN system, to apply the interventions in a patient-spe-
cific manner, to evaluate the NOC indicators in a situation and
individual-specific manner and frequency. The standardized
use of the NNN system requires the making of applicable de-
signs, apart from the nurses’ knowledge of this system.
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