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The 21 Care Components provide the standardized framework for classifying each of the two interrelated nursing language taxonomies based on the HHCC of Nursing Diagnoses and HHCC of Nursing Interventions and available in SNOMED. They are used to code and classify the six steps of the Nursing Process: Assessment, Diagnosis, Outcome Identification (Expected Outcome/Goal), Planning (Nursing Intervention), Implementation (Type Intervention Action), and Evaluation (Actual Outcome).  The Care Components are used to link, map, and track the care process for an episode of illness, facilitate computer processing, and statistical analyses. They are also used to track and measure patient/client care holistically over time, across settings, population groups, and geographic locations. 

The 21 Care Components were found to be the most clinically relevant assessment classes, best predictors of nursing resources, and the most appropriate standardized framework for coding and classifying nursing diagnoses and nursing interventions regardless of setting (Holzemer et al., 1997). They were found to be 99 percent compliant for coding disease conditions in a variety of health care settings. Clinical Care Classification System (CCCS) © Virginia Saba. All Rights Reserved
I. Health Behavioral Components
· Medication (H)

· Safety (N)

· Health Behavior (G)

II. Functional Components

· Activity (A)

· Fluid Volume (F)

· Nutritional (J)

· Self-Care (O)

· Sensory (Q)

III. Physiological Components

· Cardiac (C)

· Respiratory (L)

· Metabolic (I)

· Physical Regulation (K)

· Skin Integrity (R)

· Tissue Perfusion (S)

· Bowel Elimination (B)

· Urinary Elimination (T)

· Life Cycle (U)

IV. Psychological Components

· Cognitive (D)

· Coping (E)

· Role Relationship (M)

· Self Concept (P)

*A Care Components is a cluster of elements that represent a health behavioral, functional, physiological or psychological care pattern. The 21 Care Components are organized by four Care Patterns empirically developed and based on Gordon’s 11 Functional Health Patterns.

	Nursing Care Process Steps – Documentation System

	The steps of the nursing process include the following:

Assessment

Diagnosis

Outcome Identification (Expected Outcome)

Intervention (Planning)

Type of Action – Implementation (Monitor/Perform/Teach/Refer)

Evaluation (Actual Outcome)

	Care Components: Assessment

	Care Components provide the standardized framework to document and track the care with each patient contact/encounter. Care Components link and map the six steps of the care process; and provide the analysis and measures for evidence-based practice.

	Nursing Diagnoses: Diagnosis

	Nursing Diagnoses are used to identify the specific atomic-level diagnostic conditions based on the signs and symptoms, assessed care components and/or patient problems that require care.

	Expected Outcome: Outcome Identification 

	Each Nursing Diagnosis requires an Expected Outcome as the goal of the care. The three qualifiers used for the Outcome Identification are: to improve patient’s condition; to stabilize the patient condition; or to support the patient’s deteriorating condition. 

	Nursing Interventions: Planning

	The Nursing Interventions are atomic-level services identified to plan and implement patient care. They are needed to satisfy each care component, diagnostic condition, or patient problem assessed as requiring nursing care. 

	Type Intervention Action: Implementation

	Each Nursing Intervention requires a Type of Action as the major focus of the core nursing intervention.  It provides the evidence used to measure care and determine the resources The 4 qualifiers used to provide the Type Action are: 
1. Assess/Monitor/Evaluate/Observe = Action evaluating the patient condition.
2. Care/Perform//Provide/Assist = Action performing actual patient care.
3. Teach/Educate/Instruct/Supervise = Action educating patient or caregiver.
4. Manage/Refer/Contact/Notify = Action managing care on-behalf of the patient or caregiver.  

	Actual Outcome: Evaluation

	Each Nursing Diagnosis requires an Actual Outcome as an evaluation of the outcome of the care process – interventions and type actions.  The same three qualifiers are used to predict the care goals and to evaluate whether they were met or not met.
                          Patient’s condition Improved; Stabilized; or Deteriorated


________________________________________________________________________

Clinical Care Classification (CCC) (Version 2.0) of

Nursing Diagnoses 

with 

Expected and/or Actual Outcomes

Coding Structure
________________________________________________________________________

The CCC of Nursing Diagnoses are listed below for documenting patient problems. 

The CCC of Nursing Diagnoses can also be used to code Expected and/or Actual Outcomes by using one of three modifiers: (1) Improved, (2) Stabilized, or (3) Deteriorated.

The coding structure for the CCC of Nursing Diagnoses with Outcome Modifiers consist of five alphaneumeric alphaneumeric characters:

· 
Care Component: 1st Alpha Code: A - U

· 
Nursing Diagnosis Major Category: 2nd/3rd Digit: 01 - 61

· 
Nursing Diagnosis Subcategory: 4th Decimal Digit: 1 - 9 

· 
Expected/Actual Outcome Modifier: 5th Digit: 1 - 3




(1 = Improved, 2 = Stabilized, 3 = Deteriorated)

________________________________________________________________________

Classification of Nursing Diagnoses (Version 2.0) and Coding Scheme for 59 Major Categories and 123 Subcategories1, 2
[image: image1]______________________________________________________________________________

A ACTIVITY COMPONENT

01 Activity Alteration 

01.1 Activity Intolerance

01.2 Activity Intolerance Risk

01.3 Diversional Activity Deficit

01.4 Fatigue

01.5 Physical Mobility Impairment

01.6 Sleep Pattern Disturbance

01.7 Sleep Deprivation 

02 Musculoskeletal Alteration

1.        Adapted from NANDA: Taxonomy I: Revised 1990     
2.        Adapted with Permission from NANDA Nursing Diagnoses & Classification 2003-2004 

B BOWEL /GASTRIC COMPONENT

03 Bowel Elimination Alteration

03.1 Bowel Incontinence

03.2 Colonic Constipation 

03.3 Diarrhea

03.4 Fecal Impaction

03.5 Perceived Constipation

03.6 Unspecified Constipation

04 Gastrointestinal Alteration

51 Nausea

C CARDIAC COMPONENT

05 Cardiac Output Alteration

06 Cardiovascular Alteration

06.1 Blood Pressure Alteration

D COGNITIVE COMPONENT

07 Cerebral Alteration

07.1 Confusion

08 Knowledge Deficit 

08.1 Knowledge Deficit of Diagnostic Test

08.2 Knowledge Deficit of Dietary Regimen

08.3 Knowledge Deficit of Disease Process

08.4 Knowledge Deficit of Fluid Volume

08.5 Knowledge Deficit of Medication Regimen 

08.6 Knowledge Deficit of Safety Precautions

08.7 Knowledge Deficit of Therapeutic Regimen

09 Thought Processes Alteration 

09.1 Memory Impairment

E COPING COMPONENT

10 Dying Process

52 Community Coping Impairment

11 Family Coping Impairment

11.1 Compromised Family Coping

11.2 Disabled Family Coping

12 Individual Coping Impairment

12.1 Adjustment Impairment

12.2 Decisional Conflict 

12.3 Defensive Coping

12.4 Denial

13 Post-Trauma Response

13.1 Rape Trauma Syndrome

14 Spiritual State Alteration

14.1 Spiritual Distress

53 Grieving 

53.1 Anticipatory Grieving 

53.2 Dysfunctional Grieving 

F FLUID VOLUME COMPONENT

15 Fluid Volume Alteration

15.1 Fluid Volume Deficit 

15.2 Fluid Volume Deficit Risk  

15.3 Fluid Volume Excess 

15.4 Fluid Volume Excess Risk 

G HEALTH BEHAVIOR COMPONENT

17 Health Maintenance Alteration

17.1 Failure to Thrive

18 Health Seeking Behavior Alteration

19 Home Maintenance Alteration

20 Noncompliance 

20.1 Noncompliance of Diagnostic Test

20.2 Noncompliance of Dietary Regimen

20.3 Noncompliance of Fluid Volume

20.4 Noncompliance of Medication Regimen 

20.5 Noncompliance of Safety Precautions

20.6 Noncompliance of Therapeutic Regimen

H MEDICATION COMPONENT

21 Medication Risk

21.1 Polypharmacy

I METABOLIC COMPONENT

22 Endocrine Alteration

23 Immunologic Alteration

23.1 Protection Alteration

J  NUTRITIONAL COMPONENT

24 Nutrition Alteration 

24.1 Body Nutrition Deficit 

24.2 Body Nutrition Deficit Risk

24.3 Body Nutrition Excess 

24.4 Body Nutrition Excess Risk

24.5 Swallowing Impairment 

54 Infant Feeding Pattern Impairment

55 Breastfeeding Impairment 

K PHYSICAL REGULATION COMPONENT

25 Physical Regulation Alteration

25.1 Autonomic Dysreflexia

25.2 Hyperthermia

25.3 Hypothermia

25.4 Thermoregulation Impairment

25.5 Infection Risk

25.6 Infection Unspecified

25.7 Intracranial Adaptive Capacity Impairment

L RESPIRATORY COMPONENT

26 Respiration Alteration

26.1 Airway Clearance Impairment

26.2 Breathing Pattern Impairment

26.3 Gas Exchange Impairment

56 Ventilatory Weaning Impairment

M ROLE RELATIONSHIP COMPONENT

27 Role Performance Alteration

27.1 Parental Role Conflict

27.2 Parenting Alteration

27.3 Sexual Dysfunction

27.4 Caregiver Role Strain

28 Communication Impairment 

28.1 Verbal Impairment

29 Family Processes Alteration

31 Sexuality Patterns Alteration

32 Socialization Alteration

32.1 Social Interaction Alteration

32.2 Social Isolation

32.3 Relocation Stress Syndrome

N SAFETY COMPONENT 

33 Injury Risk        

33.1 Aspiration Risk

33.2 Disuse Syndrome

33.3 Poisoning Risk

33.4 Suffocation Risk

33.5 Trauma Risk

34 Violence Risk

34.1 Suicide Risk

34.2 Self Mutilation Risk

57 Perioperative Injury Risk

57.1 Perioperative Positioning Injury

57.2 Surgical Recovery Delay

58 Substance Abuse

58.1 Tobacco Abuse

58.2 Alcohol Abuse

58.3 Drug Abuse

O SELF-CARE COMPONENT

35 Bathing/Hygiene Deficit

36 Dressing/Grooming Deficit

37 Feeding Deficit 

38 Self Care Deficit 

38.1 Activities of Daily Living (ADLs) Alteration 

38.2 Instrumental Activities of Daily Living (IADLs) Alteration

39 Toileting Deficit

P SELF-CONCEPT COMPONENT

40 Anxiety

41 Fear

42 Meaningfulness Alteration

42.1 Hopelessness

42.2 Powerlessness

43 Self Concept Alteration

43.1 Body Image Disturbance

43.2 Personal Identity Disturbance

43.3 Chronic Low Self-Esteem Disturbance

43.4 Situational Self-Esteem Disturbance

Q SENSORY COMPONENT

44 Sensory Perceptual Alteration

44.1 Auditory  Alteration

44.2 Gustatory Alteration 

44.3 Kinesthetic Alteration

44.4 Olfactory Alteration

44.5 Tactile Alteration

44.6 Unilateral Neglect

44.7 Visual Alteration

45 Comfort Alteration

45.1 Acute Pain

45.2 Chronic Pain

45.3 Unspecified Pain

R SKIN INTEGRITY COMPONENT

46 Skin Integrity Alteration 

46.1 Oral Mucous Membranes Impairment 

46.2 Skin Integrity Impairment

46.3 Skin Integrity Impairment Risk

46.4 Skin Incision

46.5 Latex Allergy Response

47 Peripheral Alteration

S TISSUE PERFUSION COMPONENT

48 Tissue Perfusion Alteration 

T URINARY ELIMINATION COMPONENT

49 Urinary Elimination Alteration

49.1 Functional Urinary Incontinence

49.2 Reflex Urinary Incontinence

49.3 Stress Urinary Incontinence

49.4 Total Urinary Incontinence

49.5 Urge Urinary Incontinence

49.6 Urinary Retention

50 Renal Alteration

U LIFE CYCLE COMPONENT

59 Reproductive Risk

59.1 Fertility Risk

59.2 Infertility Risk

59.3 Contraception Risk

60 Perinatal Risk

60.1 Pregnancy Risk

60.2 Labor Risk

60.3 Delivery Risk

60.4 Postpartum Risk

61 Growth & Development Alteration 

61.1 Newborn Behavior Alteration (first 30 days)

61.2 Infant Behavior Alteration (31 days through 11 months)

61.3 Child Behavior Alteration (1year through 11 years)

61.4 Adolescent Behavior Alteration (12 years through 20 years)

61.5 Adult Behavior Alteration (21 years through 62 years)

61.6 Older Adult Behavior Alteration (65 years & older)

_____________________________________________________________

Clinical Care Classification (CCC) (Version 2.0) of

Nursing Interventions

with 


Action Types

Coding Structure
_______________________________________________________________________

The CCC of Nursing Interventions are listed below for documenting patient care

The CCC of Nursing Interventions are also used with Action Types by using one of four modifiers: (1) Assess/Monitor (2) Care/Perform, (3) Instruct/Educate, and/or (4) Manage/Refer.

The coding structure for the CCC of Nursing Interventions with Action Types consist of five alphaneumeric characters:

· 
Care Component: 1st Alpha Code: A - U

· 
Nursing Diagnosis Major Category: 2nd/3rd Digit: 01 - 72

· 
Nursing Diagnosis Subcategory: 4th Decimal Digit: 1 - 9 

· 
Intervention Action Type Modifier: 5th Digit: 1 - 4

(1 =  Assess/Monitor) (2 = Care/Perform) (3 =  Instruct/Educate) & (4 =  Manage/Refer) 

_______________________________________________________________________

Care Classification of Nursing Interventions (Version 2.0) and Coding Scheme

72 Major Categories & 126 Subcategories.

A 

ACTIVITY COMPONENT



01
Activity Care




01.2 
Energy Conservation



02
Fracture Care




02.1
Cast Care




02.2
Immobilizer Care 



03
Mobility Therapy




03.1
Ambulation Therapy




03.2
Assistive Device Therapy 




03.3
Transfer Care



04
Sleep Pattern Control



05
Musculoskeletal Care 




05.1
Range of Motion




05.2
Rehabilitation Exercise



61
Bedbound Care 




61.1
Positioning Therapy 

 

B.

BOWEL / GASTRIC COMPONENT 



06
Bowel Care




06.1
Bowel Training




06.2
Disimpaction




06.3
Enema




06.4
Diarrhea Care 



07
Ostomy Care




07.1
Ostomy Irrigation



62
Gastric Care 




62.1
Nausea Care 

 

C. 

CARDIAC COMPONENT



08
Cardiac Care




08.1
Cardiac Rehabilitation 



09
Pacemaker Care

 

D. 

COGNITIVE COMPONENT



10
Behavior Care



11
Reality Orientation 



63
Wandering Control 



64
Memory Loss Care  

E 

COPING COMPONENT



12
Counseling Service




12.1
Coping Support




12.2
Stress Control




12.3
Crisis Therapy 



13
Emotional Support




13.1
Spiritual Comfort



14
Terminal Care




14.1
Bereavement Support




14.2
Dying/Death Measures




14.3
Funeral Arrangements

 

F. 

FLUID VOLUME COMPONENT



15
Fluid Therapy




15.1
Hydration Control 




15.2
Intake/Output 

 

16 – Infusion Care 




16.1
Intravenous Care 




16.2
Venous Catheter Care 

 

G

HEALTH BEHAVIOR COMPONENT

 

17
Community Special Services 




17.1
Adult Day Center 




17.2
Hospice




17.3
Meals-on-Wheels

 

18
Compliance Care




18.1
Compliance with Diet




18.2
Compliance with Fluid Volume




18.3
Compliance with Medical Regimen 




18.4
Compliance with Medication Regimen 




18.5
Compliance with Safety Precautions




18.6
Compliance with Therapeutic Regimen 

 

19
Nursing Contact




19.1
Bill of Rights




19.2
Nursing Care Coordination 




19.3
Nursing Status Report

 

20
Physician Contact




20.1
Medical Regimen Orders 




20.2
Physician Status Report

 

21
Professional/Ancillary Services




21.1
Home Health Aide Service




21.2
Medical Social Worker Service




21.3
Nurse Specialist Service




21.4
Occupational Therapist Service




21.5
Physical Therapist Service




21.6
Speech Therapist Service

 

H. 

MEDICATION COMPONENT

 

22 
Chemotherapy Care

 

23
Injection Administration




23.1
Insulin Injection




23.2
Vitamin B12 Injection



24
Medication Care 




24.1
Medication Actions




24.2
Medication Prefill Preparation




24.3
Medication Side Effects




24.4
Medication Treatment 



25
Radiation Therapy Care

 

I. 

METABOLIC  COMPONENT



26
Allergic Reaction Control 



27
Diabetic Care



65
Immunological Care 

J. 

NUTRITIONAL COMPONENT



28
Enteral Tube Care 




28.1
Enteral Tube Insertion 




28.2
Enteral Tube Irrigation 



29
Nutrition Care




29.2
Feeding Technique




29.3
Regular Diet




29.4
Special Diet




29.5
Enteral Feeding 




29.6
Parenteral Feeding 



66
Breastfeeding Support 



67
Weight Control 

K. 

PHYSICAL REGULATION COMPONENT




30
Infection Control




30.1
Universal Precautions



31
Physical Health Care 




31.1
Health History




31.2
Health Promotion




31.3
Physical Examination




31.4
Clinical Measurements 



32
Specimen Care 




32.1
Blood Specimen Care 




32.2
Stool Specimen Care 




32.3
Urine Specimen Care 




32.5
Sputum Specimen Care 



33
Vital Signs




33.1
Blood Pressure 




33.2
Temperature




33.3 
Pulse




33.4 
Respiration 

 

L. 
 
RESPIRATORY COMPONENT



35
Oxygen Therapy Care



36
Pulmonary Care 




36.1
Breathing Exercises




36.2
Chest Physiotherapy




36.3
Inhalation Therapy




36.4
Ventilator Care



37
Tracheostomy Care

M 

ROLE RELATIONSHIP COMPONENT



38
Communication Care


39
Psychosocial Care 




39.1
Home Situation Analysis




39.2
Interpersonal Dynamics Analysis 




39.3
Family Process Analysis 




39.4
Sexual Behavior Analysis 




39.5
Social Network Analysis 

 

N. 

SAFETY COMPONENT



40
Substance Abuse Control




40.1
Tobacco Abuse Control 




40.2
Alcohol Abuse Control 




40.3
Drug Abuse Control 



41
Emergency Care



42
Safety Precautions 




42.1
Environmental Safety 




42.2
Equipment Safety




42.3
Individual Safety



68
Violence Control 

O. 

SELF-CARE COMPONENT



43
Personal Care




43.1
Activities of Daily Living (ADLs)  




43.2
Instrumental Activities of Daily Living (IADLs)

P. 

SELF-CONCEPT COMPONENT



45
Mental Health Care




45.1
Mental Health History




45.2
Mental Health Promotion




45.3
Mental Health Screening




45.4
Mental Health Treatment

Q. 

 SENSORY  COMPONENT  



47
Pain Control




47.1
Acute Pain Control 




47.2
Chronic Pain Control 



48
Comfort Care



49
Ear Care




49.1
Hearing Aid Care




49.2
Wax Removal



50
Eye Care




50.1
Cataract Care




50.2
Vision care 

 

R. 

SKIN INTEGRITY COMPONENT



51
Pressure Ulcer Care 




51.1
Pressure Ulcer Stage 1 Care




51.2
Pressure Ulcer Stage 2 Care 




51.3
Pressure Ulcer Stage 3 Care 




51.4
Pressure Ulcer Stage 4 Care 



53
Mouth Care




53.1
Denture Care



54
Skin Care




54.1
Skin Breakdown Control



55
Wound Care




55.1
Drainage Tube Care




55.2
Dressing Change




55.3 
Incision Care

 

S. 

TISSUE PERFUSION COMPONENT 

 

56
Foot Care

 

57
Perineal Care 

 

69
Edema Control

 

70
Circulatory Care 

 

71
Neurovascular Care 

 

T. 

URINARY ELIMINATION COMPONENT



58
Bladder Care




58.1
Bladder Instillation




58.2
Bladder Training



59
Dialysis Care



60
Urinary Catheter Care 




60.1
Urinary Catheter Insertion




60.2
Urinary Catheter Irrigation 



72
Urinary Incontinence Care 



73
Renal Care 

U. 

LIFE CYCLE COMPONENT




74
Reproductive Care




74.1
Fertility Care




74.2
Infertility Care




74.3
Contraception Care



75
Perinatal Care




75.1
Pregnancy Care




75.2 
Labor Care




75.3
Delivery Care




75.4
Postpartum Care



76
Growth & Development Care




76.1
Newborn Care (first 30 days)




76.2
Infant Care (31 days through 11 months)




76.3
Child Care (1 year through 11 years)




76.4 
Adolescent Care (12 years through 20 years)





76.5
Adult Care (21-years through 64 years)




76.6
Older Adult Care (65 years and over)

Instructions for Downloading the CCCS-db Executable File

Virginia K. Saba, EdD, RN, FAAN, FACMI

Veronica D. Feeg, PhD, RN, FAAN

The CCCS-db (Version 2.0) is currently being field tested and can be used for free. Use these instructions to download the CCCS-db file from the Internet after completing the form or sending an email to rfeeg@erols.com or vsaba@worldnet.att.net with your brief contact information so that we may send you a follow-up survey about how the system works for you.

To DOWNLOAD the File – http://classweb.gmu.edu/cnhs/cccs-db.mde
You will be immediately prompted to save the file. Locate a suitable directory or desktop location and save the file. Your instructor may ask you to rename the file using your last name as part of the file name. Be sure that the dot-extension is .mde and that your screen display is set at 1024 x 768 pixels.

The CCCS-db is a Microsoft Access® database that will allow you to enter modest patient information, process a standard-language nursing care plan, aggregate summaries of all patients you have recorded, and print reports for individual patients, summary of all patients, or aggregates of care (interventions) performed. It is based on the Sabacare CCCS (Clinical Care Classification System) nursing language that has been used with numerous hospitals and home care information systems. This PC version gives you options to record problems and interventions from a limited operation of the system that can feasibly be stored on your own or a designated faculty server.

KEEP IN MIND: this system is freestanding and patient information must be protected and treated as you would do with any written assignment (i.e. code names for patients, altered pseudonames, or a system devised by your instructor). Although you are asked for patient names, you should always devise a mnemonic to protect patient identities.

How the CCCS is Organized

The system is accessed via a switchboard that gives you two approaches: (a) patient “core” information (CARE RECORDS REPORT button), and (b) the clinical care documentation system (cccs) (ENTER THE CCCS button). Other buttons on the switchboard can be used to print aggregate reports of (1) all patients recorded (CARE RECORDS REPORT button); (2) frequency of interventions (INTERVENTION FREQUENCY button); and (3) percentage of types of actions (INTERVENTION BY TYPE button) (See Figure 1).

The documentation of patient care uses the systematic framework of the nursing process with language from the Sabacare Standardized Framework. The screen is accessed from the switchboard via the “enter the CCCS” button (See Figure 2).

Standardized Framework 

The 21 Care Components are used as the standardized framework to document, classify, and track care based on the six steps of the nursing process recommended by the ANA (1991): Assessment, Diagnosis, Outcome Identification, Planning, Implementation and Evaluation (See Figure 3).
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Figure 1. Switchboard
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Figure 2. CCCS Screen
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Figure 3. Nursing Process Framework

	Care Process Steps

	The steps of the nursing process are described in each section of the system with language as follows: Assessment (via Care Components), Diagnosis (Nursing Diagnoses (NDs) stem from Care Components), Outcome Identification (stem from ND with qualifiers: improve, stabilize, or support deteriorating condition), Planning (Interventions stem from NDs), Implementation (Action- qualifier terms from Interventions) and Evaluation (Reassessment revisits NDs).

	Care Components: Assessment 

	20 Care Components are categorical groups that provide the standardized framework to document and track the care provided to patients with nursing vocabulary; link and map the six steps of the care process; and provide the analysis and measures for evidence-based practice.

	Nursing Diagnoses: Diagnosis

	Nursing Diagnoses (ND) are used to identify the specific diagnostic conditions based on the signs and symptoms, assessed care components and/or patient problems that require care.

	Expected Outcome: Outcome Identification

	Each Nursing Diagnosis requires an Expected Outcome as the goal of the care. The three qualifiers used for the Outcome Identification are: improve patient’s condition; to stabilize the patient condition; or to support the patient’s deteriorating condition. 

	Nursing Interventions: Planning

	The Nursing Interventions are identified to plan and implement patient care. They are needed to satisfy each care component, diagnostic condition, or patient problem assessed as requiring nursing care. 

	Type Intervention Action: Implementation

	Each Nursing Intervention requires a Type Action as the major focus of the core nursing intervention.  It provides the evidence used to measure care and determine the resources The Four qualifiers used to provide the Type Action are: 

Assess/Monitor/Evaluate/Observe = Action evaluating the patient condition.
Care/Perform//Provide/Assist = Action performing actual patient care.
Teach/Educate/Instruct/Supervise = Action educating patient or caregiver.
Manage/Refer/Contact/Notify = Action managing the care on-behalf of the patient or caregiver.  

	Actual Outcome: Evaluation

	With a reassessment of patient outcomes, each Nursing Diagnosis requires an Actual Outcome as outcome of the care process – interventions and type actions.  The same three qualifiers are used to predict the care goals and to evaluate whether they were met or not met: Patient’s condition Improved; Patient’s condition Stabilized; Patient’s condition Deteriorated and discharged/transferred/died.


10 Steps of Recording Patient Care

In order to record a patient encounter or re-visit to record a changed outcome and/or resolve (close) a problem, the “core” patient information must be entered.

1. Click on “Patient Data” on the SWITCHBOARD and use the fill-in spaces, pull-down choices, and buttons to record a modest set of patient “core” information. Exit the page or add another patient (See Figure 4).

2. Click on “Enter CCCS” button on the SWITCHBOARD to view the “Patient Care Classification” Screen.

3. Use the PATIENT NAME pull down menu to find the patient you want to use to record the care planned. Keep in mind that all necessary fields must be filled in for each problem entered in order to reveal the button to RECORD PATIENT PROBLEM.

Use the left side of the screen first to record the diagnostic information – or – if appropriate, use the right side of the screen first to record the intervention if an intervention has been determined/ordered or expected. In either case, the opposite side will back-fill. The bottom half of the screen will display a running list of problems identified with associated care planning information.

(DIAGNOSIS SIDE - Left)

4. Click on the CARE PATTERN to select one of 4 main categories of care: Health Behavioral, Functional, Physiological or Psychological. Associated CARE COMPONENTS will now be available in the drop-down menu from which you can select one.

5. Select a DIAGNOSIS and SUB-DIAGNOSIS if indicated.

6. Enter notes by typing in related phrases in the box to indicate signs, symptoms, or evidence on which the diagnosis was made. This should be one running phrase separated by commas or semicolons.

(INTERVENTION SIDE - Right)

7. Use the drop-down list to select an appropriate INTERVENTION and SUB-INTERVENTION if indicated. Remember that each intervention must be qualified by not less than one and up to four types of actions. Check the appropriate TYPE OF ACTION buttons.

8. Enter notes related to the intervention and types of action by typing in the box to describe interventions. This should be one running phrase separated by commas or semicolons. Each intervention type should be as specific as time and space allows for full list of all types used. Start each section with the verb that specifies the action (i.e. perform, teach, refer etc).

(TO RECORD THE PATIENT PROBLEM, DIAGNOSIS AND INTERVENTION)

9. In order to record an entry, you must specify an EXPECTED OUTCOME. Select from the drop-down list whether you expect the problem to improve, stabilize, or deteriorate.

10. Click on the COMPLETE THE ENTRY button that will appear when all required fields are filled. Follow-up with clicking the OK button that will appear and the problem you entered will appear in the scrolling lower-half of the dynamic problem grid screen (See Figure 5).

Figure 4. Patient Data (Core Patient Information)
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Figure 5. Patient Care Classification Screen / Scrolling Dynamic Problem Grid


3 Steps of Recording Actual Outcomes or Resolved Problem

1. In order to record a change in the patient problem (actual outcome) or re-visit to record a resolved (closed) problem, start by entering the CCCS screen and check the DISPLAY button to bring up the pre-recorded details of the problem.

2. Use the drop-down list of ACTUAL OUTCOMES to select an actual outcome (Improved, Stabilized, or Deteriorated) and check the RESOLVED box if the patient problem is resolved. The COMPLETE THE ENTRY button will appear.

3. Click on the COMPLETE THE ENTRY button and follow up by clicking the OK button. Your problem will be updated and the date will appear.

3 Steps to Produce Reports

1. The patient data is automatically saved each time you record any problem on the CCCS patient care classification screen. From the individual patient screen, click on the RECORD button to produce an individual patient record screen (See Figure 6). To print the record, select the File drop-down from the upper left corner and select PRINT.

Figure 6. Individual Care Record
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2. To produce an aggregate report of all records, return to the SWITCHBOARD. From here you can select the (1) CARE RECORDS REPORT button for a summary of all patients recorded; (2) INTERVENTION FREQUENCY button for a compilation of all interventions performed (See Figure 7); or (3) INTERVENTIONS BY TYPE button for a distribution of percentages across the four types of interventions: Assess, Care, Teach and Manage (See Figure 8).

3. From any report screen, use the upper left File drop-down list and click PRINT.

Figure 7. Intervention Frequency Report

[image: image3.png]2 CCC System - [iptintervention]
|8 e wndow tes

Component
A ACTIVITY

€ CARDIAC

G HEALTH BEHAVIOR

H MEDICATION

L RESPIRATORY

N SAFETY

Q SENSORY

Intervention

0123
0121
cos.0.1
C08.02
C08.03
Gls4l
Gls43
H24.03
H24.0.1
L3502

L3503

L3501

4221
N42.24
N42.23
713
Q7L

Teach Energy Conservation

Assess Energy Conservation

Assess Cardiac Care

Care Cardiac Care

Teach Cardiac Care

Assess Compliance with Medication Regimen
Teach Compliance with Medication Regimen
Teach Medication Care

Assess Medication Care

Care Oxygen Therapy Care

Teach Oxygen Therapy Care

Assess Oxygen Therapy Care

Assess Equipment Safety

Manage Equipment Safety

Teach Equipment Safety

Teach Acute Pain Control

Assess Acute Pain Control

Frequency

1
1
1





Figure 8. Interventions by Type Report
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