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ing assistants). To delegate appropriately, the nurse must match
the needs of the client and family with the skills and knowledge
of the available caregivers. This requires knowing the back-
ground, experience, knowledge, skills, and strengths of each
person, and understanding which tasks are and are not within
their legal scope of practice.

The nurse has two responsibilities in delegating and assign-
ing: (1) appropriate delegation of duties (that is, giving people
duties within their scope of practice) and (2) adequate supervi-
sion of personnel to whom work is delegated or assigned. The
RN can delegate certain tasks to an unlicensed person but can-
not assign responsibility for total nursing care. The RN is re-
sponsible for seeing that delegated tasks are carried out prop-
erly. Assistive personnel may perform tasks such as measuring
intake and output, but the RN is still responsible for analyzing
data, planning care, and evaluating outcomes. Because there
are no universal standards for the training of unlicensed per-
sonnel, nurses often must assume responsibility for supple-
menting the training those staff members have received (see
also Chapter 26).

THE NURSING INTERVENTIONS
CLASSIFICATION
Chapter 17 described the efforts of the North American
Nursing Diagnosis Association (NANDA) to standardize the
language for describing problems that require nursing care and
to create a taxonomy of standardized client outcome labels. A
group of nurse researchers also recognized the need for a stan-
dardized language to describe the interventions that nurses per-
form. A taxonomy of nursing interventions referred to as the
Nursing Interventions Classification (NIC) taxonomy has
been developed by the Iowa Intervention Project (McCloskey
& Bulechek, 2000). This taxonomy consists of three levels: (a)
level 1, domains; (b) level 2, classes; and (c) level 3, interven-
tions. Table 18–7 shows the seven domains and 30 classes of
interventions within the taxonomy.

More than 486 interventions (level 3) have been developed.
Similar to NANDA diagnoses, each broadly stated intervention
includes a label (name), a definition, and a list of activities that
outline the key actions of nurses in carrying out the intervention
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Medical Dx:
Possible

pneumonia

Effective airway
clearance (gas exchange)

a.e.b. 
• Absent pallorcyanosis
• Correct breathing and 

coughing technique
• Productive cough
• Symmetrical chest

excursion 4 cm

Administer:
• Expectorants
• Analgesics
• Oxygen
• Antibiotics

Concept Map:

Monitor:
• Respiratory rate, depth, effort, 

color, mucous membranes, 
sputum Q4˚

• Blood gases, CXR, inspiratory 
volume PRN

• Level of consciousness
• T, P, BP, pulse oximetry Q4

Teach:
• Coughing and deep breathing 

techniques.
Remind and assist Q3˚

Perform:
• Postural drainage QD

History:
cold x2 wks' orthopnea
dyspnea on exertion occasional chills
fever, lung pain   intake x2 days

Physical Examination:
T-103F  P-92  R-22, shallow  BP-122/80
dry mucous membranes; skin hot, pale;
cheeks flushed
  breath sounds ®, insp. crackles 
RUL, RLL
chest excursion 3 cm; cough–sml amt 
thick, pale pink sputum
lethargic, weak/fatigued

Assessment Outcomes Nursing Interventions

Ineffective
airway 

clearance r/t 
viscous secretions,

  chest expansion 2˚ 
to fluid volume deficit,

chest pain, fatigue

Concept map for ineffective airway clearance (gas exchange).


