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1. Case
Name: 


K. Chapati

Birthdate and place: 
4-2-1988, Nairobi
Medical history:  
HIV
Marital status: 

Unmarried, 0 children
Earlier pregnancies: 
2 miscarriages (P0+2, G3) 
Career: 


Owner of hairsalon

Cause of admission: 
Reduced fetal movement

Miss Chapati was admitted on 22th of September 2014 to the maternity ward at Coptic Hospital. Miss Chapati is 26 years old. She is 38 weeks pregnant and was admitted due to reduced fetal movement. Miss Chapati is HIV positive, therefore she takes part in the Hope program. This is a program, provided by the hospital. Every person who is tested HIV positive, can admit him/herself at the Hope program. The hope program pays a large amount of the costs that come with the hospitalization.  She is unmarried, has no children. This is her first pregnancy, before the pregnancy she used a coil as family planning. In her daily life she is a businesswoman, she has her own hairsalon. The father of the baby, left miss Chapati when he found out that she was pregnant and HIV positive. Miss Chapati lives alone in a small rental home. Her father and mother passed away 2 and 4 years ago.  Miss Chapati has got health insurance. During hospitalization the fetal heart rate drops below 110 beats per minute. This is a dangerous situation, therefore the doctor has decided to do an emergency caesarian section.
Medication: AZT 300mg (two times a day), 3TC 150mg (two times a day), NVP 200mg (one time a day), septrin 400mg/80mg(two times a day) and multivitamin (two times a day)
Vital scores:
BP: 95/70 mmHg, HR: 70/min, temperature: 36,2, saturation: 99%

FHR: 108/min
2. Eleven health patterns of Gordon

1. Perceived health and conservation

Miss Chapati is HIV positive. She uses the medication as she is supposed to, because of her pregnancy. The Hope program supports her in the treatment of the HIV. They make sure that most of the costs for the pregnancy will be covered by the hospital. Miss Chapati is 38 weeks pregnant, due to reduced fetal movement she was admitted in the hospital. She has health insurance. When the low fetal heart rate is measured, the doctor schedules her for an emergency caesarian section. She forgot to take a new coil after five years.
2. Nutrition and metabolism

Because of the ceasarian section (CS) miss Chapati has to start slowly with eating and drinking. In order for her to give the baby breastfeeding she needs to take her medicine. The baby is strong enough to take breastfeeding. The wound of the CS is not leaking blood, looks clean there is no infection going on. Her bloodpressure and Hb are low, because of the large amount of blood loss during CS. Therefore she gets a blood transfusion.
3. Execration

Because of the operation she has a indwelling foley catheter. She passes enough urine. She hasn’t passed stool since the operation. 
4. Activity

By doctors order miss Chapati isn’t allowed to mobilize until six hours after the operation. Symptoms that often occur after the CS are that the wound hurts a lot during mobilization, especially during bending. The operation and contraction took a lot of her energy, therefore she is really tired.
5. Sleep and rest
Miss Chapati has broken nights, because the baby needs to be breastfed every two hours. The baby wakes her up a lot during the night with his crying for food and attention. Miss Chapati isn’t able to get good sleep and rest.

6. Perception and cognition

The face of miss Chapati shows that she feels a lot of pain. She doesn’t tell this to the nurses. 

7. Self-perception

Miss Chapati is raised with the values that it is a bad thing to complain about the challenges you get in life. She has learnt to never complain about a thing. She told that she had lived on the streets when she was young. There it wasn’t allowed to show any sign of pain. 

She is scared that she infected the baby with HIV, even though she took her medicine as prescribed. 

She is also scared how the community reacts to her having a baby. She tells that it is not done in her neighborhood to get a child without being married.

8. Roles and relationships

Miss Chapati has no social support system. The father of the baby is out of the picture. She has no siblings. Her father and mother both passed away. In her daily life she works as a business women. She has her own hair salon, here she earns a sufficient amount of money with.

9. Sexuality and reproduction

Miss Chapati is sexually active. She tells she tends to forget to use a condom, because she uses family planning. This is the reason she became HIV positive. She has used a coil before she got pregnant to prevent pregnancy. She didn’t planned on getting pregnant, but her family planning wasn’t secure anymore. Due to her religion (catholic) she refused to take an abortion.
10. Stress processing

She is not sure if she can handle the situation after she gets home. She needs to provide for herself and the baby, but because of the baby she isn’t able to work. There is no one who can babysit so for the first few months. She is almost certain that she will not make it.

11. Values and religion
Miss Chapati is a catholic. She appreciates and tries to follow the values that come with her religion. Therefore she refused to take the abortion. 
3. Complexity score

Miss Chapati is a high complex case. Her situation is stable, but the nursing plan needs to be revisioned every other day. She has a big wound in the belly, because of the CS. This wound could infect easily, if not good taken care off. Especially because she is HIV positive. 
She has no social support system, the father of the baby is gone, her parents have passed away. By doctors order she is not allowed to mobilize until six hours after the CS. Besides the fact that she could easily develop complications like an infection or bleeding, there is a big risk on depression.

In order to make sure she doesn’t get complications, there are several complex nursing materials used, such as a running intravenous fluid. She has an indwelling catheter, due to the CS.
By doctors orders she can’t mobilize until six hours after the surgery and after these six hours mobilization can be very painful, because of the wound. Therefore she needs help with getting in and out of bed, putting on clothes, moving herself around and personal hygiene. Due to the indwelling catheter she needs help using the toilet.

The HIV and the pregnancy can slightly influence one another. If the mother doesn’t take her medicine properly, the baby has a high risk in getting infected.

In almost all the items that she is scored on in the complexity score list (see Appendix 2: Complexity score list), she has two point or higher. In total miss Chapati scored 21 out of 32. So with this information it can be stated that miss Chapati is high complex.

4. Sorting of health patterns

	
	Health patterns
	(Potential) nursing problems

	1
	Perceived health and conservation

Functional: She uses the medication as she is supposed to, because of her pregnancy. The Hope program supports her in the treatment of the HIV. They make sure that most of the costs for the pregnancy will be covered by the hospital. 

Dysfunctional: Miss Chapati is HIV positive. Miss Chapati is 38 weeks pregnant, due to reduced fetal movement she was admitted in the hospital. She has health insurance. When the low fetal heart rate is measured, the doctor schedules her for an emergency caesarian section. She forgot to take a new coil after five years.
	Nursing problems:
Potential nursing problems:
· Inadequate therapy discipline


	2
	Nutrition and metabolism

Functional: In order for her to give the baby breastfeeding she needs to take her medicine. The baby is strong enough to take breastfeeding. The wound of the CS is not leaking blood, looks clean there is no infection going on. 

Dysfunctional: Because of the ceasarian section (CS) miss Chapati has to start slowly with eating and drinking. Her bloodpressure and Hb are low, because of the large amount of blood loss during CS. Therefore she gets a blood transfusion.
	Nursing problems:

Potential nursing problems:
· Risk of infection



	3
	Execration

Functional: She passes enough urine. 

Dysfunctional: Because of the operation she has a indwelling foley catheter. She hasn’t passed stool since the operation.
	Nursing problems:
Potential nursing problems:
· Risk of constipation

	4
	Activity

Functional:  -

Dysfunctional: By doctors order miss Chapati isn’t allowed to mobilize until six hours after the operation. Symptoms that often occur after the CS are that the wound hurts a lot during mobilization, especially during bending. The operation and contraction took a lot of her energy, therefore she is really tired. She asked if the nurses could help her with the personal hygiene.
	Nursing problems:
· Reduced mobility
· Shortage of self-care: personal hygiene, dressing, toilet

Potential nursing problems:
· 

	5
	Sleep and rest

Functional: Miss Chapati has broken nights, because the baby needs to be breastfed every two hours. The baby wakes her up a lot during the night with his crying for food and attention. 

Dysfunctional: Miss Chapati isn’t able to get good sleep and rest. She complains that when she sleeps at night, she needs to wake up every two hours to feed her baby. She notes that she doesn’t rest or sleep during the day.
	Nursing problems:
· Disturbed sleep
Potential nursing problems:


	6
	Perception and cognition

Functional: -

Dysfunctional: The face of miss Chapati shows that she feels a lot of pain. She doesn’t tell this to the nurses. 
	Nursing problems:
· Discomfort
Potential nursing problems:


	7
	Self-perception

Functional: Miss Chapati is raised with the values that it is a bad thing to complain about the challenges you get in life. She has learnt to never complain about a thing. She told that she had lived on the streets when she was young. There it wasn’t allowed to show any sign of pain. 

Dysfunctional: She is scared that she infected the baby with HIV, even though she took her medicine as prescribed. 

She is also scared how the community reacts to her having a baby. She tells that it is not done in her neighborhood to get a child without being married.
	Nursing problems:
· Fear
· Powerlessness

Potential nursing problems:
· 

	8
	Roles and relationships

Functional: She has her own hair salon, here she earns a sufficient amount of money with.

Dysfunctional: Miss Chapati has no social support system. The father of the baby is out of the picture. She has no siblings. Her father and mother both passed away. In her daily life she works as a business women.
	Nursing problems:
Potential nursing problems:
· Risk of loneliness


	9
	Sexuality and reproduction

Functional: Miss Chapati is sexually active. She uses family planning. She has used a coil before she got pregnant to prevent pregnancy. She didn’t planned on getting pregnant. Due to her religion (catholic) she refused to take an abortion.

Dysfunctional: She tells she tends to forget to use a condom. Her family planning wasn’t secure anymore.
	Nursing problems:
Potential nursing problems:
· 

	10
	Stress processing

Functional: -

Dysfunctional: She is not sure if she can handle the situation after she gets home. She needs to provide for herself and the baby, but because of the baby she isn’t able to work. There is no one who can babysit so for the first few months. She is almost certain that she will not make it.
	Nursing problems:
· Inadequate coping
Potential nursing problems:
· 

	11
	Values and religion

Functional: Miss Chapati is a catholic. She appreciates and tries to follow the values that come with her religion. Therefore she refused to take the abortion. 

Dysfunctional: -
	Nursing problems:
Potential nursing problems:



4.1 Accountability and prioritization of (potential) nursing problems: 
The health patterns are sorted by functionality and dysfunctionality. Certain aspects of the health patterns are sorted as dysfunctional if miss Chapati complains about it or she indicates that the circumstances are different from what they are normal. If aspects are comparable to her normal situation or measure up to her values and believes its indicated as functional.

In the following text I will give a few examples of miss Chapati her dysfunctional patterns based on culture, religion or habit, supported by literature and compared with my own standards. Miss Chapati tells the nursing staff she fears the reaction of the neighborhood she lives in,because she isn’t married. Her neighbors think it’s not done to have a baby when you’re not married. The fact that miss Chapati experiences fear, makes this a dysfunctional aspect. The principle that one has to be married before getting pregnant is an example that can be attributed to the ‘socialization process’. This process is existing for hundreds, maybe thousands of years. Elderly are teaching the younger ones about the happenings from the past. How they can cope best in certain situations. In the case of miss Chapati and her environment, they were teached since a young age that it is important to be married before having children, otherwise bad things could happen. Besides the socialization process, the ‘differentiation function’ is a big reason for the fear miss Chapati feels. In case of miss Chapati the differentiation function emphasizes the stereotype of the perfect married couple with a baby. Miss Chapati wants to fulfill this function, but she knows she can’t. This creates an us and them culture. This makes the insecurity grow and feeds the fear, she feels as if she’s not a part of the group. (Shadid, 2007) The ‘masculinity’ is scored high in east-African countries. According to Hofstede & Hofstede (2005), a society is masculine if emotional sex roles are clearly separated. Men are supposed to be assertive and tough, women are supposed to be humble and tender. Men have to earn the money and provide for the family, while the female has to nurture the family. Therefore masculine societies find it most likely that female are unable to maintain without the men and a marriage is desirable. (Hofstede & Hofstede, 2005)
A different example is the discomfort that miss Chapati experiences. The nurses can tell from the face of miss Chapati that she is in pain, but she doesn’t tell the nurses she has pain. In the environment where miss Chapati was raised, it wasn’t normal to show any sign of pain. On the streets she learnt how to be tough. This phenomenon is called ‘the social inhibition of expressive behaviour’.  According to this phenomenon, a culture decides who, how much and under which circumstances certain types of emotions can be shown.  Miss Chapati learnt to don’t show emotions, so that explains the way she acts. (Shadid, 2007) The behavior of miss Chapati is very different from my own standards and values. Since a young age I’ve learnt to express pain and discomfort. If I do, I can get help to make the discomfort go away. I think it is very important to not be in pain, certainly not when a body needs the energy to repair and strengthen itself. I tell every patient I take care of during a shift in the hospital, to give notice of expierencing pain in time. That they don’t have to be in pain and that suppressing the pain can give the body more energy to repair and heal.  
Miss Chapati doesn’t want an abortion due to her religion. It is one of her values and standards and therefore it is not dysfunctional. Nevertheless if it is a different setting and patient with different values and standards, this could be a dysfunctional pattern.
The health patterns are prioritized by the pyramid of Maslow. This pyramid is divided into five layers. The creators of this pyramid state that you can’t fulfill your dysfunctions in the top layer if you haven’t fulfilled your dysfunctions in the layers below. The layers are named as following (from top layer to lowest layer): self-development, need for appreciation and recognition, need for social contact, need for safety and security and physical needs. (Hesselink, 2010)
If miss Chapati isn’t fulfilling her dysfunctionalities in the layer of physical needs, so for instance not getting help with her personal hygiene, she isn’t able to fulfill her dysfunctionality of powerlessness.

Therefore the nursing problems are prioritized as follows:

1. Shortage of self-care: personal hygiene, dressing, toilet

2. Disturbed sleep

3. Reduced mobility

4. Discomfort

5. Risk of infection (potential)
6. Risk of constipation (potential)
7. Inadequate coping

8. Fear

9. Powerlessness

10. Risk of loneliness (potential)
11. Risk of inadequate therapy discipline (potential)
According to the pyramid nursing problem 11 should be higher in the prioritizing, but because she tells the nurse she tends to do everything to keep healthy for the baby and she is taking her HIV medicine as she is told to, the risk of the inadequate therapy discipline is lower. Therefore its placed as bottom nursing problem in the prioritizing. 
5. Nursing diagnoses
5.1 Shortage of self-care

Problem: shortage of self-care

Etiology: operation wound due to caesarian section

Symptoms: pain in the wound, tired of the labour and contractions, increased pain with mobilization, miss Chapati asked for help with morning care.
SMART-goal: “Within three days after surgery miss Chapati is able to participate in her personal needs, this appears from the reports of the nurses.” (Carpenito-Moyet, Zelfzorgtekortsyndroom, 2008)
5.1.1 Interventions 

NIC: supporting in personal care: hygiene, toilet, dressing

· Create privacy for miss Chapati during personal care

· Make sure that everything that is needed for personal care is within reach

· If possible let miss Chapati take an shower

· Support and take over the washing if miss Chapati isn’t able to wash herself

· Learn miss Chapati how to dress herself without forcing

· Support miss Chapati and if necessary take over the dressing part

· Encourage miss Chapati to ask for help is she needs to go to the toilet
(Carpenito-Moyet, Zelfzorgtekortsyndroom, 2008)
5.2 Disturbed sleep

Problem: disturbed sleep
Etiology: newborn child
Symptoms: miss Chapati complains that when she sleeps at night, she needs to wake up every two hours to feed her baby. She notes that she doesn’t rest or sleep during the day.
SMART-goal: “Within two days after the surgery miss Chapati makes notice that she is able to manage the periods she can rest and sleep, this appears from the report of the nurses.” (Carpenito-Moyet, Verstoorde slaap, 2008)
5.2.1 Interventions

NIC: regulating the energy, environment
· Reduce environment noise as much as possible

· Make sure visitors only visit during the visiting hours

· Make sure that patient is not getting disturbed for treatment during resting hours

NIC: promoting of sleep

· Explain to miss Chapati how she can use the resting hours fully when the baby is asleep

· Make sure miss Chapati relaxes before she goes to sleep
(Carpenito-Moyet, Verstoorde slaap, 2008)
5.3 Discomfort

Problem: discomfort, acute pain
Etiology: operation wound due to caesarian section, newborn child
Symptoms: the face of miss Chapati shows that she feels a lot of pain. She doesn’t tell this to the nurses.
SMART-goal: “Within three days  after the surgery miss Chapati shows less discomfort, this appears from a stable lower score in the visual analogue scale (VAS) of pain.” (van Engelen & Jungen, 2014)
5.3.1 Interventions

NIC: comfort
· Promote knowledge to miss Chapati by explaining the cause of pain and how long it will last

· Make sure miss Chapati knows that the nurses take her pain serious by listening and recognize that she is in pain

· Make sure miss Chapati has distraction, for example watching television

· Evaluate the pain (before and after giving of medication) using the visual analogue scale (VAS) of pain.
NIC: pain relief

· Tell miss Chapati what activities increase and decrease the risk of pain

· Learn miss Chapati non-invasive techniques that help her to reduce the pain

· Give pain medication to miss Chapati as prescribed by the doctor
(Carpenito-Moyet, Ongemak, 2008)
5.4 Risk of infection

Problem: risk of infection
Etiology: caesarian section
Symptoms: miss Chapati had a caesarian section, invasive treatment always brings a risk of infection.
SMART-goal: “During the stay in the hospital miss Chapati will not develop an infection in the operation wound, this appears from measurements with the WCS classification model.” (Andriessen, 2004)
5.4.1 Interventions

NIC: hospital hygiene
· Prevent contamination in the wound of miss Chapati by washing the hands, work a-septic

· Prevent miss Chapati of contamination by visitors by stimulating the visitors to wash their hands

NIC: care of the operation wound

· Reduce risk of infection by giving miss Chapati her prescribed antibiotics periodically

· Take care of miss Chapati’s wound once a day, put on clean bandage every day (if necessary)

· Give miss Chapati information how she can reduce the risk of getting an infection after the delivery
(Carpenito-Moyet, Risico op infectie, 2008)
5.5 Fear

Problem: fear
Etiology: HIV status, insecurity due to marital status
Symptoms: miss Chapati tells she is scared that she infects the baby with HIV, even though she took her medicine as prescribed.  Miss Chapati is also scared how the community reacts to her having a baby.
SMART-goal: “Within three days after the surgery miss Chapati indicates that she experiences less fear and that she feels secure about her situation, this appears from reports of the nurses.” (Carpenito-Moyet, Angst, 2008)
5.5.1 Interventions
NIC: anxiety reduction
· Measure the level of fear that miss Chapati senses

· Give support and security to miss Chapati in expressing her fears

· Learn miss Chapati techniques, like breathing in and out deep, that can reduce the fear if stressful situations can’t be avoided

NIC: anticipatory guidance

· If fear is reduced enough, give guidance in recognizing the fear

· Teach miss Chapati how to use ‘Cognitive Behavioural Therapy’ to cope with her feelings
· Give miss Chapati guidance how she can conquer the fear

· If necessary, refer miss Chapati to a psychologist
(Carpenito-Moyet, Angst, 2008)
6. Intervention elaborated according to the five steps of EBP

6.1 Step 1: translating the (clinical) problem to an answerable question
The intervention that is going to be accounted with evidence based literature is the following:
‘teach miss Chapati how to use ‘Cognitive Behavioural Therapy’ to cope with her feelings’.

To account for this intervention there must be searched for at least two scientific articles. In order to find these articles in medical and nursing search machines and databanks a three partial question is drafted. In these question the problem, intervention and outcome are specified. 
Problem:

Fear of social environment

Intervention:

The use of cognitive behavioural therapy

Co-intervention:
No use of cognitive behavioural therapy

Outcome:

Reduced or no fear of social environment

Can in a patient of 26 years who fears her social environment, the use of cognitive behavioural therapy, reduce the fear? (Cox, Louw, Verhoef, & Kuipers, 2012)
6.1.1 Accountability of question

In this intervention there is zoomed in on the social fear that miss Chapati senses. Miss Chapati has a big fear that her neighbors don’t approve of her situation. She is afraid that this will influence her whole life. If miss Chapati feels this way, the risk is big that the situation will develop as she imagines. A negative spiral can develop when thinking negatively about yourself and your situation. It is important to break through this stigmatization that she thinks is living in her neighborhood.
It is important to find out the reason miss Chapati thinks her neighborhood feels this way and it is important to show miss Chapati how she can conquer the fear and get the positive view of her neighborhood, because it is probably not possible for her to move to a different estate within Nairobi. It is a cheaper and better option to change the thinking and stigmatization that miss Chapati does.
Miss Chapati has health insurance, this is the reason she is hospitalized in the Coptic hospital. This is a mission hospital and has higher fees than a governmental hospital. The health care given in this hospital is of higher quality, compared to a governmental hospital. There are less patients per nurse. Therefore nurses can give more attention to the patients. It is better possible that miss Chapati can learn how to use the cognitive behavioural therapy.

When you’re referred to a psychologist in Kenya people often feel put aside as being a mad person. Nurses can also help miss Chapati with these therapies, this is a more accessible option. During the stay in the hospital the nurses teach her how to cope with the situation. It is covered by the insurance, where it is quoted as a hospitalization and not a visit to the psychologist. This intervention will help miss Chapati cope with her situation and make her feel respected as a person.

Nurses in Kenya are in certain aspects allowed to do more. This is stated in the ‘Nursing Act’. In this act is written what nurses in Kenya can and can’t do. What makes them qualified as a nurse and what they need to do to maintain their license.  According to this law nurses are allowed to give these therapies if necessary. (Act title: Nurses, 1983)
6.2 Step 2: efficient searching for evidence
For searching evidence the following search machines and databanks are used: PUBMED, Google Scholar and CBO.
	Databank
	Zoekterm
	Hits
	Bruikbare hits

	PUBMED
	((“cognitive behavioural therapy”[TIAB] AND “fear”[TIAB]) AND “reduce”[TIAB])
	4
	1

	
	(“cognitive behavioural therapy”[TIAB] AND “reduce fear”[TIAB])
	0
	0

	Google Scholar
	“cognitive behaviour therapy” AND “reduce fear”, filter: since 2010
	95
	2

	CBO
	Angststoornissen in de GGZ
	1
	1

	
	Totaal: 3


The next inclusion criteria were followed in approving the scientific articles.

· Keywords that must be used while searching articles are: ‘cognitive behavioural therapy’, ‘fear’ and ‘reduce’

· Articles must not be before 2004

· In the abstract there must be written about cognitive behavioural therapy

· The articles must be of the highest value possible, were a systematic review has the highest preverance

· The databanks used must be medical or nursing
Article found in PUBMED: 
“Shame and Guilt in Social Anxiety Disorder: Effects of Cognitive Behavior Therapy and Association with Social Anxiety and Depressive Symptoms” by E. Hedman et al. (Hedman, E. et al, 2013)
Articles found in Google Scholar:

“Evaluation of Individual Cognitive Behaviour Therapy for Older People who are Fearful of Falling: A pilot study and Clinical Research Portfolio” by D. Graham (Graham, 2013)
“Effects of standard and explicit cognitive bias modification and computer-administered cognitive behaviour therapy on cognitive biases and social anxiety” by S. Mobini et al. (Mobini, S. et al., 2014)
Evidence based guideline found in CBO:

“Multidisciplinaire richtlijn angststoornissen”  by A.L.J.M. van Balkom (Balkom, A.L.J.M. van et al., 2013)
6.3 Step 3: assessing the found evidence on methodology quality and applicability
The scientific articles are checked with the checklist of Hunnink. This is a checklist that can qualify the methodology and applicability of research that has described an experiment with an population. The articles found are based on experiments and literature research, therefore this checklist is approved to use on this articles.

The evidence based guideline is checked with the AGREE II instrument. An evidence based guidline isn’t an article, it is a summary of best way to handle. For these kinds of documents there is a special checklist that can tell if the evidence based guideline is good to use.  This checklist is called the AGREE II. 

All the articles scored a sufficient amount of points in the checklist of Hunnink and the evidence based guideline scored sufficient on the AGREE II (see Appendix 3).
6.4 Step 4: application of best evidence in practice
According to Hedman et al. (2013) shame and guilt are higher in people who have a social anxiety disorder. To treat this feeling of shame and guilt Hedman et al. exposed the test group to cognitive behavior therapy (CBT). From the test result described in the article, it is proved that CBT can reduce shame  significantly in persons with social anxiety disorder. The feeling of shame as significantly higher in the test group that had social anxiety disorder, compared to the control group who didn’t had social anxiety disorder. After treatment with CBT, the test group had a same level of experiencing shame as the control group.

CBT is not used for treatment of shame, however testresults show that using CBT to treat  patients with social anxiety disorder are lowering their internal shame as a ‘side-effect’. (Hedman, E. et al, 2013)
According to Mobini et al. (2014) people with social anxiety disorder have a higher cognitive vulnerability, because patients with social anxiety disorder tend to process information negative. By treating patients with the CBT, this negative processing of information can be influenced and reduce the anxiety symptoms. Patients who are treated with CBT by computer tend to make positive progress quicker and better compared to patients who have a 14-week group session with CBT. (Mobini, S. et al., 2014)
Graham (2013) writes in her article that individual CBT has a better result compared to group CBT in lowering the rate of fear in patients. (Graham, 2013)
The effect of CBT stays for at least two to five years. Drop-outs are rare. (Balkom, A.L.J.M. van et al., 2013)
6.5 Step 5: regular evaluation of process and result

Hospitalization due to an CS is short. Therefore it isn’t easy to do a regular evaluation, in order to provide the patient with the best evaluation of process and result as possible every day the nurse will discuss the sense of fear of miss Chapati on a random moment. The moment that is chosen needs to be distanced from the moment miss Chapati receives the CBT. Before miss Chapati leaves it is necessary that process of her treatment with CBT is evaluated properly by a hospital a CBT specific question list. In order to make sure that miss Chapati can continue to reduce her fear, the hospital will offer her an online CBT. The hospital makes sure this will be covered by her health insurance. This online CBT will evaluate her process and result every two weeks. 
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8. Appendix 1: Elaboration illness

What is HIV and its etiology?

HIV is a short for Human Immunodeficiency Virus. The HIV virus can be divided in two types of retroviruses, HIV-1 and HIV-2. 

HIV-1

The HIV-1 virus has its origin in the first half of the 20th century. It derived from a closely related chimpanzee virus. This is the most common type of HIV. It can easily be transmitted by unprotected sexual intercourse with a person who carries the HIV infection, blood-to-blood contact. The use of non-sterile infected needles and instruments. For example in a hospital setting this can occur during an unprotected and non-sterile operation. In daily setting this can occur by inserting drugs with a non-sterile infected needle. Blood transfusion or transplantation of organs of HIV infected persons can cause a HIV infection in a not infected person. When a female is pregnant while being infected with the HIV virus the risk of infecting the unborn baby is high. Even when the baby is not infected at birth, there is still a 10 to 15% chance that the baby can be infected by breastfeeding. This risk increases when the mother is infected with HIV or has mastitis during the breastfeeding period. (Infectie met humaan-immunodeficiëntievirus (HIV), 2003)
The chances of getting infected with the HIV virus is equal for every individual. When diagnosed with HIV-1 the body destroys in progressive rate its own lymphocytes. Due to this destroying the risk of infection increases significantly. The retrovirus can directly damage the brain, gonads, kidneys and heart. Due to the HIV virus certain organisms can cause infections that can’t cause an infection in people that are healthy. These infections can be developed by viruses, parasites and bacteria’s. (Infectie met humaan-immunodeficiëntievirus (HIV), 2003) (Human Immunodeficiency Virus (HIV) Infection, 2013)
HIV-2

HIV-2 is a disease that is discovered after HIV-1. It can be transmitted the same as HIV-1. This type is less easy to transmit than the HIV-1 and type 2 has a less severe and slower clinical process than type 1. This type is most common in west-Africa. (Over HIV, 2014)
AIDS

AIDS is a short for acquired immunodeficiency syndrome. It is a collection of diseases that hardly occurs in people with a healthy immune system. AIDS is the last phase of the HIV infection. The HIV infected body isn’t able to fight against the infections and other diseases that uses a weakened immune system. When a HIV infected person gets one or more of these illnesses and/or the person has a dangerously low density of lymphocytes,  it is called AIDS. (Over HIV, 2014)
Diagnostic phase 

Diagnosing if a person is HIV positive can be done with a blood test.  Blood is taken from the person who wants to know if he/she is infected. If it appears that a person has antibodies for HIV in his/her blood, there can be said that a person is HIV positive. This means the person is infected with the retrovirus.

There are two types of tests: a quick test and a normal test. Both are done with blood samples. In case of a quick test the result can be available within one hour. In case of a normal test it takes 7 to 10 days before the result is available. If there is proven that the person has HIV a second test will be taken to make sure the results are true. (HIV test, 2014)
If HIV infection is suspected, but the blood results show a negative result on antibodies, the plasma HIV RNA level can be measured. This is an difficult, advanced technology that is not available everywhere in the world.

Certain specific blood values (CD4 and plasma HIV RNA level) should be determined, if the HIV infection is diagnosed. Based on these values a personal prognosis and treatment can be made. (Human Immunodeficiency Virus (HIV) Infection, 2013)
To diagnose if a newborn child is infected with HIV by the mother, a blood test needs to be done within two days after birth, when the baby is two weeks old, between 1-2 months after delivery and between 3-6 months after delivery. By doing this test regularly, the HIV infection (if present), can be indentified before the age of 6 months.

To diagnose the HIV infection in newborn (younger than 18 months), different type of blood test needs to be done. An unborn child always develops antibodies against the HIV infection if the mother is infected during the pregnancy. However the HIV infection doesn’t need to be present in the unborn child. This special blood test measures if the HIV infection is present in the blood. In the regular test, that can be done with persons over 18 months the antibodies will be measured in the blood. (Infectie met humaan-immunodeficiëntievirus (HIV), 2003)
Progression of the illness
If the HIV virus is not treated with medicine, the progression of the illness will be as described down below.

 When the HIV virus enters the body a large amount of specific lymphocytes (CD4-cells) are infected and will be multiplied fast. During the acute primary phase of the HIV infection a large amount of viral load will be spread through the blood. Organs will be contaminated, mostly the lymphatic’s, thymus, lymph knots and the spleen. The lymphatic’s will start a mass production of the HIV virus.


The immune system will fight back with specific lymphocytes (killer T cells) and antibodies (B-lymphocytes), two to four weeks after exposure to the virus. The amount of specific lymphocytes (CD4-cells) will increase and the HIV values will decrease. However this immune response is partly successful, not a the viruses are killed. The surviving viruses can keep quiet for months or sometimes even years in infected cells.
 
During the period of clinical latency the specific lymphocytes cells are higher than the HIV infected cells. During this period non HIV related symptoms will occur, eventhough the HIV virus is present in the body. After a certain period of time (average of eight years), the immune system will deteriorate . The immune system can’t cope with infections that enter the body. AIDS will develop. The viral load of HIV in the blood will increase extremely in a short amount of time. The number of CD4 cells will decrease to a dangerously low level. Eventually this will lead to death. (Over HIV, 2014)
To explain the entire story written above, there is an illustration shown in figure 1.
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(Over HIV, 2014)
Symptoms

During the primary HIV infection  the symptoms are nonspecific. The symptoms usually begin within one to four weeks after the infection and lasts three till fourteen days. These symptoms are usually for other viral syndromes. In 70 % of the people infected with HIV the symptoms are the same as having a flu. For example fever, malaise and fatigue. But also several types of dermatitis, arthralgias, generalized lymphadenopathy and septic meningitis can occur. 

After the first symptoms disappear, most patients, even without treatment, have no symptoms or only a few, mild, intermittent, nonspecific symptoms for a highly variable time period. This period can range from two to fifteen years.

The most common symptoms that do occur during this not symptomatic period are: lymphadenopathy, oral candidasis, herpes zoster, diarrhea, fatigue and fever with intermittent sweats. People can relate these symptoms to other illnesses, but they are mostly the result of the HIV virus or opportunistic infections caused by the HIV virus. Also blood related illnesses, such as anemia can occur.
When the HIV infection worsens and the CD4 cells are decreased,  the nonspecific symptoms will aggravate. In the end these symptoms will develop AIDS.  (Human Immunodeficiency Virus (HIV) Infection, 2013)



Treatment

The treatment of HIV is roughly divided into two steps. Patients with HIV are treated with HAART medication and are prescribed prophylaxis if the patient has a high risk to develop opportunistic infections. 

The drugs that can be prescribed for the HAART therapy are listed in the table below. They are categorized in the way they work and the side effects are written for every drug.

	Antiretroviral Drugs 

	Generic name
	Abbreviation
	Usual Adult Dosea 
	Some Adverse Effectsb 

	Entry (fusion) inhibitors

	Enfuvirtide
	T-20
	90 mg sc bid
	Hypersensitivity reactions, local injection site reactions, peripheral neuropathy, risk of bacterial pneumonia, insomnia, loss of appetite

	Maraviroc (CCR5 inhibitor)
	—
	150–600 mg bid, depending on other drugs used
	Myocardial ischemia or infarction

	Integrase inhibitors

	Elvitegravir
	—
	150 mg once/day
	Nausea, diarrhea

	Raltegravir
	—
	400 mg bid
	None

	Non-nucleoside reverse transcriptase inhibitors
	Rash (occasionally severe or life threatening), liver dysfunction

	Efavirenz

	EFV
	600 mg at bedtime
	CNS symptoms, false-positive cannabinoid test results, excessive blood levels if the drug is taken after fatty meals

	Etravirine
	—
	200 mg bid
	Severe, potentially life-threatening rashes

	Nevirapine
	NVP
	200 mg once/day for 2 wk, then 200 mg bid
	Severe, potentially life-threatening hepatotoxicity and rashes, especially during the first 18 wk of treatment

Increased cytochrome P-450, reducing levels of protease inhibitors, and other drugs (eg, efavirenz

	Rilpivirine
	
	25 mg once/day
	Fewer CNS adverse effects than efavirenz

	Nucleoside reverse transcriptase inhibitors
	Lactic acidosis (which can be life threatening), steatohepatitis

	Abacavir

	ABC
	300 mg bid
	Severe, potentially fatal hypersensitivity reactions with fever, rashes, nausea, vomiting, diarrhea, pharyngitis, dyspnea, and/or cough (risk is 100-fold higher in patients with HLA-B*57:01, which can be detected by genetic testing) 

Anorexia, nausea, vomiting

Rechallenge contraindicated

	Didanosine

	ddI
	400 mg once/day or 200 mg bid if ≥ 60 kg

250 mg once/day or 125 mg bid if < 60 kg
	Peripheral neuropathyc, Possibly life-threatening pancreatitisd, severe hepatomegaly with steatosis, diarrhea

	Emtricitabine

	FTC
	200 mg once/day
	Minimal; skin hyperpigmentation

	Lamivudine 

	3TC
	150 mg bid or 300 mg once/day
	Peripheral neuropathy, rarely pancreatitis

	Stavudine

	d4T
	40 mg bid if ≥ 60 kg

30 mg bid if < 60 kg
	Peripheral neuropathy, possibly life-threatening pancreatitis (rare), hepatic steatosis, fat redistribution with lipoatrophy of face and extremities

	Zalcitabine


	ddC
	0.75 mg tid
	Peripheral neuropathy, possibly life-threatening pancreatitisd, oral ulcers

	Zidovudine

	ZDV, AZT
	300 mg bid
	Anemia and leukopeniae, rarely pancreatitis, hepatic steatosis, myopathy, myositis

	Nucleotide reverse transcriptase inhibitor

	Tenofovir

	TDF
	300 mg once/day
	Mild renal insufficiency (uncommon), other serious renal diseases (rare)

Increased levels of ddI; otherwise minimal

	Protease inhibitorsf 
	Nausea, vomiting, diarrhea, abdominal discomfort, increased serum glucose and hypercholesterolemia (common), increased abdominal fat, liver dysfunction, bleeding tendency (particularly in hemophiliacs)

	Amprenavir


	APV
	1200 mg bid with food
	Rash

	Atazanavir

	ATV
	400 mg once/day
	Rash, hyperbilirubinemia

	Darunavir
	—
	800 mg once/day, taken with ritonavir  
100 mg, or 600 mg bid, taken with ritonavir
100 mg bid and with food
	Severe rash, hypersensitivity, fever

	Fosamprenavir

	None
	1400 mg bid
	Rash

	Indinavir

	IND
	800 mg tid on an empty stomach (600 mg for patients taking DLV; should not be given with ddI because concurrent use reduces levels of indinavir
	Kidney stones, occasionally obstructive (patients should ingest 1300 mL of fluid daily)

Cross-resistance with other protease inhibitors, especially ritonavir


	Lopinavir
	LPV
	400 mg bid (in a fixed combination with 100 mg ritonavir) with food
	Altered taste, circumoral paresthesias

	Nelfinavir 

	NLF
	1250 mg bid with food
	—

	Ritonavir

	RIT
	600 mg bid with food
	Altered taste, circumoral paresthesias

Possibly decreased incidence and severity of adverse effects with dose reduction 

	Saquinavir

	SQV
	1200 mg tid, within 2 h of a meal (trough levels and efficacy possibly increased when used with ritonavir) 
	—

	Tipranavir
	TPV
	500 mg with ritonavir
200 mg bid
	Possibly life-threatening hepatitis and intracranial hemorrhage

	aDoses are given orally, unless otherwise specified.

	bAll classes of antiretroviral drugs may contribute to chronic metabolic adverse effects, which include elevated cholesterol and triglycerides, insulin
resistance, and centripetal redistribution of body fat. Adverse effects listed for drug class can occur when any drug in that class is used.

	cPeripheral neuropathy may be reversible when the drug is stopped, and symptomatic treatment provides partial relief.

	dIf symptoms of pancreatitis (eg, nausea, vomiting, back and abdominal pain) occur, ddI or ddC must be immediately stopped until pancreatitis is confirmed or excluded.

	eAnemia can be treated with transfusions or other drugs such as erythropoietin; leukopenia can be treated with colony-stimulating factor (granulocyte colony-stimulating factor or granulocyte-macrophage colony-stimulating factor).

	fAll are metabolized by the cytochrome P-450 system, creating potential for many drug interactions.


Prognosis

9. Appendix 2: Complexity score list
Complexiteitsscorelijst voor het Ziekenhuis

Vaststellen complexiteit van zorg

Geef per item A tot en met H een score van 1 tot 4. Doe dit door het betreffende cijfer te omcirkelen. Doorloop hiertoe de vragen die bij de verschillende items beschreven staan.

	A.
Stabiliteit en voorspelbaarheid van de zorgsituatie
                Hoe stabiel is de zorgsituatie?

1. De situatie is stabiel, voorspelbaar en de zorg voor de zorgvrager is voor meer dan drie dagen te plannen

2. De situatie is wisselend, maar wel voorspelbaar, de zorg voor de zorgvrager is voor twee tot drie dagen in grove mate te plannen

3. De situatie is onvoorspelbaar, een frequente herziening van de planning van zorg, op kort termijn (één tot twee dagen), is nodig

4. De situatie is sterk wisselend en onvoorspelbaar, constante herziening van zorg op zeer kort termijn (binnen één dag) voor de zorgvrager is nodig
	     SCORE

     1 2 3 4


Stabiel staat voor: evenwichtig, onveranderlijk en duurzaam. Een stabiele situatie is een situatie die nauwelijks wordt beïnvloed door het ziekte/aandoening/stoornis; er zijn geen nieuwe klachten en verschijnselen dan de reeds bestaande te verwachten. De verpleegkundige interventies hebben een routinematig karakter, meestal terug te vinden in een protocol of standaardprocedure.

Bij voorspelbaarheid gaat het om het tijdsbestek waarmee de wisselingen in de gezondheidstoestand van de patiënt optreden. Dit varieert van lang termijn (meer dan drie dagen) tot kort termijn (binnen één dag).

	B.
Kans op een risicovolle situatie

                Hoe groot is de kans dat er een risicovolle situatie optreedt?

1. Geen kans op een risicovolle situatie

2. Geringe kans op een risicovolle situatie

3. Grote kans op een risicovolle situatie

4. Vrijwel zeker kans op een risicovolle situatie
	1 2 3 4




Risicovol verwijst naar de mate van schade van de situatie voor de zorgvrager op lichamelijk en/of  psycho-sociaal gebied; dit kan variëren van lichte schade tot levensbedreigende schade. Je beoordeelt in welke mate er complicaties te voorspellen zijn en tevens de ernst van de complicaties.

C.
Coördinatie met andere hulpverleners




                                1 2 3 4
                Met hoeveel hulpverleners, naast de verpleegkundigen en de behandelend arts, krijgt de zorgvrager
gedurende het verblijf in de instelling te maken?

1. Geen enkele andere hulpverlener

2. Met 1 of 2 andere hulpverleners

3. Met 3 of 4 andere hulpverleners

4. Met meer dan 4 andere hulpverleners

D.
Gebruik van verpleegtechnische hulpmiddelen



                                1 2 3 4 

In hoeverre is het gebruik van verpleegtechnische hulpmiddelen noodzake​lijk?

1. Niet noodzakelijk

2. Eenvoudige verpleegtechnische hulpmiddelen zijn nodig

3. Een complexer verpleegtechnisch hulpmiddel is nodig

4. Meerdere verpleegtechnische hulpmiddelen zijn nodig

Hierbij dient onderscheid gemaakt te worden in eenvoudige verpleegtechnische hulpmiddelen zoals een dekenboog of leestafel en complexere verpleegtechnische hulpmiddelen zoals drainage-apparatuur, infusen en infuuspompen

	
	


	E.
ADL-zelfstandigheid van de patiënt
                                                                                           1 2 3 4

               De indicatoren voor de mate van ADL-zelfstandigheid zijn:

               De zorgvrager kan zonder hulp:

· in en uit bed komen

· aan en uitkleden

· gebruik maken van het toilet

· zichzelf lichamelijk verzorgen

· eten en drinken

· zich verplaatsen

               1. De zorgvrager voldoet aan alle ADL- indicatoren

               2. De zorgvrager voldoet aan 4 of 5 ADL- indicatoren

               3. De zorgvrager voldoet aan 1, 2 of 3 ADL- indicatoren

               4. De zorgvrager is in het geheel niet ADL- zelfstandig
	


F.
Emotionele ondersteuning aan de zorgvrager en naasten

                                               1 2 3 4
In hoeverre behoeft de zorgvrager en/of diens naaste emotionele ondersteuning van de
verpleegkundige gericht op de verwer​king van zijn/ haar ziekte/aandoening/stoornis

1. Behoeft normale aandacht en inspanning

2. Behoeft extra aandacht en inspanning

3. Behoeft grote aandacht en inspanning

4. Behoeft alle aandacht en inspanning

Bij 'extra aandacht' is de zorgvrager en/of diens naaste wel in staat keuzen te maken welke bijdragen tot een verwerking van zijn/haar ziekte/aandoening/stoornis

Bij 'grote aandacht' is de zorgvrager en/of diens naaste weinig tot niet in staat keuzen te maken.

	G.
Mate van adequate communicatie tussen verpleegkundige en de zorgvrager

                De patiënt communiceert op een begrijpelijke en adequate wijze middels spreken, schrijven,

                gebaren, luisteren en zien (5 communicatie-indicatoren)

1. De zorgvrager communiceert adequaat middels 5 indicatoren

2. De zorgvrager communiceert adequaat middels 3-4 indicatoren

3. De zorgvrager communiceert adequaat middels 1-2 indicatoren

4. De zorgvrager is niet in staat adequaat te communiceren
	         1 2 3 4

	
	

	H.
Meerdere ziektebeelden/ aandoeningen/ verstoringen die elkaar beïnvloeden

                In hoeverre is er sprake van meerdere ziektebeelden/ aandoeningen/ verstoringen die

                elkaar beïnvloeden?

1. De zorgvrager heeft 1 ziektebeeld/ aandoening/ stoornis

2. De zorgvrager heeft 2 ziektebeelden/ aandoeningen/ verstoringen

die elkaar niet beïn​vloe​den

3. De zorgvrager heeft 2 ziektebeelden/ aandoeningen/ verstoringen

die elkaar enigszins beïn​vloe​den

4. De zorgvrager heeft 2 ziektebeelden/ aandoeningen/ verstoringen

die elkaar sterk beïn​vloe​den
	         1 2 3 4


Tel de gegeven scores op:
TOTAALSCORE




Bij een score van 8 tot en met 17 is er sprake van een laag-complexe zorgsituatie.

Bij een score van 18 of hoger is er sprake van een complexe zorgsituatie

Wat is de mate van complexiteit van de zorgsituatie?

0 Hoogcomplex (18- 32), totaal van 21 punten                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             

0 Laagcomplex (8-17)




Twee opmerkingen:

· In een laag-complexe zorgsituatie bestaat een variatie van zeer laag-complex (bijvoorbeeld 8 punten) tot bijna complex (bijvoorbeeld 17 punten). Deelaspecten kunnen binnen een score van een laag-complexe zorgsituatie toch hoog (en dus complex) gescoord hebben.
· Ditzelfde principe is ook van toepassing bij een complexe zorgsituatie. Binnen een complexe zorgsituatie bestaat een variatie van complex (bijvoorbeeld 18 punten) tot zeer complex (bijvoorbeeld 32 punten).
10. Appendix 3: Scored articles and guidlines

10.1 Hunnink questionlist
	Beoordelingscriterium
	(Graham, 2013)
	(Hedman, E. et al, 2013)
	(Mobini, S. et al., 2014)

	Is de titel van het onderzoeksartikel duidelijk?
	Ja
	Ja
	Ja

	Is de titel van het onderzoeksartikel een goede weergave van het onderzoeksprobleem?
	Ja
	Ja
	Ja

	Is de onderzoeker gekwalificeerd op het onderzoeksgebied door opleiding en onderzoekservaring?
	Ja
	Ja
	Ja

	Zijn de onderzoekers gekwalificeerd op het onderzoeksgebied door eerdere publicaties op hetzelfde gebied?
	Ja
	Ja
	Ja

	Is de samenvatting helder en beknopt? Wordt de probleemstelling/onderzoeksvraag/hypothese genoemd?
	Ja
	Ja
	Ja

	 Is de methode van onderzoek (design, populatie en dataverzamelingstechniek) duidelijk beschreven?
	Ja 
	Ja
	Ja

	Zijn de belangrijkste resultaten en conclusies van het onderzoek vermeld?
	Ja
	Ja
	Ja

	Geeft de introductie/inleiding de lezer een helder beeld van de achtergrond en aanleiding van het onderzoek?
	Ja
	Ja
	Ja

	Is duidelijk welk praktijkprobleem of theoretisch probleem aan het onderzoek ten grondslag ligt?
	Ja
	Ja
	Ja

	Is de gebruikte literatuur gerelateerd aan het onderzoeksprobleem?
	Ja
	Ja
	Ja

	Zijn er ook primaire bronnen gebruikt?
	Ja
	Ja
	Ja

	Is gebruik gemaakt van recente bronnen?
	Ja
	Ja
	Ja

	Is het literatuuroverzicht een kritische analyse van vorig werk en worden implicaties voor de probleemstelling?
	Ja
	Ja
	Ja

	Is het doel/ relevantie van het onderzoek duidelijk weergegeven?
	Ja
	Ja
	Ja

	Is de probleemstelling/onderzoeksvraag/hypothese duidelijk en precies geformuleerd?
	Ja
	Ja
	Ja

	Zijn de centrale begrippen/variabelen uit de probleemstelling/onderzoeksvraag/hypothese helder gedefinieerd?
	Ja
	Nee
	Nee

	Is het onderzoeksdesign benoemd beschreven en verantwoord?
	Ja
	Ja
	Ja

	Past het design bij de probleemstelling/onderzoeksvraag/hypothese?
	Nee
	Ja
	Ja

	Indien een theoretisch/conceptueel kader is gebruikt:

· Is dit een passend en duidelijk kader voor het onderzoek?

· Wordt gebruik van dit kader verantwoord
	Nvt
	Nvt
	Nvt

	Is voldoende duidelijk beschreven wie deel uitmaken van de onderzoekspopulatie?
	Ja
	Ja
	Ja

	Is de selectieprocedure van de onderzoekspopulatie helder beschreven?
	Ja
	Ja
	Ja

	Wordt de omvang van de populatie/steekproef verantwoord?
	Ja
	Nee
	Nee

	Worden de ethische aspecten van het onderzoek besproken?
	Nee
	Nee
	Nee

	Is het duidelijk hoe de kernbegrippen/variabelen geoperationaliseerd zijn en gemeten worden?
	Ja
	Ja
	Ja

	Wordt van de gebruikte dataverzamelingstechniek/het gebruikte meet instrument de inhoud beschreven en het gebruik ervan verantwoord?
	Ja
	Ja
	Ja

	Is de techniek/het instrument geschikt voor het beantwoorden van de probleemstelling/onderzoeksvraag/hypothese.
	Ja
	Ja
	Ja

	Wordt van de gebruikte techniek/het gebruikte instrument de betrouwbaarheid en validiteit besproken?
	Ja
	Ja
	Ja

	Is vermeld hoe de onderzoeksgegevens zijn verwerkt en welke statistische analyseprocedures zijn toegepast?
	Ja
	Ja
	Ja

	Zijn de resultaten overzichtelijk gepresenteerd?
	Ja
	Ja
	Ja

	Zijn de gebruikte analyseprocedures helder beschreven?
	Ja
	Ja
	Ja

	Worden maten, tabellen, figuren, grafieken,  interview of observatiefragmenten verhelderend of illustratief gebruikt, correct aangeduid en besproken?
	Ja
	Ja
	Ja

	Zijn de conclusies helder geformuleerd?
	Ja
	Ja
	Ja

	Zijn de conclusies gebaseerd op de resultaten/bevindingen?
	Ja
	Ja
	Ja

	Zijn de conclusies geldig voor de onderzochte populatie of worden ze vertekend door selectiebias, informatiebias of confounding?
	Ja
	Ja
	Ja

	Worden de resultaten besproken in relatie tot het theoretisch/conceptuele kader en/of vorig onderzoek?
	Nee
	Ja
	Ja

	Worden de beperkingen van het onderzoek benoemd?
	Ja
	Ja
	Ja

	Worden de implicaties van het onderzoek voor de praktijk en/of theorie benoemd?
	Ja
	Ja
	Ja

	Worden de bevindingen van het onderzoek gegeneraliseerd en is dit toegestaan op grond van de resultaten en de geselecteerde onderzoekspopulatie?
	Ja
	Ja
	Ja

	Zijn de aanbevelingen relevant en gebaseerd op de onderzoeksresultaten
	Ja
	Ja
	Ja

	Is de literatuurlijst een correcte en volledige weergave van de literatuur waar in het verwezen word?
	Ja
	Ja
	Ja

	Score
	41
	41
	41


10.2 AGREE II scorelist

Agree II scorelijst ingevuld voor de EBP richtlijn van: (Balkom, A.L.J.M. van et al., 2013)
	1
	Het doel van de richtlijn is specifiek beschreven. 


	1
	2
	3
	4
	5
	6
	7

	2
	De vraag/vragen die in de richtlijn aan de orde komt/komen, is/zijn specifiek beschreven. 
	1
	2
	3
	4
	5
	6
	7

	3
	De populatie (patiënten/algemene bevolking) waar op de richtlijn van toepassing is, is specifiek beschreven. 
	1
	2
	3
	4
	5
	6
	7

	4
	De leden van de werkgroep die de richtlijn heeft ontwikkeld komen uit alle relevante beroepsgroepen. 
	1
	2
	3
	4
	5
	6
	7

	5
	Het perspectief en de voorkeuren van de doelpopulatie(patiënten/algemene bevolking) zijn na gegaan.
	1
	2
	3
	4
	5
	6
	7

	6
	De beoogde gebruikers van de richtlijn zijn duidelijk benoemd. 
	1
	2
	3
	4
	5
	6
	7

	7
	Er zijn systematische methoden gebruikt voor het zoeken naar wetenschappelijk bewijsmateriaal. 
	1
	2
	3
	4
	5
	6
	7

	8
	De criteria voor het selecteren van het wetenschappelijk bewijsmateriaal zijn duidelijk beschreven. 
	1
	2
	3
	4
	5
	6
	7

	9
	De sterke punten en beperkingen van het wetenschappelijk bewijs zijn beschreven. 
	1
	2
	3
	4
	5
	6
	7

	10
	De gebruikte methoden om de aanbevelingen op te stellen, zijn duidelijk beschreven. 
	1
	2
	3
	4
	5
	6
	7

	11
	Gezondheidswinst, bijwerkingen en risico’s zijn overwogen bij het opstellen van de aanbevelingen. 
	1
	2
	3
	4
	5
	6
	7

	12
	Er bestaat een expliciet verband tussen de aanbevelingen en het onderliggende wetenschappelijke bewijsmateriaal. 
	1
	2
	3
	4
	5
	6
	7

	13
	De richtlijn is voor publicatie door externe experts beoordeeld. 
	1
	2
	3
	4
	5
	6
	7

	14
	Een procedure voor herziening van de richtlijn is vermeld. 
	1
	2
	3
	4
	5
	6
	7

	15
	De aanbevelingen zijn specifiek en ondubbelzinnig. 
	1
	2
	3
	4
	5
	6
	7

	16
	De verschillende beleidsopties zijn duidelijk vermeld. 
	1
	2
	3
	4
	5
	6
	7

	17
	De kernaanbevelingen zijn gemakkelijk te herkennen. 
	1
	2
	3
	4
	5
	6
	7

	18
	De richtlijn beschrijft de bevorderende en belemmerende factoren bij het toepassen van de richtlijn. 
	1
	2
	3
	4
	5
	6
	7

	19
	De richtlijn geeft advies en hulpmiddelen voor toepassing van de aanbevelingen in de praktijk. 
	1
	2
	3
	4
	5
	6
	7

	20
	De mogelijke implicaties van het toepassen van de aanbevelingen voor de kosten en benodigde middelen zijn overwogen. 
	1
	2
	3
	4
	5
	6
	7

	21
	De richtlijn geeft criteria om te toetsen of de richtlijn wordt gevolgd. 
	1
	2
	3
	4
	5
	6
	7

	22
	De opvattingen van de financierende instantie hebben geen invloed gehad op de inhoud van de richtlijn. 
	1
	2
	3
	4
	5
	6
	7

	23
	Conflicterende belangen van leden van de richtlijnwerkgroep zijn vastgelegd en besproken. 
	1
	2
	3
	4
	5
	6
	7


	Zeer oneens 
	1
	2
	3
	4
	5
	6
	7
	Zeer eens


Algemeen oordeel:

Algemene kwaliteit richtlijn
	Laagst mogelijke kwaliteit 
	1
	2
	3
	4
	5
	6
	7
	Hoogst mogelijke kwaliteit


Ik zou deze richtlijn aanbevelen voor gebruik.
	Ja
	

	Ja, met aanpassingen
	Punten waarop lager gescoord wordt, moet herzien of aangevuld worden

	Nee
	


OPMERKINGEN: geen












� ROC. (2009). BPV-boek basisfase competentiegericht onderwijs, vaststellen complexiteit van zorg. Zeeland.
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