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Abstract. Background and aim: The nursing diagnosis can based on two different approaches: the standard 
diagnosis, searching for regularities that can fall within pre-existing categories identified by the nurse, as the 
expert of the disease; the narrative diagnosis, based on personal meaning attributed to the illness, of which 
only the patient is the expert. The aim of this work is to underline the usefulness of integration between 
standard diagnosis and narrative diagnosis, through the Integrated Personalized Nursing Diagnosis (IPND). 
Methods: A 31 years old man, suffering from leukaemia, is welcomed at an Italian Oncological Day Hospital, 
by a nurse trained in the IPND approach. She used the Gordon functional models on objective data, and 
collected a narration about patient’s experience, which has been analyzed with a Grounded Theory methodol-
ogy. Results: The narrative revealed critical issues and the priorities that patient assigns, which would not have 
been obtained from a standard diagnosis. From the standard diagnosis, however, emerge several aspects that 
the patient has neglected to narrate and that does not directly address in his story. The diagnostic integration 
allowed the nurse to define a conceptual map of problems and resources in a personalized manner. Conclusion: 
The IPND not only gives importance to the priorities of the patient, but also underlines the dynamic path, in 
which not only the static analysis of needs becomes significant, but also the changes that occur in attributing 
new meanings to the life experience, as well as the evolution of the person him/herself in this process. 
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O r i g i n a l  a r t i c l e :  L o o k i n g  i n s i de  t h e  c a r e :  t h e  s u b j e c t i v e  p o i n t  o f  v i e w

Background

The evolution of the care and assistance system 
has underlined the need for a global approach to 
health problems, as highlighted by numerous studies 
(1-5). The experience of the disease includes, in fact, 
the bio-physical dimension (disease), the psychologi-
cal-perceptive (illness) and the socio-relational profile 
(sickness).

Charon has been analyzing narratives in the clini-
cal setting and she has been using narratives to improve 
practice, in the light of a new awareness reached thanks 
to the study of narrative theory (6). Narrative medicine 
does not represent a different type of medicine, but it 

is the same practice performed with narrative skills (7). 
We can identify four situations where narrative skills 
can be implemented: sympathetic involvement in the 
physician-patient relationship; a reflexive approach of 
healthcare professionals with themselves; the relations 
of healthcare professionals with their co-workers; the 
physician-society relations, based on mutual trust.

In the perspective of the humanistic narrative ap-
proach, the integration model proposed by Silva and 
Charon (8) aims to integrate the Narrative Medicine 
with the Evidence-Based Medicine. Also in nursing, 
the recently proposed Integrated Narrative Nursing 
Model (INNM) (9) addresses the person as a unit, con-
sisting of a plurality of dimensions (bio-physiological, 
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psychological, socio-cultural, and spiritual). The model 
integrates the traditional model based on the disease, 
with the narrative one based on illness and sickness. It 
therefore considers health in both the bio-clinical and 
the psycho-social dimension. Its objectives are to solve 
problems, but also to understand the person and the 
family, accompanying them when the problem can no 
longer be solved. It becomes therefore a shared prob-
lem between the sick person expert in his internal life 
and a professional expert in empathy.

In agreement with Sakalys (10) a restructuring 
is necessary in patient-nurse relationship during the 
nursing process, which must pass from a monological 
meeting to a dialogic approach, encouraging the pa-
tient’s voice in an interdependent, mutually respectful 
care process. In this dialogical encounter, shared mean-
ings are developed between professionals and patients.

Starting from these epistemological assumptions, 
the methodological process that derives from this mod-
el has been analytically described, which, rather than 
breaking up and parceling, integrates the data in order 
to arrive to an integrated assessment or INNA (11), 
and at personalized patient education or INNE (12). 
The model uses both quantitative methodologies and 
instruments, deriving from the natural sciences (e.g. 
clinical and instrumental exams, scales, measurement 
tests), and qualitative ones typical of the human sci-
ences (e.g. interview, narration and patient’s agenda).

This methodology requires a training of the nurse 
to the flexibility and to the specific assessment of the 
situation, including the context and the person, as well 
as the knowledge of effective protocols in the treat-
ment of the disease. Thus, a critical and reflective 
thinking and a relational awareness help the nurse to 
organize data efficiently in a dynamic way, establishing 
the main needs, as well as the welfare priorities and the 
educational goals, choosing the most suitable method-
ology based on personal characteristics and situation, 
inside the particular and unique framework of the as-
sisted person in his/her history of illness.

The aim of this work is to offer further development 
to the INNM model and the INNA model through the 
Integrated Personalized Nursing Diagnosis (IPND).

As well as the model from which it originates 
(INNM), nursing diagnosis is also characterized by 
the integration of information coming from two dif-

ferent approaches applied to the diagnosis of the same 
person. Using a terminology typical of the psychologi-
cal debate on the assessment of the personality and 
the individual, the first approach is represented by 
the standardization of nursing language (13, 14) and 
is characterized by being nomothetic, monosemic and 
centered on the detection of laws and rules common 
within the population.

In the individual, the effort is the search for regu-
larities that can fall within pre-existing categories, be 
they statistical, diagnostic or symptomatological. This 
type of nursing diagnosis therefore leads to the for-
mulation of a judgment concerning the responses of a 
person to health problems, real or potential, which is 
based on hypothetical-deductive thinking. This meth-
od adopts a defined set of areas of possible impairment 
of the patient, ranging from the physiological, to the 
psychological, social and spiritual one, from time to 
time selected based on the pathology and risk taking 
place in the specific case.

The other approach, represented by the narrative 
diagnosis, is instead an idiographic and polysemic one, 
which is centered on the detection of the unique and 
unrepeatable characteristics of the individual, imply-
ing a deep analysis of the single narrated story, and 
on an interpretative, analogical and associative type 
of knowledge. Referring to the methodology of the 
Grounded Theory (15, 16), the diagnosis uses the “raw” 
material provided by that particular patient. According 
to this perspective, it is not the nurse theoretical model 
that guides the path, but it is the material shared by the 
patient himself or herself. 

The standard diagnosis, duly known by the pro-
fessional, comes to be integrated to “give voice” to the 
patient and his/her experience. The narration is under-
stood and analyzed as a unitary material, as it is aimed 
at reconstructing the complex and idiosyncratic mean-
ing attributed to the experience of illness and sickness, 
of which only the patient is the undisputed expert (17).

Narrative uses active listening, empathy and ac-
tive participation of the person in the diagnosis as well 
as in the whole process of assistance, through the pa-
tient engagement (18).

It is then integrated with the standardized assess-
ment that is expressed by the professional, as the un-
disputed expert of the disease. 
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The basic approach is therefore oriented towards 
the support and co-construction of shared meanings. 
Person and nurse, according to this approach, provide 
a joint judgment on real and potential problems, as 
well as on the resources that can be put in place.

As recently argued in the clinical-care setting (11), 
the evaluation and understanding of the free patient 
narratives makes use of a professional who collects the 
story and develops a strong professional competence 
in identifying the words and key concepts that emerge 
from that specific narration. This is combined, in this 
case, with the competence related to the knowledge 
and applicability of the standard diagnosis, quantifying 
the trend of the salient thematic categories.

In summary, the combination of these two di-
agnoses, one in depth, dynamic and ideographic and 
the other objective, defined and nomothetic, allow to 
return a personalized, unique and unrepeatable evalu-
ation framework for every person who experiences ill-
ness.

Method

The purpose of this work is to integrate diagnos-
tic information from both a nomothetic and an ide-
ographic evaluation of the same person, in order to be 
able to make a personalized diagnosis

The case analyzed in this paper is that of Paul, 31 
years old, suffering from acute myeloid leukaemia and 
afferent at the Oncological Day Hospital (DH) in a 
city in Northern Italy.

Paul is at the first access to the service and he is 
welcomed by Diletta, a nurse duly trained in the as-
sessment of the person with the IPND approach. The 
nurse offers a first nursing evaluation based on the 
Gordon functional models (14) and on objective data 
related to the patient’s health status together with an 
overview of the main problems reported. 

Subsequently, the nurse decides to collect a narra-
tion of the person about his own experience of illness, 
starting from a question: “Would you tell me about 
your experience of illness?” which is followed only by 
brief questions of clarification. The narration collected 
with the written consent of the person, has been re-
corded and entirely transcribed.

Subsequently, three independent judges analyzed 
the free narration, with a Grounded Theory method-
ology. This research approach involves the progressive 
identification and integration of meaning categories 
deriving from the information collected. The method 
places the emphasis on the identification of the cat-
egories and the relationships that exist between them, 
to create an explanatory context concerning the inves-
tigated phenomenon. The categories emerge from the 
grouping of narrative components that share the cen-
tral characteristics (19).

In this study, the three independent judges decid-
ed not to use descriptive or analytical labels to iden-
tify the categories, but to use the salient words of Paul 
himself. Therefore, from the analysis of the narrative, 
some thematic areas emerged that have been integrat-
ed and defined, starting from the contents themselves. 
We then proceeded to the structuring of the categories 
with the addition of the same extracts of the narra-
tive composing them. The main active role of who col-
lects a history of illness is characterized by the use of 
soft skills, such as empathy and active listening that, 
in clinical practice, translates into an advanced com-
petence in identifying the central themes that emerge 
from the story. Since the latter is a free production 
characterized by logical and temporal jumps, recursion 
and “generative chaos”, the nurse limits herself to or-
dering and aggregating the data, without interpreting 
them, increasing the comprehensibility of the words 
also in the eyes of Paul himself.

The personalized diagnosis, which emerges from 
this type of analysis, is therefore a joint and dynamic 
judgment on the current, potential and personal re-
sources of the person, which takes into account the 
patient’s voice, directly collecting the meaning that he 
attributes to his story.

Results

1. Standard Diagnosis

Paul, 31 years old, is being treated at the onco-
logical Day Hospital, with a diagnosis of acute my-
eloid leukaemia after allogeneic transplantation from a 
consanguineous donor. 
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Currently he is in good general condition.
Paul shows slight loss of appetite with signifi-

cant weight loss outcomes.  He currently weighs 70kg 
and his BMI index indicates a slightly underweight 
(BMI=18). 

Paul is quite worried about excessive weight loss, 
even admitting signs of embarrassment and shame. He 
also shows slight signs of fatigue and intolerance to 
daily activity.

He finally complains about some adverse effects 
of cortisone therapy, such as fluid retention and in-
creased blood sugar levels.

The assistance problems emerged are displayed in 
Table 1. 

There is also a potential problem, which is the risk 
of complications due to the adverse effects of adreno-
corticosteroid therapy.

2. Narrative Diagnosis

The following seven topics emerged from the pa-
tient’s narration.

1. “I was an invincible type as a person”
Before the onset of the illness, Paul describes 

himself as an active, dynamic and proactive person on 
a social, work and recreational level, as emerges from 
the following extracts.

“It was always me who gave a help to others […]”It 
was the first time I needed someone, although I never acted 
like I needed” (Extract 36).

“Having a very strong character, to avoid disputes 
I used to do  things. I have done relatively little wrong, 

but because I have always studied the work choices I have 
made” (Extract, 52).

“I was doing a job that ... There are 150 phone calls 
a day, 40,000 km a year, that is ... so you’re always there, 
full all day, completely always at high stress level” (Extract 
12).

“I’ve always been on holiday alone, every year, 10-15 
days, to see if I could handle stress, if I managed to handle 
a lot of things” (Extract 11).

“Until just before the discovery ... [...] being quite 
young, I have always done many sports activities.. Just be-
fore getting sick I did a 3,000 m long trek, four mountain 
peaks 25 days before. On Monday we had a game of soccer 
[...] after a few days I had a bit of trouble breathing and 
[...] basically everything started there” (Extract 2).

2. “Like a bolt from the blue”
In this image of independence, strength and per-

formance, the disease broke out in a sudden and over-
whelming way, with repercussions on Paul’s identity 
and on his management of everyday life.

“They are all very sudden discoveries, so they do not 
give you much warning” (Extract 1).

“Everything is completely sudden, you do not have 
time to prepare at all” (Extract 3).

“In a few hours everything was involved: professional 
activity, offices, and employees. You get up one morning 
and you have to close. I had commitments and it was very 
complex” (Extract 4).

“As long as I was alone in the rooms it was always bet-
ter [...] because I had my rhythms, my times, my thoughts, 
and my dynamics with my partner. It was terrible” (Ex-
tract 100).

Table 1.  Paul’s assistance problems according to Gordon’s diagnosis

Gordon’s functional health patterns  Nursing diagnosis

Self perception/self concept Fatigue related to increased metabolism, organism-to-nutrient neoplasm competition, 
 anemia, and tumor-related stressors

 Body image disorder related to changes in appearance secondary to disease

Nutritional metabolic Unbalanced nutrition: lower than the need related to increased caloric needs and difficulty 
 in assuming a sufficient quantity of nutrients secondary to cancer

Role relationship Impairment of the role due to discontinuance of relationships
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“For me it was an abstract stuff, a physical condition 
in my life that was impossible to happen, of any kind. And 
as long as one does not live it, he can not understand it. 
You do not understand how much the legs can be impor-
tant […]the legs keep you standing, there’s nothing to do” 
(Extract 65).

“One says <the hospital steps?> Yes, the hospital steps 
were the daily obstacle. [...] when you are destroyed” (Ex-
tract 66).

“In the morning I can hardly get up, it hurts a bit, 
my legs. I feel a little slobbering everywhere. I take some 
paracetamol and then I pull it forward and the next day I 
get up” (Extract 80).

“I realize that I have physically deficiencies compared 
to before, but I also see that I can recover. I know that 
something will follow me for the rest of my life. I have dys-
functions, but I hope not “(Extract, 60).

3. “I never cried” 
In an attempt to maintain an image of strength, 

autonomy and combativeness, it is not surprising that 
Paul’s attitude is oriented towards “forgetting” pain 
and suffering, while he was conscious of living a par-
ticularly serious and complex clinical situation. 

“The doctors said <<look at this guy ... he will have 
about two or three months of life, not more>>” (Extract 
23).  

“Even the doctors at the beginning said [...] that I 
dealt with this thing blandly, that I did not realize what 
was happening to me, because in the morning I put the 
music. I have never cried, except for two or three times for 
painful situations [...] for six months long, I have faced it 
like this” (Extract 22). 

“I have always gone beyond the expression of pain. 
Always, it was something that I wanted to manage” (Ex-
tract 37).

“I felt pretty good, even if everyone was talking about 
pain. I was dealing with it pretty well, so I did not feel 
super problematic, even though I was. And anyway I was 
well aware of the survival rates of the type of illness I have, 
that was very low” (Extract 28).

 “So sharing my pain or things could not help me. I 
had the strength to handle this and so I always did it. It 
seemed like a right path, here” (Extract 38).

“There are some aspects that I do not remember, be-
cause in my opinion they do not lead me to anything, such 

as physical pain. That is to remind me how painful it was, 
it is useless” (Extract 43).

“Hearing my partner saying < you do not tell me the 
truth, you do not tell me how bad you feel >yes it is true. 
But that’s okay, in the sense that she helps me in another 
way. It’s not like I’m here to tell her <I feel awful. I can not 
stand up, I can not get the shopping bag, but I do it, I feel 
as though a truck had passed over me> I would get nothing. 
I would only get her to focus on a worry that does not lead 
to any kind of advantage, whereas now peace can help me 
instead” (Extract 39).

“And then in the post-transplant phase, everyone feels 
very bad, even I was very sick. And hearing <”you could 
even die from here to tomorrow> are things that do not 
have to touch you too much” (Extract 42).

4. “I have faced it completely”
Paul never took a self-pitying attitude, but showed 

instead a rational and conscious approach to the dis-
ease, combined with an active and problem focused 
coping.

 “It is a general thought that a person can go crazy ... 
that he can not sleep anymore. Actually it was not like that 
for me, it has never been like that” (Extract 7).

“I’m not an atheist ... but if I felt the need to pray 
and face the disease from the spiritual point of view in my 
path, no, no! This was in strong contrast with the rational 
aspects. It was just the opposite. I was focusing on to deal 
with it. I had to understand how a protein reacted or why 
the chromosome had changed like that, or how a medicine 
had effect on my body” (Extract 98).

“But if you commit to this, in the end you have noth-
ing to do, you can understand certain things. There are 
many university theses, which explain many paragraphs to 
you in a usable way, so that you can understand the mech-
anisms. If one begins to understand, he also understands 
the directions doctors are taking. Because in the phase of 
chemotherapy the patient basically does not think he can 
decide anything. These are really technical things and you 
can not decide how much medication you can take or not. 
What chemotherapy to take or not. No. One can only know 
how he feels” (Extract 13).

“I was able to concentrate completely on this thing, 
because I made a choice. I chose to focus on this disease. Not 
to let it slip away, without knowing. And so I also man-
aged to take away many thoughts from my mind, which 
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I’ve always had. So it also was a diversion. More than just 
a diversion, it helped me” (Extract 6).

 “The disease ... I tackled it as all other things in my 
life” (Extract 8).

“To do this you have to know everything, even the 
bad, be aware of what you study” (Extract 41).

“During my days there were physical obstacles. There 
were times that I had difficulty pulling the clutch with my 
foot. But I have always driven, no one has ever accompa-
nied me, despite telling me << I accompany you? >> No, 
never ever” (Extract 66).

“I was carrying a backpack with me, with useless wa-
ter inside, but that was a weight to train me. Although I 
had legs that did not get up” (Extract 67).

“I was always diligent, because caring for me takes 
effort and steadiness. And it’s not simple” (Extract 69).

5. “I was not a patient who does not trust, but who 
wants to understand”

The desire to know, understand and decide auton-
omously, has negatively conditioned the establishment 
of a relationship of trust with the doctors, at least in 
the initial phase.

In this relationship of incomplete trust Paul con-
firmed his desire to understand the mechanisms of ill-
ness, treatment and to self-determinate his own path.

“In that phase [...] I had not yet found the right bal-
ance with the doctors of the department, because there was 
still a lack of information” (Extract 21).

“They tell you not to look on the internet, not to see 
situations [...] but then it is right that one chooses alone” 
(Extract 9).

“They suggested that I avoid going too far into things. 
But then from there to about 10 days, almost immediately, 
I decided to investigate very precisely all things and see. 
Because I am always measured in life [...] appreciating the 
things you can measure” (Extract 10).

“One thing that I did not appreciate was [...] that 
they explained to me the things about the transplant, the 
risks of the transplant, in a phase in which I could not de-
cide. I did not like this thing. Nobody liked it. So this kind 
of meeting must be done abundantly before” (Extract 70).

“I would have liked a more open discussion on these 
aspects. I had to create this discussion with a bit of violence, 
studying, trying to have talks with the doctors up to what 
they represented, of the profession they had, in my limits of 

course, because I graduated, I understand things, to give me 
the opportunity to set some situations under my responsi-
bility” (Extract 72).

“How does the doctor evaluate the benefit? Who is it? 
How can you afford? Based on what? Does he know how 
bad I feel? No!” (Extract 77).

“I’ve been a very troublemaker patient! Very, very, 
very! But in the end, it is my life and I respect it. Therefore 
where I can decide, I decide for myself. Where I can do it, I 
entrust myself. But I still rely on a minimum of knowledge. 
Not completely by chance” (Extract 84).

The relationship with the doctors has however 
evolved over time, given the widening of his knowl-
edge and having received clearer and more direct in-
formation from the doctors: “When they started to ex-
plain things, in all the terms it started to be more balanced, 
then more trustful” (Extract 26).

“But with the studies, deepening things, I realized 
that probably, the chosen strategy created virtuosity in my 
immune system, which was favorable to fight the disease. 
So, in the end, I think the strategy was right. At the begin-
ning I did not understand this thing well” (Extract 34).

6. “Today my time has a different value”
Paul’s illness had great impact especially on his 

time management: “If today I had to say << but what did 
you understand, what’s important? >> The time is impor-
tant! [...] a condition that people do not value. Even I did 
not valued it so much. The freedom!” (Extract 46).

“Today I use my time. If I want to stay a little longer 
with my partner and a little less to work, I do it” (Extract 
47).

Paul claims to have reached a more harmonious 
relationship with work.

“Fortunately, this has happened in a trend of my per-
sonal decisions, to free myself from many things, including 
just work commitments” (Extract 4).

 “I’m trying to do a job, but differently” (Extract 12).
 “I’m re-starting a little bit to work, but with a totally 

different stress management” (Extract 59).
Paul also describes a change in his social and fam-

ily relations, in terms of a greater awareness of past 
investments and their current downsizing.

 “I have made a life very dedicated to others. [...] 
Helping often takes up your time. You can also learn many 
new things by contacting people. I’ve always been a kind 
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person like that… So it was important for me, but it was a 
job, among many jobs. It was a social aspect that I took care 
of, over many years, that has repaid me. Under the hospital 
window, every day someone came. For my birthday, they 
made a banner and they came in 50. So I’ve always had a 
lot of people doing a lot of things. It was important. At the 
same time, however, I understood who was really there, in 
these moments” (Extract 49).

“Above all, those left behind in my family made me 
understand this. I’ve always been a child who has sup-
ported and been close to my family for many years. So, I 
realized that in reality their presence was due more to ex-
culpation to them, or to an action that had to be done. And 
so in the hospital you had to come on that date, at that 
time” (Extract 51).

“But in reality they were not really there to help me” 
(Extract 53).

The romantic relationship with the partner takes 
on even greater importance in Paul’s path.

“On the other hand, my partner, who unfortunately 
slipped into this situation, after a very short time that we 
had met, has learned what kind of commitment meant this 
thing. But now we are together, we live, soon we will get 
married. She is a rather tough woman, a person I have 
never had by my side in my life. Thanks to her I under-
stood things in my life did not go well. I worked too much; 
I wasted too much energy for things that were not essential 
or important” (Extract 54).

“Before the illness [...] I did not realize that I was 
unhappy. I devoted time to an unattainable family ideal” 
(Extract 88).

7. “I would like to tatoo the illness on my arm”
Finally, personal considerations regarding the 

overall sense that the disease has taken in Paul’s life 
are represented. The disease is symbolically associated 
with an indelible mark, which at the same time takes 
on the positive connotation of a life teaching.

 “Understanding the energies I put into dealing with 
things, remembering certain things, in my opinion is posi-
tive. So [...] tomorrow I would like to tatoo the illness on 
my arm [...]. I have another tattoo for me very important 
on the right, which is my father who committed suicide ... 
I would not be afraid to write it down. It’s not that if I 
see it every day I remember the pain and the suffering ... I 
remember the ability to face the thing, the enthusiasm, the 

smile of every day, the fact that today I am here”(Extract 
45).

“I do not want to forget anything at all. I want it to 
stay in my mind so clear” (Extract 94).

“I know that something will follow me in the course of 
my life” (Extract 61).

“I could almost say that a path of illness made of sac-
rifices can somehow be a fortune for a lifetime. Because [...] 
I think that these things put you in front of situations to see 
life in technicolour. Before I saw life more or less in black 
and white, only sometimes I saw it in technicolour. I used 
to see the technicolour when I bought something, or because 
I was on vacation […] things like that. So only in flashes 
it became technicolour. While this type of path gives you 
the opportunity to see it in full technicolour” (Extract 56).

“The possibility that today I have been given the op-
portunity to face life in technicolour is not a trivial matter; 
it is not to be underestimated [...].Currently I do things in 
this way” (Extract 58).

“In reality, my mood, already during the hospital, but 
even more so today, has definitely improved and it is all 
connected to the fact that I currently see life in  technicol-
our” (Extract 89).

 “So it’s like that. I’m better now. I’m worse physi-
cally, but mentally I’m better. I do not give more value to 
the money I gave before; it does not mean that I think I’m 
going to die tomorrow, but I think the future is uncertain, 
it’s right to realize it” (Extract 90).

Discussion

As emerged from the diagnosis, we are facing a 
person who has developed a serious condition such as 
leukaemia, which involved transplantation. From the 
narrative diagnosis emerged several critical issues in 
the history of Paul’s illness and especially the priorities 
that he assigns to these problems. In fact, the results 
reveal personal critical issues, which Paul has chosen to 
share with the nurse, which would not otherwise have 
been obtained from a standard diagnosis. 

From the standard diagnosis, however, emerge 
several aspects that Paul has neglected to narrate and 
that does not directly address in his story. For example, 
the fatigue and the body image, although greatly mod-
ified by the disease, as well as an unbalanced nutrition, 
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do not seem to take on particular importance for Paul.
Thus, the personalized diagnosis (IPND) was a 

process of integration between the standard diagnosis 
and the narrative diagnosis which led the nurse to the 
following considerations.

The set of diagnostic data converges towards a co-
herent configuration, which describes a task oriented 
person, who tries to stay in control over his life, and to 
face difficulties with commitment. This is highlighted 
in the social-relational life, in which in the past the 
person has assumed the role of caregiver, in the work 
experience, in which he has always strenuously com-
mitted, as well as in the context of his challenging 
sporting activities. 

The self-image is therefore highlighted as a 
strong, independent, active, proactive and dynamic 
person, whom the disease has partially affected. In this 
configuration it is not surprising that he avoids every-
thing associated with weakness, pain and suffering, as 
they affect the image of the performance strength of 
his social role.  Facing the challenges that the disease 
has placed before him, he declares, his choice to tack-
le them completely, as he has always done in his life. 
This is also confirmed by the rationalizing style with 
which he approached the illness path, being perfectly 
informed about mechanisms, progress, treatment and 
complications of the disease. Wanting to know every 
detail, to be able to decide in a completely autonomous 
way seemed to be the motivational drive that also af-
fected his relationship. This self-determination of the 
treatment process has therefore slowed down, at least 
initially, the establishment of a relationship of com-
plete trust in the professionals.

In general emerges a person unwilling to rely on 
faith, and who, far from showing a victimized attitude, 
underlines the positive aspects of the experience, even 
though aware of the seriousness of his clinical condi-
tion. In this challenge that life has placed before him, 
considering the sense of the experience of illness in his 
life, Paul suggests that it is not the disease that has 
won: if the disease has taken away the physical forces, 
internally it made him even stronger and this is what 
he seems to want to remember about his experience. 

Considering the dynamic process that takes into 
account the two different ways of making a diagnosis, 
the following six aspects emerge. 

1. An impetuous event
At first, the disease has been experienced as un-

expected, and obstructive. It has been experienced 
with physical dysfunctions that Paul partially denies or 
holds in low consideration.

2. Hide the pain
After this he showed the tendency to hide pain 

and suffering, even though he is aware of his complex 
clinical situation.

3. Personal resources
Paul showed a defensive attitude during clinical 

treatments, but thanks to his resources he faced the 
disease, trying to understand it. He also acted effec-
tively on his condition, thanks above all to his high 
resilience.

4. Change priorities
There is an important evolution in the disease, 

linked to the new meaning that Paul attributes to in-
terpersonal relationships, work and in general to the 
management of his time.

5. An indelible mark 
At the current time the disease is experienced as 

an indelible mark that no longer goes away. It is not 
useful to remind him of pain and suffering, but his 
strong ability to deal with leukaemia, just as he has 
faced other events in his life.

6. Give other meanings
Paul does not talk about spirituality, rather he de-

nies it. However the disease offered Paul the chance to 
give a better meaning to life.

This diagnostic integration is illustrated by the 
conceptual map represented in Figure 1.

Conclusion

As we tried to highlight, through the presenta-
tion of a clinical case, the purpose of this work was to 
underline the richness of integration between standard 
diagnosis and narrative diagnosis, through the Inte-
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grated Personalized Nursing Diagnosis (IPND). The 
diagnosis made by the professional (traditional diag-
nosis), which is of an interpretative nature, is com-
plementary to the introspective one derived from the 
person (narrative diagnosis), which highlights the pri-
orities of the person.

As we have argued, the active participation of 
the person in the treatment process is based on the 
patient’s engagement, which allows highlighting cur-
rent and potential problems and individual resources, 
which are of great importance and which must be ana-
lyzed and used by the professional for schedule a per-
sonalized assistance plan. 

The two approaches, one of a top-down type (in 
the case of the standard diagnosis) and the other of a 
bottom-up type or data driven (in the case of narrative 
diagnosis) certainly have both limitations and advan-
tages. In the first approach, the advantages lie in the 
possibility of sharing the diagnostic categories in the 
scientific community and in the transversal scientific 

language used to describe the person’s criticality and 
resources. The disadvantages lie instead in the simpli-
fication process, which uses the categories already pos-
sessed by the professional to describe the person. 

In the second approach, the advantages lie instead 
in the accuracy and personalization of the diagnosis in 
which the expert is the assisted person. The individual 
highlights certain aspects of the experience of illness, 
neglecting others. The disadvantage, instead, is being a 
more expensive process, which requires specific train-
ing in empathy, active listening and recursive and criti-
cal thinking. The methodological process is therefore 
based on the attention paid to the person’s own words, 
without interpretations and without pre-established 
categorizations. Integration and comparison between 
different reading lenses, perspectives and languages   is 
therefore fundamental. 

The patient’s engagement can enrich data already 
detected in the standard diagnosis, can detect aspects 
not obtainable from the latter or even integrate aspects 

Figure 1. Integrated Personalized Nursing Diagnosis of Paul (conceptual map)
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that only the professional can highlight. The use of 
both approaches therefore justifies the complexity of 
the assisted person: from their successful integration 
it is possible to reach a richer, more articulated and 
completely tailored diagnosis based on the uniqueness 
of the person.

 The Integrated Personalized Nursing Diagnosis 
(IPND) not only gives primary importance to the pri-
orities expressed by the patient, but also underlines the 
dynamic path, in which not only the static analysis of 
needs becomes significant, but also the changes that 
occur in attributing new meanings to the life experi-
ence, as well as the evolution of the person him/herself 
in this process. 
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