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Roy’s Theory: Plan, Implementation, and Evaluation

The Roy (Roy & Andrews, 1999; Roy & Zhan, 2006) Adaptation Model (RAM) for nursing is a solid grand nursing theory to guide the practice, research, and education of nursing. It is used in a variety of practice settings worldwide. So, this paper’s focus will be on the use of Roy’s theory by nursing leaders. The purpose of this paper is to provide a brief overview of Roy’s model, discuss the purpose and rationale for selecting this theory, propose a plan for implementation, identify potential implementation barriers, and critique evaluation criteria. Finally, examples from practice and literature will support assertions. 
Theory Overview

The Roy views humans as “holistic, adaptive systems” (Phillips, 2006, p. 362). Interaction with the environment, both internal and external, creates the input, or stimulus of the adaptive system (Roy & Andrews, 1999).  According to Roy, “health is defined as a state and a process of being and becoming an integrated and whole human being” (Roy & Andrews, p. 54). In the adaptation model, Roy identifies four adaptive modes of the human system: physiologic, self-concept, role function, and interdependence. The four modes interlink to create the whole being. Lack of integration in any of the four modes affects the health of the individual. 

Three levels of stimuli are identified by Roy: (a) focal: the immediate situation, (b) contextual: all other stimuli present in the situation, and (c) residual: factors with uncertain effects on the current situation (Roy & Andrews, 1999). Human responses to these stimuli, whether innate or acquired are termed coping processes. Ineffective coping processes endanger the health of the adaptive system. Nursing’s role is “to enhance the interaction of the person with the environment – to promote adaptation” (Phillips, 2006, p. 362).

Purpose and Rationale for Selection

Roy’s (Roy & Andrews, 1999; Roy & Zhan, 2006) Adaptation Model was selected to evaluate its potential application in the emergency department (ED). Most often, patients present to the ED for episodic care. Both medical and nursing care is narrowly focused on the immediate physiologic stimuli threatening the individual’s health. The brevity of the interaction is used as an excuse not to promote health in the other adaptive modes. The consequence of this lack of integration is repeat visits to the ED. A scenario that is not optimal for the health of the individual.
Plan for Implementation


Implementation of the Roy (Roy & Andrews, 1999; Roy & Zhan, 2006) Adaptation Model in the ED will require adjustment to the standard method of patient assessment.  Emergency department assessment is focused on the focal physiological stimuli. Formal self-concept, role function, and interdependence mode assessments usually occur only when a presented as focal stimuli such as when a single mother with children in tow needs to be admitted to the hospital. Frequently, ineffective adaptation is revealed during the nurses’ interaction with the patient, but is not consistently acted upon. Refinement of assessment methods will bring the ineffective adaptation to light.

There is limited data regarding the use of RAM in the emergency setting (Ingram, 1999). However, data collected from other disciplines is relevant for use in the ED. Pain, acute or chronic, is associated with the chief presenting complaint for a significant majority of ED patients. Treatment focuses on the physiologic mode, namely pharmacologic intervention. However, evidence from research demonstrates more efficacious pain control when adaption in the self-concept, role function, and interdependence modes is also facilitated (Maxwell, Givant, & Kowalski, 2001; Tsai, Tak, Moore, & Palencia, 2003). 

Moreover, following treatment, approximately 75% of emergency department patients are discharged home. Extrapolating data on the effects of social support on post-discharge adaptation reveals the need to include all four adaptive modes in discharge planning (Strohmyer, Noroian, Patterson, & Carlin, 1993; Shyu, 2000). Furthermore, this discharge planning should not be focused solely on the patient, but must also include other individuals whose own adaptation is affected by the patient. (What about the implementation strategies outlined on the course DVD?)
Barriers to Implementation


The ED is a fast paced, ever changing environment. The time spent with patients is brief. The addition of a seemingly complex assessment will be met by resistance from the nursing staff. The staff will question if they have time to perform such an assessment while under continual pressure to keep the patients moving through the ED. However, nurses are making these assessments everyday. These conversations take place while performing the tasks of ED nursing: helping a patient undress, starting an IV, or applying a dressing.

On the other hand, the rapid paced environment of the emergency department may not lend itself to effectively enhancing adaptation in all four modes, for all patients. Nonetheless, these threats to integration of the whole being should not be ignored. In some cases, a patient may need to be admitted to the hospital or referred to outside sources for assistance. But these are manageable barriers. 

As pointed out by Anne Boykin, documentation of this nursing care can be challenging (Laureate Education, Inc., 2005). The flow sheets currently in use do not lend themselves to documentation of this level of care. However, this too is a fixable barrier. (Good thoughts here!) (What about the other barriers outlined on the course DVD?)

Evaluation Criteria

According to Meleis (it may be best to outline or describe Meleis’ evaluation components before utilizing them below), the structural and functional components of a theory should be evaluated first (as cited in Parker, 2006, p. 21). The scientific assumptions of RAM are based on systems theory and adaptation-level theory. System theory components of input and output are defined as stimuli and behaviors in the Roy Model (Roy & Andrews, 1999). “The description of humans as adaptive systems having the capacity to adapt and to create changes in the environment” (Roy & Andrews, p. 33) is based on adaptation theory. (Ok, but you need to further outline each component of Meleis’ evaluation components!)

The aforementioned major concepts of person, health, nursing, and environment are equally well defined. RAM recognizes “that complete physical, mental, and social well-being, the common understanding of optimal health, is not possible for every human being” (Roy & Andrews, 1999, p. 55). However, it is the nurse’s job to promote adaptation in as much as possible. 

RAM plainly defines nursing problems and interventions. The six step process includes: (a) assessment of behaviors of the adaptive modes, (b) assess the stimuli for the behaviors, (c) identify nursing diagnosis of adaptive state, (d) goal setting, (e) implement interventions to promote adaptation, and (f) evaluate if goals have been met (Phillips, 2006). 

Finally, RAM has been widely utilized nationally and internationally.  “It remains one of the most frequently used conceptual frameworks to guide nursing practice…Roy’s model is useful for nursing practice, because it outlines features of the discipline and provides direction for practice, education, and research” (Phillips, 2006, p. 365). A 1999 evaluation of research studies with RAM as the conceptual framework identified 163 studies utilizing RAM (Perrett, 2007). In addition, it is reported that by 1987, over 100,000 nurses had been educated to nurse according the Roy adaptation model Phillips, 2006, p. 356). 

Theory Critique


Roy’s (Roy & Andrews, 1999; Roy & Zhan, 2006) adaptation model has many complex concepts. However, the interrelationship of these concepts is fairly simple. Definitions of the three types of stimuli are complex but their effects on the adaptive modes are not. For example, the diagnosis of aplastic anemia may have the following effects: (a) disease affects on physiologic mode, (b) spiritual and psychological distess on the self-concept mode, (c) role distress related to the new illness role and lost societal roles related to treatment, and (d) alterations in the give and take of relationships related to new dependency needs. These stimuli must be addressed collectively to enhance the integration of the whole person. 


RAM (Roy & Andrews, 1999; Roy & Zhan, 2006) is equally useful in addressing the adaptive needs of an entire family as demonstrated in the following case. An elderly woman became unresponsive upon arrival by ambulance with a complaint of neck pain. Rapid physical assessment and diagnostic testing revealed an intercerebral bleed. The focal stimuli were a cerebral aneurysm; contextual stimuli included hypertension and smoking with age as residual stimuli. Discussion with the son, the patient’s medical power of attorney, revealed information in the other three modes. Self-concept assessment revealed the patient had strong religious beliefs. Declining health in the recent past had the patient speaking of being ready to ‘go home’. This same declining health was making it difficult for her to continue to live alone. Assessment of the role function mode revealed the patient was distressed by her loss of functional roles in society as her health forced her to address the role of ‘frail elderly’. She was no longer going to be able to be self supporting and independent.  This in turn affected her interdependence mode. She was adamant she would not live with her son or in a care facility. 


Initially, in his role as her medical power of attorney, the son made the decision to withhold any further treatment. Further discussion with the physician led the son to consent to a craniotomy. However, the son had his own, unique health needs that day. His only daughter was due to get married in three hours. Three hundred people would be in the church to watch him walk is daughter down the isle. The son had conflicting stimuli bombarding his self-concept, role function, and interdependence modes. 


His moral-ethical-spiritual self was comfortable with his mother’s potential death. His conflict arose from his self-ideal need to remain with his mother and his need to walk his only daughter down the isle. These ideals created role conflict; be the good son or the good father. Finally, how he responded to these conflicts could potentially have long range effects on his self-concept and his relationships with others. 


Nursing care focused on the son helped him to resolve his conflicts. Ultimately, he attended his daughter’s wedding. His mother sustained brain death prior to going to surgery but was sustained on life support. The son was notified after the nuptials of his mother’s condition. The mother was kept comfortable until later that night the son, his daughter, and her groom came to say goodbye at which time the patient was removed from life support. The physicians never will understand how the son could have left the hospital during what they called “life and death decisions”. This is because the physicians fail to see a definition of health beyond the win-lose battle with death. The patient was going to live or die whether her son was there or not. But treating the son holistically, and enhancing his ability to cope effectively with the environmental stimuli, produced a wholly integrated being. It just was not the patient we started out with.

Conclusions

The purpose of this paper was . . . . This was accomplished by discussing (list the components or headings of the paper here). The Roy (Roy & Andrews, 1999; Roy & Zhan, 2006) adaptation model has been shown over the past 35 years to be valid nursing theory for guiding practice, research, education, and administration. RAM can be used in most practice settings, including emergency nursing.
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