NURSING CARE PLAN
 
	DATE &
INITIALS
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	11/30
	Acute confusion r/t dehydration aeb
	Patient will have improved cognitive function aeb
	· Bed alarm, chair alarm, side rails, and assistive devices will be used at all times to maintain patient safety
	Patient goal partially met.  11/30

	TM
	· Fluctuations with psychomotor activity and sleep-wake cycle
	· Patient will not experience injuries throughout hospital stay
	· Force fluids to reestablish fluid balance in patient at all times
	· Patient did not experience further injuries while hospitalized

	
	· Lack of motivation to initiate and follow through with goal-directed behavior
	· Patient will report feeling increasingly calm
	· Assess neurology status Q shift to note better or worsening of confusion.
(0700, 1900)
	· Patient still shows signs of anxiety/restlessness

	
	· Exaggerated expressions of hopelessness
	· Patient will either maintain or regain normal LOC
	· Teach patient the importance proper nutrition/fluid intake ASAP to prevent recurrence of problem
	· Patient maintained LOC throughout hospitalization

	
	· Increased agitation and restlessness throughout day
	· Patient will initiate nutrition and fluid lifestyle changes 
	· Speak slowly and clearly to patient at all times to promote task completion and decrease frustration
	· Patients food and fluid intake increased

	
	· Recent fall
	By discharged
	· Assess vital signs Q4 hrs to monitor health status
(0800,1200,1600,2000,2400)
	[bookmark: _GoBack]Continue plan of care.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




