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

	2/1
	[bookmark: _GoBack]Severe anxiety r/t no feeling of control over own life aeb
	Patient will experience reduced anxiety aeb
	1) Assess vital signs Q4 hrs to monitor patients overall health. 
(0700,1100,1500,1900,2300..)
	Patient goal partially met (2/1) aeb

	TM
	· Jittery behavior
	· Patient will display no signs of jittery behavior
	2) Assess neuro status Q8 hrs to note better or worsening of anxiety
(0700,1500,2300)
	· Patient showed a reduction in jittery behavior

	
	· Tremoring of the hands
	· Patients hands will no longer tremble
	3) Assure the patient that he/she is in a safe environment PRN to promote comfort
	· Patients hands no longer trembled

	
	· Irritability
	· Patient will display no signs of irritability
	4) Provide patient teaching ASAP of trach care to promote self-confidence
	· Patient still showing signs of irritability

	
	· Blood pressure of 147/98
	· Blood pressure will be < 147/98
	5) Thoroughly explain, before and during, all procedures to patient reduce anxiety at all times.
	· Blood pressure was reduced. 134/72 at 1130)

	
	· High pulse rate: (fluctuation of 100-110 on tachometer)
	· Pulse rate will remain within normal limits. (60-100) 
	6) Allow patient to participate in procedures able to reduce the stress of being at home.
	· Patients pulse rate lowered. (88 bpm at 1130)

	
	· Wariness towards hospital staff
	· Patient will express trust and confidence in hospital staff
	
	· Patient still resistant to trust hospital staff

	
	· Wariness of going home
	· Patient will be comfortable with the idea of discharge (going home)
	
	· Patient uncomfortable with the thought of discharge

	
	
	By dischagre
	
	Terminate plan of care. Patient discharged 2/1/12.




