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

	TM 1/18
	Acute Confusion r/t liver failure aeb
	Patient will have improved mental status aeb
	1) Maintain the use of alarms and rails for patient safety at all times.
	Plan of care met (1/18) aeb

	
	· Total Protein LOW (5.8)
	· Patients mental status will improve or be maintained throughout hospitalization
	2) Assess patients LOC and changes in behavior for improvement or worsening Q shift
(0700, 1900)
	· Patient maintained mental status through hospitalization

	
	· Albumin LOW (2.0)
	· Patient will not experience any injuries throughout hospitalization
	3) Monitor vital signs Q4 hrs to determine a change in overall health
(0700,1100,1500,1900,2300…)
	· Patient did not suffer any injury during hospitalization

	
	· Jaundice of the skin
	By discharge
	4) Push fluids to reduce the risk of dehydration all times
	Continue plan of Care

	
	· Lethargic behavior
	
	5) Reposition patient Q 2 hrs to reduce risk pressure ulcers.
(0800,1000,1200,1400,1600…)
	

	
	· + 2 pitting edema on lower extremities
	
	6) Speak slowly and clearly to patients to allow comprehension of directions at all times.
	

	
	· Presence of anemia
	
	
	

	
	· Presence of portal hypertension
	
	
	

	
	· Dry, scaly skin
	
	
	

	
	· Presence of Ascites
	
	
	

	
	· Weak and unsteady movements
	
	
	

	
	· History of excessive alcohol
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