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

	11/30
	Nausea R/T acute appendectomy and NG tube aeb
	Patient will display decreased or absence of nausea aeb
	1. Assess VS Q4 (0700, 0900, 1100, 1500, etc)
-monitor for change
	As of 11/30/11
Goal unmet: aeb

	AS
	· Patient reported feeling “nauseated”
	· Patient will have no c/o feeling nauseated
	2. Assess degree of nausea Q1 (0700, 0800, 0900, etc)
-monitor improvement or worsening
	· Patient still reported feelings of nausea

	
	· Patient had an NG tube connected to suction
	· NG tube will be removed from the patient
	3. Provide/administer meds PRN
-help relieve symptoms; monitor improvement or worsening
	· Patient still had an NG tube connected to intermittent suction

	
	· Patient is on a restricted diet (can only eat popsicles/sherbert ice cream/ice chips)
	· Patient is slowly introduced to and tolerates a regular diet
	4. Assess for presence of conditions of the GI tract (i.e. peptic ulcer disease, cholecystitis, gastritis, etc.) Q4 (0700, 0900, 1100, 1500)
-helps identify appropriate interventions that can take place
	· Patient remained on restricted diet

	
	· Aversion toward food (only would eat ice chips when suggested)
	· Patient will want to eat
	5. Identify situations that the patient perceives as nauseating, PRN
-may be able to limit or control spells of nausea
	· Patient still only ate ice chips when prompted

	
	
	
	6. Provide frequent oral care, PRN
-to cleanse mouth and eliminate “bad tastes”
	Continue POC.

	
	
	
	7. Use distraction methods such as: music, TV, chatting with friends/family, PRN
-limits dwelling on unpleasant sensation
	A. Stevens, FRMCSN

	
	
	
	Provide clean, peaceful environment and fresh air with fan or open window. Avoid offending odors, such as cooking smells, smoke perfumes, mechanical emissions, when possible, at all times
-may stimulate or worsen nausea
	




