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

	11/09/11
	Risk for falls
	Patient will not  fall 
	1.Complete Morse falls Assessment; on admission, daily, 0730 
	11/09/11 Goals Met
Aeb

	BD
	R/T
	
	-Asses for patient being at risk for falls and determines precautions.
	-Patient did not fall
-Terminate plan of care

	TT
	Side effects of medications
	By discharge
	2. Implementing yellow wristband on patient; after falls assessment is completed
	BDority, SNFRMC
[bookmark: _GoBack]TTippie, SNFRM

	
	aeb
	
	-Allows staff to easily recognize patient at falls risk
	

	
	Fall score of  35
	
	3.Assisting patient when ambulating around; whenever needed/ patient requests to ambulate
	

	
	
	
	-Prevents patient from falling, causing further harm
	

	
	
	
	4.Implement the falls bed and chair alarms; after fall risk assessment is completed; implement bed or chair alarm when patient is in bed, or sitting,
	

	
	
	
	-Allows staff to detect if patient is ambulating without assistance
	

	
	
	
	5, Hang falls precaution sign above bed and place falls magnet on outside of door; after completing fall risk assessment
	

	
	
	
	-Allows for staff to easily identify that the patient is on falls precaution incase patient needs assistance.
	

	
	
	
	6. Monnitor medications for side effects; after medications are given that may have potential side effects that would cause any of the following; fatigue, dizziness, muscle weakness, hypotension, etc.
	

	
	
	
	-Allows nurse to be able to recognize any symptoms that could cause the patient to fall.
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




