NURSING CARE PLAN

	DATE &

INITIALS
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	1/25/12
HZ
	Anxiety
R/T

change in environment 

AEB

Lack of ability to do simple things on own 

Irritability when care providers are in room

(short one word answers, complaining to family members)

Increased respirations 

(am-22, afternoon-18)

Increased pulse 

( am-98, afternoon-89)
Urinary hesitancy (didn’t want to void with Foley catheter )

Drinks >8 oz of  coffee and drinks a glass wine occasionally 
	Patient will verbalize identity, verbalize, and demonstrate ways to control anxiety and have vital signs that reflect baseline 
· Demonstrate ability to do tasks on own  

· Demonstrate willingness for care from care providers 

· Respirations return to baseline on rest 

· Pulse decreases on rest 

· Willingness to void when needed 

· Drink <8 oz of  caffeine and to avoid alcohol completely
By discharge 


	1. Access patients level of anxiety by vital signs and verbalization every 2 hours (0800, 1000, 1200etc.). Anxiety is a risk factor for major adverse risks especially when a patient is in respiratory distress. 
2. Intervene when possible to remove sources of anxiety. Anxiety has a negative effect over time on life.
3. Limit by tracking the amount or be aware of stimulates taken by documenting every 4 hours  (alcohol, caffeine, medication) Many substance can cause or increase anxiety 
4. Monitor for signs of depression (persistent sad, anxious, or "empty" feeling, insomnia, early-morning wakefulness, or excessive sleeping, irritability, restlessness ect.) Anxiety often accompanies or masks depression in elderly.
5. Explain all activities, procedures, and issues that involves the patient, use nonmedical terms and slowed speech. Effective nurse-patient communication is critical to efficient care. 

6. Provide backrubs/ massage, and therapeutic touch for patient who VS and or emotional status seems to be upset to decrease anxiety. Massage and aromatherapy significantly decreased anxiety or tension. 
	1/24/12 Goals partially met
· Respirations returned more to baseline when care providers were in the room 

· Willingness to void when needed

SNFMC Heather Zeiter

Heather Zeiter 

1/25/12 Goals met
· Able to do more tasks on own and wanted to do them on own

· Respirations returned to baseline. 

· More willingness for care from care providers  

· Drank <8 oz of caffeine 
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Heather Zeiter 
Plan to continue care plan 




