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Nursing Diagnosis 1

Acute confusion related to recent diagnosis of UTI
as evidence by Patient being oriented to name at

the time of admission, husband stated that the
patient had a temp of 103F, and High neutrophil

count.

Nursing Diagnosis 2

Risk of infection related to recent lab value of
leukopenia as evidence by WBCs with 3.90 x
106 (low), traces of leukoestarase in urinalysis

(infection), and blood cultures results are
positive which shows specific type of

antibiotics to treat infection.

Nursing Diagnosis 3

Risk of Falls related to recent state of confusion
(from UTI) as evidence by unsteady balance
(stated by patients husband), Oriented to only
name but not to surroundings at the time of

admission, fall risk score is 45 (low risk), blood
culture are positive for infection present in the

bloodstream.

Rationale

I believe that is diagnosis is appropriate to the
patient due to recent confusion, patient was only

oriented to name but not place, time and situation,
and leukoestarse present in urinalysis.

Rationale

This nursing diagnosis is appropriate to the
patients current situation because a UTI is
present that has progressed in the bloodstream
(evident by blood culture). The patient is
taking Penicillin G K intravenously for the
initial treatment of broad-spectrum antibiotic.
The patient was admitted with altered mental
status as a result of the current UTI.

Rationale

The nursing diagnosis is appropriate to the patient
situation because of the recent symptoms of loss
of balance with shakiness presented in the time of
admission, patient is a low fall risk score of 45 at
the present time but during admission was scored
higher (stated by nurse), and patient needs
supervision and assistance when moving.

Interventions

1.) Assess the patient current LOC to obtain a
baseline to compare later in ongoing assessment
findings (Phelps, 2020).

2.) reassure the family members that the confusion
is temporary to ease high levels of anxiety.
(Phelps, 2020)

Interventions

1.) Minimize the patient risk of infection by
washing hands before and after care. (Phelps,
2020).

2.) Monitor WBC count as ordered and report
elevations that can indicate infection. (Phelps,
2020).

Interventions

1.) Improve environmental safety factors as
needed. (Phelps, 2020).

2.) Assess the patient’s ability to use the call light
or other safety systems and remove anything form
the environment that increases the chance of falls
like cords, shoe, or throw rugs. (Phelps, 2020)

Evaluation of Interventions

The patient will present improvement of LOC and
will be oriented to person, place, time, and
situation. The Family will express an

Evaluation of Interventions

The patient's WBC count with differentials
will remain normal range and no evident of

Evaluation of Interventions

The patient will show understanding of factors that
increases the chance of falling and assist in
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understanding of the temporary situation and
report feelings of being calm (Phelps, 2020).

infection. Patient will not experience signs and
symptoms of infection (Phelps, 2020).

making changes to promote fall prevention.
(Phelps, 2020).
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