Nursing Diagnoses and Plan of Care


The first nursing diagnosis for J.N. is disturbed sleep pattern related to hormone imbalances and stress secondary to estrogen depletion as evidenced by it taking longer than thirty minutes to fall asleep, waking up in the early morning at least three times a week and unable to fall back asleep, waking up at least three times a week to use the bathroom, decreased enthusiasm to accomplish specific tasks, a score of seven on the PSQI, verbal complaints of lack of sleep, and verbal complaints of being tired. The first goal is the client will identify what causes prevent and promote sleep. Interventions include: 1. Client will describe typical bedtime routine. 2. Client will identify what activities will help her relax before going to sleep. 3. Assist client to make a list and obtain relaxation techniques such a calming compact discs or specific snacks. 4. Encourage client to keep a journal comparing and contrasting relaxation techniques. The second goal is the client will verbalize she feels well rested at least five out of seven days a week. Interventions include: 1. Client physically gets into bed thirty minutes to one hour earlier. 2. Client obtains at least eight hours of sleep. 3. If client wakes up in the middle of the night or early morning, will perform relaxation techniques identified.


This nursing diagnosis was chosen for the patient because a lack of sleep may lead to mental disturbances. As previously stated, she works as a registered nurse in a hospital. She works twelve hour shifts. Instructors in nursing school have taught their students that studies have shown nurses are more apt to make mistakes after eight hours. Having a lack of sleep would enhance a person to make more mistakes due to not being able to think clearly. As a nurse, she must be prepared for any situation at any given time. Addressing this specific topic allowed the client to assess her sleeping patterns and ways to improve quality as well as quantity of sleep. J.N. stated she would attempt to get to bed earlier and practice relaxation techniques including reading and listening to soft music. Also, she stated she would make an appointment with her doctor to have her hormones and medications re-evaluated. J.N. stated was appreciative this specific topic was addressed because she wants to make changes.  

The second diagnosis for J.N. is risk for injury related to potential falling secondary to ventricular tachycardia as evidenced by shortness of breath, weakness, bending over to catch breath, and heart beating quickly after walking up a flight of stairs, and placement of AICD. The first goal is for the client to limit the use of stairs. Interventions include: 1. Bringing items such as groceries through the front of the house rather than the back. 2. Use the side railings of the stairs at all times. 3. Not to be on the phone while going up and down stairs. The second goal for the client is for the client to identify other possible hazards throughout the house. Interventions include: 1. Identify uneven floors. 2. Glancing at the floor before taking another step. 3. Walk through the house picking up and putting away toys left by grandchildren. 4. Assuring rugs have rubber grips on the bottom. 5. Maintain sturdy railings for all staircases. 

This diagnosis was chosen for the client because of her medical history. She stated Southern Hills medical facility has many staircases. She tries to avoid the stairs and use the elevators as often as possible. However, if any of her symptoms start, she stops where she is at and breathes slowly and deeply in through her nose and out through her mouth. She calls for assistance when needed. Most of the steps in her home lead from the garage to the upstairs. She has a positive support system from her family because they help minimize her use of stairs. This could be dropping her off in the front of the house to go inside or bringing in items up the stairs for her. J.N. maintains doctor appointments regarding her heart and AICD. She was grateful for the interventions for this specific nursing diagnosis due to the fact other falling hazards were addressed. She was appreciative because it not only benefits her but her entire family as well.  
