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Name: Rebecca Synder	Date: 4/25/19
Patient Identifier: 4/24/1953	Patient Medical Diagnosis: Stage IV ovarian cancer with liver mets and colon mass, poorly controlled DM, HTN, hypercholesterolemia, anxiety, and obesity.
	Nursing Diagnosis
Assessment Data
	Goals and Outcome
	Nursing Interventions
	Rationale
	Outcome Evaluation
and Re-Planning

	Include 3–5 subjective and/or objective pieces of data that lead to the nursing diagnosis.
	Two statements are required for each nursing diagnosis. Must be patient- and/or family-focused, measurable, time-specific, and reasonable.
	List at least three nursing or collaborative interventions with rationale for each goal and outcome.
	Provide a reason why an intervention is indicated or therapeutic; provide references.
	Were the goals met? How would you revise the plan of care according the patient’s response to the current plan of care?

	1. Acute pain related to chemotherapy and radiation treatments as evidence by reports of pain on scale 1-10, restless behavior, increase in blood pressure and respiratory rate, and observing facial expressions
	· Mrs. Synder will be able to rate her pain on a scale from 0-10 at a 5 or lower within 1 hr of taking prescribed pain medication.
· Mrs. Synder will show a decrease in elevated blood pressure, pulse rate and respiratory rate 30 mins after practicing calming techniques.
	· Provide diversional activities with calming techniques to promote inner peace. This will help promote relaxation, refocus attention, and inturn decrease pain.
· Determine and educate Mrs. Synder on 0-10 pain scale and provide prescribed pharmacologic support as needed.  Since pain is perceived differently, the pain scale will promote independence and medication will provide comfort measures. Evaluation of pain control needs to be evaluated in intervals.



	Complementary therapies such as acupuncture, mind‐body techniques, massage, and other methods can help relieve symptoms and improve physical and mental well‐being.  Relaxation and calming techniques help reduce procedural pain (Deng & Cassileth, 2005, p. 109). Relaxation helps relieve pain and/or keeps it from getting worse by reducing muscle tension. It can help you fall asleep, give you more energy, make you less tired, reduce anxiety, and help other pain-relief methods work better ((American Cancer Society, 2019).
	Mrs. Synder had not start chemotherapy and radiation as of yet so we are unable to evaluate effectiveness at this time.  Mrs. Synder was educated on pain medications and pain scale which helped her to have the ability and voice of her pain control.  This allowed better communication to healthcare staff and pain was more effectively controlled.

	Nursing Diagnosis
Assessment Data
	Goals and Outcome
	Nursing Interventions
	Rationale
	Outcome Evaluation
and Re-Planning

	Include 3–5 subjective and/or objective pieces of data that lead to the nursing diagnosis.
	Two statements are required for each nursing diagnosis. Must be patient- and/or family-focused, measurable, time-specific, and reasonable.
	List at least three nursing or collaborative interventions with rationale for each goal and outcome.
	Provide a reason why an intervention is indicated or therapeutic; provide references.
	Were the goals met? How would you revise the plan of care according the patient’s response to the current plan of care?

	
	
	· Educate and evaluate painful effects of chemotherapy and radiation and provide support as needed.  This will allow Mrs. Synder to be educated prior to the treatment so she will know what to expect.
	
	



















	Nursing Diagnosis
Assessment Data
	Goals and Outcome
	Nursing Interventions
	Rationale
	Outcome Evaluation
and Re-Planning

	Include 3–5 subjective and/or objective pieces of data that lead to the nursing diagnosis.
	Two statements are required for each nursing diagnosis. Must be patient- and/or family-focused, measurable, time-specific, and reasonable.
	List at least three nursing or collaborative interventions with rationale for each goal and outcome.
	Provide a reason why an intervention is indicated or therapeutic; provide references.
	Were the goals met? How would you revise the plan of care according the patient’s response to the current plan of care?

	2.  Fear and anxiety related to newly diagnosised cancer, change in functioning role in household, and providing care for ill mother as evidence by expressed concern for mother’s well-being and lving arrangements, concern regarding day to day household care, feeling of helplessness and apprehension. 
	· Mrs. Synder will be able to cope and express her feelings without fear by discharge from hospital.  
· Mrs. Synder will appear be able to demonstrate coping mechanisms and participate in her plan of care as well as plan of care for her mother without anxiety and fear by the time of discharge
	· Provide an open environment where Mrs. Synder feels safe to talk about ther thoughts and feelings.  This will give Mrs. Synder control and promote a sense of dignitiy. This will also build trust between Mrs. Synder, her family, and the care coordination team.

· Provide accureate and consistent information regarding need of placement for her mother so she has the ability to focus on herself.  This will reduce anxiety and allow Mrs. Synder the ability to make a decision of placement for her mother’s care.





	It is a belief that exploring education, providing information and good communcaition from a health care team can make a significant impact on a cancer patients anxiety and fear (Stark & House, 2000, p. 1267).   A care team model, which is demonstrated at St, Anthony Medical Center, helps provide support and reduce anxiety/fear for the patietns and family.  This team approach coordinats all care prior to discharge to alleviate worry and stress for Mrs. Synder.  
	By the end of hospitalization Mrs. Synder was able to more easily talk about her cancer diagnosis and felt more comfortable with nursing home placement for her mother.  The case manager was able to set up some visits from the nursing home staff to talk about placement which allowed Mrs. Synder to pick a nursing home she felt comfortable with that was close to her home.  Mrs. Synder’s mother was accpected as Medicaid pending to the NF while they helped the family to apply for state assistance with assist with nursing facility cost.

	Nursing Diagnosis
Assessment Data
	Goals and Outcome
	Nursing Interventions
	Rationale
	Outcome Evaluation
and Re-Planning

	Include 3–5 subjective and/or objective pieces of data that lead to the nursing diagnosis.
	Two statements are required for each nursing diagnosis. Must be patient- and/or family-focused, measurable, time-specific, and reasonable.
	List at least three nursing or collaborative interventions with rationale for each goal and outcome.
	Provide a reason why an intervention is indicated or therapeutic; provide references.
	Were the goals met? How would you revise the plan of care according the patient’s response to the current plan of care?

	
	
	· Provide Mrs. Synder with prescribed antianxiety medication on a as needed basis to promote internal calming but also educate her on appropriate ways of discontinuing medications due to side effects.  She will need to maintain an open conversation with her heatlh care professional related to medication side effects and their effectiveness.
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	Goals and Outcome
	Nursing Interventions
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	Outcome Evaluation
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	Include 3–5 subjective and/or objective pieces of data that lead to the nursing diagnosis.
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	List at least three nursing or collaborative interventions with rationale for each goal and outcome.
	Provide a reason why an intervention is indicated or therapeutic; provide references.
	Were the goals met? How would you revise the plan of care according the patient’s response to the current plan of care?

	3. Unstable blood glucose related to lack of adherence to diabetes management and medication administration as evidence by blood sugar  of 230 to 389 for over 10 days and frequent urination
	· Mrs. Synder will be able to demonstrate how to take her blood sugars fasting TID and HS prior to discharge.
· Mrs. Synder will be able to demonstrate how to administer insulin injections after diabetic education but prior to discharge.
	· Explain to Mrs. Synder and her family that regular insulins should be injected 30 mins before meals.  This insulin is fast acting.  It is very importatnt that Mrs. Synder understands that she needs to eat a meal prior to safety.

· Educate Mrs. Synder to rotate insulin injection sites.  This education will prevent fat deposits that can happen if rotation of site is not performed properly.













	There is increasing evidence that aggressive glycemic control and education for patients admitted into the hospital improves clinical outcomes.  The practical use of insulin in patients requires basic understanding of the use of  insulin. Although there are several appropriate options for oral hypoglycemic and insulin, it is critical that all caregivers involved in this population’s care are knowledgeable about insulin strategies (Trence, Kelly, & Hirsch, 2003, p. 2430).  Education for family as well as Mrs. Synder by diabetic educator prior to discharge is essential for her to maintain compliance.
	Before discharge, Mrs. Synder will demonstrate knowledge of insulin injection, symptoms, and treatment of hypoglycemia and diet.  Goal was met as Mrs. Synder was above to verbal need for better diet and able to demonstrate insulin injections.  Continued education with husband and son is very important for accountability.
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	Nursing Interventions
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	Outcome Evaluation
and Re-Planning

	Include 3–5 subjective and/or objective pieces of data that lead to the nursing diagnosis.
	Two statements are required for each nursing diagnosis. Must be patient- and/or family-focused, measurable, time-specific, and reasonable.
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	Provide a reason why an intervention is indicated or therapeutic; provide references.
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	· Educate Mrs. Synder to follow a diet that is low in simple sugars, low in fat, and high in fiber and whole grains.  Mrs. Synder needs to be educated that diet low in fat and high in fiber helps to control cholesterol and triglycerides while remaining kosher. Three daily meals and an evening snack is recommended to help stabilze blood sugar.
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