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	Patient name: Harry Barnes
	Age: 72
	Gender: Male
	Date of birth: 05/15/1952
	Medical historyRow1: - Hypertension (diagnosed 10 years ago)
- Type 2 Diabetes Mellitus (diagnosed 5 years ago)
- Recent fall (2 weeks ago) resulting in hip fracture, surgical repair performed
	SubjectiveRow1: - Family reports patient has been increasingly confused over the past 24 hours
- Patient unable to recognize family members
- Patient complains of headache (pain scale 6/10)
	TestsRow1: Glasgow Coma Scale (GCS)
	ResultsRow1: 13 (Eye opening: 4, Verbal response: 4, Motor response: 5)
	TestsRow2: Vital signs
	ResultsRow2: BP 150/90 mmHg, HR 98 bpm, RR 22 breaths/min, Temp 38.2°C (100.8°F), SpO2 94% on room air
	TestsRow3: Blood glucose
	ResultsRow3: 210 mg/dL
	TestsRow4: Complete Blood Count
	ResultsRow4: WBC elevated at 14,000/μL
	TestsRow5: 
	ResultsRow5: 
	Nursing diagnosisRow1: Acute Confusion related to urinary tract infection as evidenced by disorientation, agitation, and altered level of consciousness
	LongtermRow1: Patient will return to baseline mental status within 7 days
	ShorttermRow1: Patient will demonstrate improved orientation within 24 hours
	LongtermRow2: 
	ShorttermRow2: Patient's agitation will decrease within 12 hours
	LongtermRow3: 
	ShorttermRow3: Patient will maintain safety and adhere to hip precautions during the period of confusion
	LongtermRow4: 
	ShorttermRow4: 
	Nursing interventionsRow1: Assess and document mental status every 2 hours using GCS.
	RationaleRow1: Allows for early detection of changes in mental status and effectiveness of interventions.
	Nursing interventionsRow2: Implement reality orientation techniques (clock, calendar, frequent reorientation).
	RationaleRow2: Helps improve patient's awareness of time, place, and person.
	Nursing interventionsRow3: Ensure a calm, well-lit environment with familiar objects.
	RationaleRow3: Reduces confusion and promotes a sense of security.
	Nursing interventionsRow4: Administer prescribed antibiotics for UTI as ordered.
	RationaleRow4: Treats the underlying cause of altered mental status.
	Nursing interventionsRow5: 
	RationaleRow5: 
	EvaluationRow1: - Reassess mental status, orientation, and agitation levels every shift
- Monitor adherence to hip precautions and effectiveness of safety measures
- Evaluate effectiveness of antibiotic treatment through symptom resolution and follow-up urinalysis
- Assess family's understanding of the patient's condition and their ability to assist in care
	Additional notesRow1: - Patient has a history of being hard of hearing; ensure hearing aids are in place during interactions
- Family educated on delirium, its causes, and expected course of recovery
	Name: Jane Smith, RN
	License number: RN123456
	Contact number: 555-123-4567


