Determining Nursing Interventions

For each of the nursing diagnoses and goal/outcome statements listed below, list some of the possible nursing interventions that would help the client to reach the set goal. (Examples are not an exhaustive list. Be sure to list at least one intervention for teaching, nursing care and assessment. Consult a nursing diagnosis text for more ideas. )
Nursing Diagnosis: Risk for impaired skin integrity related to prescribed bed rest.
Goal/Outcome Statement: Client will maintain skin integrity while he is on bed rest as evidenced by intact skin.
Nursing interventions: The nurse will: 
Monitor skin condition at least once a day for color and texture changes
Teach the client the importance of turning every 2 hours
Increase fluid intake to 1500 mL per day (unless contraindicated by cardiac or renal limits)

Nursing Diagnosis: ineffective airway clearance related to thoracic incisional pain manifested by ineffective cough and adventitious lung sounds.
Goal/Outcome Statement: Client will maintain a patent airway as demonstrated by effective coughing and deep breathing every 2 hours for the first day after surgery.
Nursing interventions: The nurse will:
Auscultate lung sounds every hour to four hours. 
Teach correct use and rationale of I/S.
Ambulate client at least q 4 hours during the day.

Nursing Diagnosis: Constipation related to insufficient physical activity and inadequate intake of fluid and dietary fiber manifested by lack of stool for 3 days and complaints of feelings of rectal fullness.
Goal/Outcome Statement: Client will eliminate or reduce constipation as evidenced by daily soft bowel movements.
Nursing interventions: The nurse will:
Ascultate abdominal sounds and assess abdomen q 4 hours
Teach client the importance of and types of high-fiber foods to include in diet
Provide for client privacy and assist client to bathroom 30 minutes after breakfast every day 
Nursing Diagnosis: Risk for infection related to new incision.
Goal/Outcome Statement: Client will remain free of infection as evidenced by showing no signs of infection (swelling, redness, drainage).
Nursing interventions: The nurse will:
Follow sterile technique when caring for wound.
Ensure hygienic care for client including bathing, nail care, hair etc.
Assess wound every 4 hours for signs of infection.



Nursing Diagnosis: Powerlessness related to hospitalization manifested by expressions of frustration over inability to perform previous activities.
Goal/Outcome Statement: Client will achieve control as evidenced by verbalization of feelings of powerlessness while hospitalized.
Nursing interventions: The nurse will:
Encourage the client to share beliefs, thoughts and feelings about illness. 
Allow the client to participate in care and decision making as much as possible.
