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 Unit-1:  Nursing Interventions in Geriatrics 

 

Structure: 

1.1 Introduction, Definition of Nursing Intervention 

1.2 Importance of Nursing Interventions 

1.3 Categories of Nursing Interventions. Independent, dependent, 

interdependent 

1.4 Classification of nursing interventions 

1.5 Let’s Sum up 

1.6 Key terms 

1.7 Evaluate your progress 

1.8 References and further readings 

 

1.1 Introduction  

Understanding the aging process provides the nurse with an important perspective on 

the care of an elderly patient.  The longest living humans today, live no longer than 

they did centuries ago.  Maximum human life span is approximately 100 years of 

age.  This has not changed.  However, the average life expectancy has increased 

dramatically.  The average life expectancy in 1900 was 47 years old.  In 1990 the 

average life expectancy was 75 years old.  In 1900 only about 4% of the population 

was age 65 years or older.  Today about 12-13% of the population is over 65.  Within 

the next 50 years, the over 65 population is expected to double. 

One of the prime reasons for this increased life expectancy is the dramatic increase of 

infant survival.  The advent of good prenatal care and improved delivery techniques 

have given people in our country a tremendous advantage at the start of our 

lives.  There are other contributing factors as well.  Better sanitation, better nutrition, 

better standard of living, better medical care, prevention and treatment of diseases 

have all contributed to our longer life expectancy in this country and around the 

world. Once these children become adults, they are more likely to get an old age. 

The major reasons for the lengthening of life EXPECTANCY are: 

1. Better prenatal care 
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2. Better delivery techniques 

3. Better medical care 

4. Better nutrition 

5. Better use of preventive measures 

6. A generally higher standard of living 

7. More leisure time 

8. Research in many areas that contribute toward making life more comfortable 

and healthier (Murray 1980). 

In addition, society’s attitude and the attitude each one of us have towards those who 

have lived long enough to become a part of the aged statistics are also 

important.  These attitudes cannot be so quickly listed and resolved.  The medical and 

nursing professions have not been quick to plan for, or implement health care to meet 

the unique needs of people in later maturity, the not-so-old, and the very old.   

One of the objectives of this program is to stimulate the health care professionals, to 

look at the person and family in later maturity with a more positive yet realistic 

attitude.  This objective includes stimulating your senses of empathy and 

compassion.  Empathy and compassion for elderly clients are fostered by your 

understanding of the aging process and all the social attitudes and stressors imposed 

upon the person (Murray 1980). 

Remember how important you and the nurse are, to the elderly person with whom 

you work.  Through an appraisal of your involvement with the person living through 

the later developmental stage, you will grow in self-knowledge, self-acceptance and 

fulfillment.  These qualities, which indicate a personal depth and integrity, may then 

become the basis for further compassionate caring and knowledgeable nursing 

(Murray 1980). 

Later Maturity refers to the last developmental stage in life.  This stage begins after 

the retirement age, usually 65-70 years of age, in this country.  Traditionally, this era 

has been called old age.  However, this encompasses such a large time 

span.  Therefore, some people refer to these ages of 65 to 75 as the YOUNG-

OLDAge.  The OLD-OLD Age are considered the years of 75 and greater.  The end 

stage of later maturity is stereotyped by some authors as being a period of 

dependency upon others for assistance in meeting the basic needs.  This stereotype 

often persists and is what some people refer to as old age. 

The definitions of the terms “old”, “aging” and “aged” are pertinent to later maturity, 

but not necessarily in the same meaning.  “Old” is defined (Murray 1980) as having 

existed for a long time or being advanced in years.  “Aged is defined as that point in 

the life span of a person when changes of aging markedly interfere with the 
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functioning.  “Aging” is commonly thought of as those changes associated with 

declining function after the person reaches maturity. 

The words “OLD” and “AGE” have different meanings to each of us.   

This meaning depends upon: 

1.  Our self-image 

2. Personal patterns of adjustment 

3. Emotional conflicts 

4. Past experiences with elderly persons 

5. Socio-cultural background 

6. Ethnic background 

7. Religion 

8. Personal age 

To a 4-year old, 20 may seem ancient.  To a teenager, 30 may seem old.  To a 30-year 

old, 50 begins to look younger.  To a 75-year old, old meant anyone who was above 

80.  To the average white American, old is associated with retirement from the 

job.  To the Mexican-American, 50 years may be considered old.  The word “old” has 

negative connotations to many people in the United States.  However, in some 

cultures, being old are even revered as very special and knowledgeable. 

No other developmental era (the elderly) is so rigidly stereotyped.  In no way can all 

older people be alike.  Just as all toddlers, all adolescents, or all young adults cannot 

be considered to alike.  Seniors must be perceived to be an individual, each having a 

wide range of personality characteristics, distinct patterns of coping with life and 

unique relationships to others (Murray 1980). 

In order to perceive the senior as an unique person, you must consider your personal 

definitions, values, attitudes and feelings about old age and aging. 

What does old age mean to you? 

What do you value or consider important:  Beauty, youth and strength? 

Or do you consider wisdom thoughtfulness, experience and age as important? 

What is your mental set or attitude toward elderly people, which in turn affects your 

behavior, or overt reactions? 

What is your feeling or subjective response when you are with the elderly person? 
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Do you feel pleasure or impatience, respect or repugnance? 

Do you fear growing old or do you look forward to later maturity? 

When you initially care for elderly people, you may feel afraid, disgusted or 

impatient.  These feelings are not at all unusual.  It is important that you face these 

feelings and try to understand your values and attitudes.  

Certainly, you will not like every old person that you care for.  However, you will be 

the most effective care-giver if you are not sad, angry at or disgusted with him or her 

only because he or she is old.  You could also be more effective if you can appreciate 

their strengths as well as their limits.  Respect an elderly person simply because he or 

she is a human being like yourself.  Accept their limits and perceive him or her as an 

unique person.  He or she will then respond to your acceptance.  Understand and 

respect an elderly person.  He or she will then share more of themselves with 

you.  This sharing is gratifying and will enable you to give even more of yourself.  A 

helping relationship will then develop.  It can be a relationship in which both of you 

mature (Murray 1980). 

NURSING INTERVENTION 

Definition 

In nursing process, the next step after planning is the nursing intervention; this step 

involves all aspects of actual caring for the patient and requires full knowledge of the 

assessment and planning stages of the nursing process. The goals of nursing 

intervention are stated in the planning step of the nursing process. This step  includes 

patient care in the areas of hygiene, mental and physical comfort, including assistance 

in feeding and elimination; controlling the physical aspects of the patient's 

environment and  instructing  the patient  about the factors important to his or her care 

and what actions should be taken to facilitate recovery. After the patient's acute and 

immediate needs are met, he or she should be instructed regarding the concerned 

actions that could be taken to help prevent a recurrence of the condition. 

 

1.2IMPORTANCE OF NURSING INTERVENTIONS 

 Care plans provide direction for an individualized care of the client. A care 

plan flows from each patient’s unique list of diagnoses and should be 

organized based on the individual’s specific needs. 

 Continuity of care. The care plan is a means of communicating and organizing 

the actions of a constantly changing nursing staff. As the patient’s needs are 

http://allnurses.com/general-nursing-student/help-care-plans-286986.html
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attended to, the updated plan is passed on to the nursing staff at shift change 

and during nursing rounds. 

 Care plans help teach documentation. The care plan should specifically 

outline which observations to make, what nursing actions to carry out, and 

what instructions the client or family members require. 

 They serve as a guide for assigning a staff to care for the client. There may be 

aspects of the patient’s care that needs to be assigned to team members with 

specific skills. 

 Care plans serve as a guide for reimbursement. Medicare and Medicaid 

originally set the plan in action, and other third-party insurers followed suit. 

The medical record is used by the insurance companies to determine the 

amount they will pay in relation to the hospital care received by the client. If 

nursing care is not documented precisely in the care plan, there is no proof of 

any care that was provided. Insurers will not pay for what is not documented. 

1.3CATEGORIES OF NURSING INTERVENTIONS 

STATEMENT OF NURSING DIAGNOSIS: 

Once a sufficient amount of information has been collected, the information can be 

analyzed and interpreted.  Next, the nurse can formulate an explicit statement about 

the presenting problem or unmet needs.  These unmet needs can then be addressed by 

nursing care.  

The term diagnosis means to state a decision or an opinion after careful examination 

and analysis of facts in a situation or condition.  The term diagnosis is not limited to 

medical conditions.  The Nursing Diagnosis is a description of behaviour at variance 

with the desired state of health, a commonly recurring condition.  It also meets unmet 

needs that interfere with health and adaption, or the present or anticipated problem or 

difficulty experienced by the person or family which is amenable to nursing 

intervention. 

The diagnostic statement or label provides a guideline for intervention and indicates 

prognosis, potential, or desired outcome (Murray 1980).  Nursing diagnoses do not 

label medical entities.  They refer to conditions that can be helped by nursing 

action.  Nursing diagnoses that may be applicable to the psychological and physical 

status of an elderly are listed next in this section. 

Nursing Diagnoses applicable to the psychological and physical status: 

a.  Anxiety or agitation 

b. Confusion 
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c. Emotional or social deprivation 

d. Disengagement 

e. Mourning 

f. Impaired adjustment to crisis, stress or the aging process 

g. Maladaptive family process 

h. Altered level of consciousness (lethargy, stupor, coma) 

i. Lack of understanding 

j. Non-compliance with treatment 

k. Pain 

l. Altered ability to perform activities of daily living (self care) 

m. Impaired mobility 

n. Impaired nutrition-hydration status 

o. Impaired integrity of the skin 

p. Impaired sensory processes (blindness, deafness, paresthesias) 

q. Negative self-concept 

r. Impaired verbal communication (aphasic, mute, asocial) 

s. Suspicion 

t. Withdrawal 

u. Insomnia  

INTERVENTION 

Intervention refers to all of the actions that one engages in, as well as the approach 

you use, to promote the patient’s well-being. 

Intervention includes: 

1.  Verbal and nonverbal communications. 

2. Aid recovery of the client. 

3. Your approach and reactions to the person as you promote and maintain 

biopsychosocial health. 

4. Visible actions. 

5. Comfort, protection, enhanced stability. 

Intervention occurs, when you prevent harm or further dysfunction or assist the senior 

to function as effectively as possible within the limits imposed by his 

condition.  Many tasks done unwittingly are nursing interventions and should be 

defined as such to the patient.  The scientific rational for performing the nursing 

activity should also be explained to the person or family.  Nursing interventions with 

the elderly or family include: 
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1.  Giving sickness care including intensive care or daily care such as feeding, 

bathing, range of motion, turning. 

2. Enabling the senior to perform his or her own hygiene and grooming. 

3. Implementing medical procedures and treatments as ordered by the physician. 

4. Encouraging the senior to use energy-saving devices. 

5. Adapting procedures or techniques to the home situation. 

6. Encouraging a regimen of activity or rehabilitation to reduce disengagement. 

7. Maintaining communication with the senior, for example, by listening to him 

reminisce. 

8. Reduce sensory and emotional immobility, i.e., visiting with an elderly couple 

or bring them a bouquet of flowers. 

9. Meeting spiritual needs by, read passage from the holy books, say a prayer at 

their request. 

10. Maintaining communication with the family or significant others. 

11. Teaching and counselling the person or family to help them become more 

adaptive or independent. 

12. Reducing anxiety by being supportive and available to the person and family 

experiencing death. 

13. Referring the elderly person or family to health, social and welfare agencies as 

indicated. 

The list could go on and on.  Through nursing interventions, the nurse helps the 

person or family meet the needs that cannot be met by self. 

To summarize, nursing interventions include: 

1.  Helping the person/family cope with actual or a potential stressor. 

2. Eliminating a source of stress. 

3. Helping the senior develop new behaviour, strengthen an existing one or 

modify or diminish a present behaviour. 

4. Supporting the senior in his or her present behaviour. 

5. Preventing further injury or complications. 

6. Manipulating the environment to promote adaption (Bower 1972). 

The elderly person may have many needs to be met – physical, social, emotional and 

spiritual.  Often the following basic needs are overlooked.  However, they can be met 

with a little extra effort on the part of the geriatric care professional.  Remember that 

the elderly person desires to: 

1.  Be recognized as a person and not regarded as a room number, a disease, a 

problem, “grandma”, or less of a person because of age. 

2. Be listened to 
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3. Be comforted, to have distress recognized, perceive that health care workers 

are making efforts to make him or her physically and emotionally 

comfortable; the aged person can tolerate pain if he or she is not being 

neglected. 

4. Be remembered: The person fears being overlooked and forgotten. 

5. Learn what is causing health problems or distress in terminology that he or 

she can understand. 

6. Know what treatment and care is planned, length of treatment and what can be 

expected as an end result. 

7. Receive quality care. 

8. Have some self-determination about what activities he or she will take part in 

as long as he or she does not injure self or others. 

Family members of the patient often have basic needs that are overlooked.  The 

family members may also be aged.  However, they deserve the same consideration as 

the patient.  They should not be treated as infants or as incompetents.  Family 

members also need to be comforted emotionally, and sometimes physically, when 

they feel guilty or worried.   

The family needs to be informed as fully as possible about the situation and expected 

results of the treatment and care.  Family members also need encouragement and 

support as they encounter the stress of illness among their loved one and work to 

restore and maintain well-being and prevent further complications in the patient. 

INDEPENDENT FUNCTIONS : 

1. Performing all hygiene and comfort measures. 

2. Planning and creating an environment conducive to wholeness and safety 

from injury and risk. 

3. Teaching and counselling, either formally or informally. 

4. Offering one- self to impart strength and courage to another as he or she copes 

with problems. 

5. Socializing in a purposeful manner. 

6. Making a referral to another agency when indicated. 

DEPENDENT FUNCTIONS: 

1. Implementing all the ministrations or procedures that is outlined in the 

medical regimen by the physician. 

2. Doing all the ministrations or procedures which are implemented as per the 

regimen by other health care team members. 
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INTERDEPENDENT FUNCTION: 

1. Coordinating care given by other health team members. 

2. Collaborating with others to provide continuity of care. 

3. Directing others, including the family, to give care to an elderly person. 

1.4 Bower classifies intervention into three nursing actions: 

1. Supportive 

2. Generative 

3. Protective 

1.Supportive nursing actions provide comfort, treatment and restoration.  These 

measures augment the person’s present adaptive capacity, help him or her cope more 

effectively with stress and prevent further health problems.  In addition, supportive 

interventions maximize the person’s or family’s strengths and provide guidance, 

encouragement or relief to enable the person to regain health. 

2.Generative nursing actions are innovative and rehabilitative.  They help the 

person or family develop different approaches to coping with stress or crisis and are 

especially used when assisting another with struggles involved in role changes or 

identity crisis. 

3.Protective nursing actions are measures that promote health and prevent 

disease.  They improve or correct situations.  Examples are immunizations, health 

teaching or anticipatory guidance; or preventing complications and disease sequelae 

(Bower 1972).  

Evaluation is the purposeful examination and use the measurement of data, devices 

and methods to determine the effectiveness of nursing actions and the nurse’s 

approach toward achieving short range and long range patient care goals. 

Evaluation also includes, determination of problems that have been resolved, that are 

still unresolved and new ones that have arisen.  Evaluation is the last step in the 

nursing process.  However, evaluation cannot be separated from assessment, 

formulating a nursing diagnosis, determining objectives, planning care and 

intervention. 

Evaluation includes predicting outcomes through long term and short term 

goals.  These outcomes are expressed as behavioral objectives (patient responses) that 

one expects to see after nursing intervention.  They indicate progress in achievement 
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of stated goals.  The current behaviors of the patient act as a baseline for expected 

change within a certain limit. 

Statements of goals help you not only to determine specific interventions to use, but 

also the specific patient behaviors that would indicate that these goals have been 

achieved.  When a behavioral objective (predicted outcome) is reached, a new 

objective corresponding to progress in status is written (Murray 1980). 

Behavioral objectives are based on priorities of care.  They establish the criteria for 

evaluation.  They must be either observable to the client or to the nurse.  If they are 

not observable, they must be measurable in some way.  Therefore, the cause of an 

unexpected outcome can be determined and further negative effects can be avoided. 

Nursing can be evaluated for: 

EFFORT, EFFECT, EFFICIENCY (Curtis 1975) 

Measuring EFFORT involves asking the following questions: 

1. What has been done compared to the stated objective of care? 

2. Was as much done as could have been done? 

Measuring EFFECT involves seeking information about change or lack of change in 

the patient’s situation: 

1. Was the change important?             4.  Was the change safe? 

2. Was the change intended?               5.  Was the change necessary? 

3. Was the change expected?               6.  Was the change desirable to the patient 

and the nurse? 

Measuring EFFICIENCY involves seeking information on: 

1. How actions were performed in terms of time, energy and materials? 

2. If the results of nursing care were satisfactory, how many actions were 

necessary to accomplish the care? 

Evaluations should be continuous so that insights gained can be used to reassess the 

person, modify plans and improve care throughout the nursing process.  Evaluation 

benefits the senior and the nurse because it provides a final statement about patient 

progress and is a critical examination of nursing practice (Murray 1979). 
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Evaluation of care is directly related to accountability.  Accountability is the state of 

being responsible for your actions and being able to explain, define or measure the 

results of your decision making.  Accountability involves measuring your 

effectiveness against a set of criteria.  These criteria might be the unit’s general care 

standards, the agency’s policies or the patient’s care objectives.  Accountability 

involves validating intangibles such as attitudes and subtle nuances as well as overt 

care measures.  You are accountable to the client, the family, the group, the agency, 

the physician, other health care team members and the community.  Your 

accountability assures optimum health care delivery. 

1.5 In summary, your responsibility is to: 

1. Assess thoroughly the senior’s health care needs.  This cannot be 

delegated.  Tools can be utilized, but it is your responsibility to validate any 

information on a nursing history form collected by someone other than 

yourself. 

2. Determine nursing diagnosis based on your assessment. 

3. Plan with the team, supervise others and teach care measures needed by the 

person or family.  You must assume responsibility for the patient care 

objectives and the level of care rendered.  Therefore, your responsibility will 

include supervising, teaching and assigning personnel according to their 

qualifications and the senior’s needs. 

4. Give care when indicated, acting as a role model for other staff members. 

5. Evaluate care and determine whether or not goals have been met.  You must 

take corrective action as indicated.   

Through this process you demonstrate accountability. 

As you read the steps of the nursing process, there is no doubt that the process is 

continuous and circular.  Some steps of the process overlap.  For example, while you 

are doing one intervention, such as bathing the senior, you are simultaneously 

assessing him or her and mentally making a plan.  That plan might be how you will 

continue with your intervention of giving skin care and ambulation.  You may think 

that your mental or verbal plan is sufficient.  However, you will likely find that a 

written plan is essential to provide for consistency of care.  Other nursing team 

members cannot read your mind.  Share what you know and plan, both the team and 

the patient will benefit.  
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1.6 KEY TERMS 

 Life Expectancy: Life expectancy is a statistical measure of the average time 

an organism is expected to live, based on the year of their birth, their current 

age and other demographic factors including sex. ... But for those who survive 

early hazards, a life expectancy of 60 or 70 would not be uncommon. 

 Documentation: material that provides official information or evidence or 

that serves as a record. 

 Reimbursement: the action of repaying a person who has spent or lost 

money. “reimbursement of everyday medical costs" 

 Medicare: Medicare is the federal health insurance program for people who 

are 65 or older, certain younger people with disabilities, and people with End-

Stage Renal Disease (permanent kidney failure requiring dialysis or a 

transplant, sometimes called ESRD). 

 Medicaid: Medicaid is a joint federal and state program that helps with 

medical costs for some people with limited income and resources. Medicaid 

also offers benefits not normally covered by Medicare, like nursing home care 

and personal care services. 

 

1.7 EVALUATE YOUR PROGRESS 

1. Nursing diagnoses __________label medical entities. 

a) Do 

b) Do Not 

c) Never 

d) Always 

2. Nursing diagnoses refer to conditions that can be helped by nursing __________. 

a) Action 

b) Care 

c) Assessment 

d) Intervention 

3.Nursing diagnoses that may be applicable to the psychological and physical status 

of the elderly, include: 

a) Impaired mobility 

b) Anxiety, confusion  
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c) Negative self-image  

d) Impaired sensory process 

e) All of these  

4. Statements about a predicted or desired patient outcome formulated with the person 

or family are called: 

a) Long term goal 

b) Short-term goal 

c) Patient-care goal 

d) Nursing diagnoses 

5. Priorities of patient-care goals are affected by which of the following: 

a) Potential for recovery or susceptibility to relapse 

b) Can be accomplished in a short period of time 

c) Outcome can be predicted with certainty 

d) The demise of the patient 

 

6. The written nursing care plan include the: 

 

a) Patient’s needs, problems 

b) Priorities of care 

c) Patient care goals 

d) Nursing orders 

e) All of these 

7.Nursing intervention refers to all of the actions that the nurse engages in, as well as 

the approach used to promote the patient’s________________. 

a) Holism 

b) Well being 

c) Death 

d) Marriage 

 

8.Nursing interventions with the elderly person or family include: 

a) Encouraging the senior to use energy-saving devices 

b) Maintaining communication with the senior 

c) Giving wellness care 

d) Not enabling the senior to give his or her own hygiene 

e) a and b 

 

9.The elderly person may have many needs which need to be met, such as: 
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a) Physical needs 

b) Social needs 

c) Emotional needs 

d) a, b 

e) a,b,c 

10.Bower classifies intervention into three actions: supportive, generative 

and_______. 

a) Helping 

b) Collaborative 

c) Protective 

d) Encouraging 

11. Evaluation of nursing care is directly related to: 

a) Results 

b) Effect 

c) Accountability 

d) Outcome 

12.The elderly person cannot survive, emotionally or physically, unless someone:  

a) Cares 

b) Reaches out 

c) Loves  

d) Neglect 

Answer in your words:  

1. What do you mean by Nursing Intervention, what are the categories of 

Nursing Intervention? 

2. Explain the importance of Nursing Intervention. 

3. What do you mean by Bowler’s classification, explain in detail? 
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Unit - 2: NURSING CARE PLANS FOR ELDERLY 

 

Structure : 

2.1 Introduction 

2.2 Tabular Representation of Nursing Care Plan for Various Ailments.  

2.3 Summary 

2.4 Check Your Progress 

2.5 Key Terms 

2.6 References 

2.1 INTRODUCTION 

Opportunities to care for the older adults exist in all settings. The number of 

older adults requiring health care is considerable. For too long, nurses working with 

older adults is preoccupied with loss, chronic disease, disability, long term care and 

medication use. We need to look at the positive aspects of ageing, the factors that 

allow older people to continue to function well despite the changes of ageing. We 

need to teach older adults about things that are modifiable. It is never too late to 

change behaviors and to improve healthy status and quality of life.  

 Given that older adults are the fastest growing segment of the population, 

every nurse involved with the adult health care undoubtedly will at some point be 

challenged to meet the unique needs of these older adults. A holistic perspective is 

necessary to meet the physiological, psychological, sociological, spiritual needs of 

older adult client. 

The nursing management along with care plans are discussed below in this chapter 

such as management of minor ailments among the older clients such as insomnia, 

fluid imbalances, nutritional problems, constipation, activity intolerance, skin 

integrity and various other health problems that disturbs the daily living of an older 

adult. 
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2.2 Tabular Representation of Nursing Care Plan for Various Ailment 

ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJE

CTIVE 

NURSING 

INTERVENTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective data: 

patient 

complains of 

drowsiness, 

lethargy and 

headache. 

Objective 

data:respiratory 

rate increased, 

irritability, 

restlessness and 

confusion. 

Impaired gas 

exchange 

related to 

inadequate 

oxygenation, 

decreased 

respiratory 

efforts and 

retention of 

carbondioxide 

at the alveolar 

level 

increased. 

The patient 

will have 

adequate gas 

exchange. 

1. Assist the patient to 

assume a semi 

fowler’s position as it 

increases the 

anterioposterior 

diameter and improves 

diaphragmatic 

excursion leading to 

better lung expansion. 

2. Assist with activities 

of daily living, this 

conserves the energy 

and thereby limits the 

oxygen requirements. 

3. Allay fear and anxiety 

and encourage to 

breathe deeply as fear 

and anxiety causes 

shallow respiratory 

efforts. 

4. Encourage the patient 

to perform deep 

breathing and 

coughing exercises as 

it helps to loosen the 

secretions. 

5. Promote the use of 

incentive spirometer as 

it provides positive 

feedback on the 

respiratory efforts and 

The patient will 

maintain adequate 

gas exchange as 

evidenced by 

decreased 

wheezing during 

inspiration and 

expiration. 
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facilitates lung 

expansion. 

6. Demonstrate 

diaphragmatic and 

pursed lip breathing as 

this reduces the use of 

accessory muscles of 

respiration and creates 

a positive pressure in 

the airways. 

7. Encourage the patient 

to quit smoking as it 

impairs airway 

clearance by 

destroying the cilia 

and decreasing the 

availability of oxygen. 

8. Assist with postural 

drainage by percussion 

and vibration as it 

helps to loosen the 

secretions. 

9.Suction to clear the 

oropharyngeal 

airways. 

10. Administer Oxygen 

by face mask. 

Oxygen as 

supplementation 

increases the oxygen 

supply to the tissues. 
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ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJEC

TIVE 

NURSING 

INTERVENTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective data: 

patient verbalizes 

difficulty in 

breathing. 

Objective data: 

dyspnoeic, 

presence of 

shortness of 

breath, 

tachypnoeic, use 

of accessory 

mucles for 

breathing. 

Ineffective 

breathing 

pattern related 

to 

pain/anxiety 

or impaired 

neuromuscula

r/ decreased 

energy.  

Patient will 

maintain an 

effective 

breathing 

pattern. 

1. Place the patient in a 

semi fowler’s 

position to allow 

maximum lung 

expansion. 

2. Provide additional 

pillows to maintain 

semi fowler’s 

position to prevent 

pushing up of 

abdominal contents. 

3. Change the position 

of the patient every 

2nd hourly to 

promote maximum 

lung expansion. 

4. Teach deep 

breathing exercises 

and ask the patient 

to do every 1-2 

hours because deep 

breathing results in 

maximum inhalation 

and lung expansion. 

5. Splint chest or upper 

abdominal incision 

if any, with pillow 

during coughing, 

deep breathing 

exercises to prevent 

strain at the incision 

site and to promote 

deep breathing. 

6. Implement measures 

Patient will 

maintain an 

effective breathing 

pattern as 

evidenced by 

verbalization of 

comfortable 

breathing. 
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to reduce anxiety if 

present, thereby 

reducing shallow 

breathing and 

promoting deep 

breathing. 

7. Encourage the 

patient to use 

incentive spirometer 

every 2 hours to 

promote maximum 

lung expansion. 

8. Provide rest periods 

between activities as 

tolerated to conserve 

energy. 

9. Notify physician if 

ineffective breathing 

pattern continues to 

modify the treatment 

regime. 

10. Discuss with the 

physician about the 

CNS depressant 

administration if 

prescribed as these 

drugs cause 

decreased rate and 

depth of respiration. 
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ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJEC

TIVE 

NURSING 

INTERVENTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective data: 

patient 

verbalizes that 

he has pain in 

the mouth, taste 

changes. 

Objective data: 

coated tongue, 

dry mouth, 

presence of 

secretions, 

presence of 

endotracheal 

tube. 

Impaired oral 

mucous 

membrane 

related to 

inflammation/ 

decreased 

salivation 

Maintains 

normal integrity 

of oral mucous 

membrane. 

1. Maintain good oral 

hygiene in order to 

prevent ulceration 

and dryness. 

2. Hydrate the patient 

adequately to prevent 

dryness of mouth and 

tongue. 

3. Apply glycerine or 

liquid paraffin over 

lips after each mouth 

care to prevent 

dryness. 

4. Avoid mouthwashes 

that contain alcohol 

as it causes dryness 

resulting in further 

irritation. 

5. Give saline mouth 

gargle when patient 

has ulcer to avoid 

bleeding while 

brushing. 

6. Apply xylocaine 

viscous before 

feeding if ulcer is too 

extensive. 

7. Consult a dentist for 

any ulcer due to 

dentures and further 

intervention. 

8. Educate the patient 

and family members 

The patient will 

maintain intact 

oral mucosa as 

evidenced by 

moist, well 

hydrated tongue 

and absence of 

halitosis. 
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on the importance of 

oral hygiene and 

adequate fluid intake. 

9. Avoid spicy, hot food, 

alcohol, hard food in 

order to avoid 

bleeding. 

10. Fit the dentures 

correctly and firmly, 

ill fitting dentures 

cause ulcer over 

gums. 

 

 

 

ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJEC

TIVE 

NURSING 

INTERVENTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective 

data:patient 

complains of 

loss of appetite, 

inability to 

chew/swallow, 

oral ulcers, 

nausea/vomiting. 

Objective 

data:weakness 

and lethargic 

Imbalanced 

nutrition less 

than body 

requirement 

related to 

inability to 

digest or 

absorb 

nutrients.  

The patient will 

improve or 

maintain the 

nutritional 

status at a level 

that is adequate 

for the patient’s 

activity. 

1. Keep the environment 

neat and clean; free 

of noxious odours 

that reduce nausea 

and vomiting. 

2. Encourage the 

individual to take 

deep slow breaths 

when nauseated. 

3. Avoid any painful 

procedures like 

change of dressings 

or administration of 

injections before a 

meal as pain reduces 

the appetite. 

Patient will 

maintain 

nutritional status 

as evidenced by 

the reduction in 

nausea, adequate 

intake of food 

during meal times. 
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4. Assist with oral 

hygiene as this 

improves the 

moistness of the oral 

mucosa and improves 

the taste of food. 

5. Determine the 

individual’s 

preference of food 

and any specific 

dietary restrictions. 

6. Enable the individual 

to assume a high 

fowler’s position and 

provide small 

frequent feeds as 

tolerated by the 

individual. 

7. Serve the food in an 

attractive manner. 

8. Encourage intake of 

high protein foods 

such as milk, egg, 

cereals and vitamin 

rich foods such as 

fruit (oranges, apple, 

pomegranate etc), 

juices to improve the 

intake of both macro 

and micronutrients as 

tolerated by the 

individual. 

9. Provide adequate time 

for food intake. 
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ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJEC

TIVE 

NURSING 

INTERVENTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective 

data: patient 

expresses that 

he is unable to 

swallow. 

Objective 

data: difficulty 

in swallowing, 

drooling of 

secretions. 

Impaired 

swallowing 

related to 

neuromuscular 

impairment/surg

ery in the oral 

cavity/anesthesia 

effects/difficulty 

in mastication. 

Patient will 

maintain normal 

swallowing. 

1. Position patient in 

Fowler’s position or 

high Fowler’s 

position to prevent 

aspiration while 

feeding. 

2. Use cup to feed the 

patient. 

3. Feed the patient with 

soft bolus which can 

be manipulated by 

tongue against 

pharynx. 

4. Place food in the 

posterior mouth where 

swallowing can be 

ensured. 

5. Give frequent 

mouthwash to 

cleanse the mouth 

which promotes 

swallowing. 

6. Prepare thick viscous 

fluid diet and feed 

the patient which 

promotes 

swallowing. 

7. Insert ryles tube and 

start feeding to 

provide adequate 

nutrition. 

Patient will have 

improved 

swallowing pattern 

as evidenced by 

effective 

swallowing 

without coughing, 

choking or 

aspiration. 
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8. Have suction 

apparatus ready in 

case of any 

aspiration. 

9. Converse with the 

patient and motivate 

the patient to 

swallow and train 

slowly. 

10. Avoid overloading 

mouth with feed 

because it decreases 

the swallowing 

effectively. 

 

 

ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJEC

TIVE 

NURSING 

INTERVENTIONS 

WITH RATIONALE 

EXPECETD 

OUTCOME 

Subjective data: 

patient 

verbalizes that 

he has gained 

more weight, 

unable to carry 

out activities of 

daily living. 

Subjective data: 

increased 

appetite/decrease

d activity. 

Imbalanced 

nutrition more 

than body 

requirement 

related to 

increased 

intake in 

relation to 

metabolic 

demands. 

Patient will set 

target weight 

and adhere to 

weight 

reduction 

strategies. 

1. Enable the patient to 

identify situations 

when he turns to food 

such as stress, 

loneliness, anger, 

happiness etc. 

2. Identify the normal 

eating habits. 

3. Collaborate with the 

dietitian in planning 

the ideal menu for the 

patient. 

4. Teach the patient 

about low caloric 

nutritious foods such 

as salads, sprouted 

Patient will 

maintain balanced 

nutrition as 

evidenced by 

patient 

participating in 

activities and 

exercises. 
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pulses, oats, and 

wheat bread. 

5. Encourage the 

individual to take 

small servings of 

food and to take time 

to chew and relish the 

food and avoid eating 

in a hungry. 

6. Help the patient to 

plan for the weight 

loss in a realistic 

manner. 

7. Encourage the patient 

to see the target 

weight and choose 

the appropriate 

exercise program. 

8. Encourage the 

importance of gradual 

increase in exercise 

and importance of 

walking for 30 to 40 

minutes at least 3 to 4 

times a week. 

9. Encourage the patient 

to adhere to the diet 

and activity or 

exercise schedule. 

10. Weigh the patient 

weekly to provide 

positive 

reinforcement. 
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ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJEC

TIVE 

NURSING 

INTERVENTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective data: 

patient 

verbalizes 

weakness, thirst, 

dry mouth, 

decreased urine 

output. 

Objective 

data:decreased 

skin turgor, 

decreased urine 

output. 

Fluid volume 

deficit related 

active fluid 

loss/failure of 

regulatory 

mechanism. 

Patient will 

maintain normal 

fluid volume. 

1. Encourage the patient 

to take more fluids at 

least 2500 – 3000 ml 

/ day unless 

contraindicated, in 

order to replace the 

fluid loss. 

2. Implement measures 

to reduce nausea if 

present, because 

nausea leads to 

decreased fluid 

intake. 

3. Take measures to 

reduce vomiting if 

present, as it results 

in exercise loss of 

fluid. 

  Offer ice chips 

 Administer anti emetics 

as ordered 

4. Implement measures 

to control diarrhea if 

present, because the 

increased motility of 

the guts results in 

poor fluid absorption 

and excessive fluid 

loss. 

 a. Instruct the patient to 

avoid intake of spicy 

foods. 

 b. Discourage intake of 

Patient will 

maintain normal 

fluid volume as 

evidenced by 

patient’s 

verbalization of 

absence of thirst. 
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milk and milk 

products. 

 c. Discourage intake of 

foods high in fiber. 

5. Administer anti 

diarrheal agents as 

prescribed 

6. Initiate measures to 

reduce fever if present.  

7. Maintain intake and 

output chart to 

monitor the fluid 

status. 

8. Administer 

intravenous fluids as 

ordered to replace the 

fluid status 

9. Monitor serum 

electrolyte levels in 

order to rule out 

significant changes in 

the early stages 

because sodium and o 

potassium loss that 

occur with vomiting 

and diarrhea may even 

lead to life threatening 

complications. 
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ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJEC

TIVE 

INTERVANTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective data: 

patient 

verbalizes 

breathing 

difficulty, 

swelling in the 

legs, not able to 

lie down flat due 

to breathing 

difficulty. 

Objective 

data:dyspnoeic, 

orthopnoeic, 

peripheral 

edema, distended 

neck veins. 

Fluid volume 

excess related 

to excess 

fluid intake/ 

excess 

sodium 

intake. 

Patient will 

maintain normal 

fluid balance. 

1. Restrict fluid intake 

as ordered to reduce 

fluid accumulation    

2.  Limit sodium intake 

as sodium restriction 

results in decreased 

retention of water   

3.  Maintain intake 

output chart ,monitor 

the fluids status  

4. Monitor the chest 

radiographs in order 

to monitor the 

pulmonary vascular 

status and to rule out 

fluid accumulation  

5. Elevate the foot end 

of the bed to promote 

venous return unless 

contraindications to 

prevent fluid 

accumulation  

6. Administer diuretics 

as prescribed to 

promote fluid 

excretion by 

decreasing water 

reabsorption. 

7. Monitor serum 

albumin level  

8. Monitor serum 

electrolyte levels to 

prevent  

complications at its 

Patient will 

maintain normal 

fluid balance as 

evidenced by 

patient’s 

verbalization of 

normal breathing 

and comfortable 

posture. 
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earlier stage  

9. Monitor renal cardiac 

and liver parameters 

to identity 

abnormalities at an 

early stage and 

intervene  

 

 

 

ASSESSMENT NURSING 

DIAGNOSI

S 

GOAL/OBJEC

TIVE 

INTERVENTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective data: 

patient 

verbalizes 

passing of urine 

before reaching 

the toilet. 

Objective data: 

occurs with 

aging process/ 

anesthetic effect/ 

cerebrovascular 

accident/ 

underwent uro 

surgery. 

Urinary 

incontinence 

related to 

drug effects/ 

old age/ 

environment

al factors. 

Patient will 

maintain normal 

urinary pattern. 

1. Maintain the 

environment with 

adequate light so that 

patient reaches toilet 

easily. 

2. Maintain the floor 

non slippery to 

prevent fall . 

3. Assist the patient with 

urinal or bed pan for 

voiding when  patient 

is on sedatives as 

patient may not reach 

the toilet in time. 

4. Allow the family 

member with the 

patient to accompany 

till the toilet to 

prevent fall and 

injury . 

5. Keep the call bell in 

The patient will 

report relief from 

incontinence as 

evidenced by the 

ability to void at 

specified time 

intervals and 

makes use of 

appropriate 

assistive devices to 

manage the urinary 

incontinence. 
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an accessible place so 

that  patient can call 

for help in case of 

any urgency . 

6. Encourage the patient 

to wear hospital 

gown or normal 

clothing which is not 

lengthy so it will not 

hinder whole 

walking. 

7. Orient the patient to 

void every 2 hourly 

to avoid wetting of 

clothes. 

8. Encourage adequate 

hydration unless 

contraindicated. Full 

bladder may signal 

patient to empty it. 

9.Demonstrate pelvic 

floor exercise to 

strengthen the pelvic 

floor muscles. 

10. Educate the patient 

to use walker cane 

while reaching 

toilets. 
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ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJE

CTIVE 

INTERVENTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective 

data:patient 

verbalizes that he 

has not passed 

stool/ passed dry 

hard stool once a 

week. 

Objective 

data:on 

examination 

abdomen hard to 

touch, impacted 

hard feces, 

diminished 

bowel sounds, 

increased 

abdominal girth 

due to distention. 

 

Constipation 

related to 

immobility/ 

lack of 

exercises/ 

lack of 

roughage or 

fiber or fluid 

intake 

 

Patient will 

experience 

regular bowel 

movement. 

 

1. Review the daily 

routines of dietary 

intake to rule out any 

inadequacy of food 

fibre. 

2. Educate and advise 

the patient to set a 

time for defecation  6 

am to include as a 

part of daily routine. 

3. Educate the patient to 

give in to the attempt 

to urge within half an 

hour . 

4. Advice the patient to 

take warm coffee or 

tea in the morning 

after brushing the 

teeth  which acts as a 

stimulant for 

defecation . 

5. Encourage the patient 

to take fibre rich food 

like whole cereals  

green leafy 

vegetables since it 

gives bulk to the 

stool  

6. Mobilize the bed 

ridden patient by 

wheelchair and 

encourage him/her to 

defecate in the toilet 

instead of giving bed 

The patient will 

maintain 

elimination as 

evidenced by 

passage of soft 

formed stools 

without straining 

and relief from 

discomfort of 

constipation. 
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pan if possible  

7. Allow suitable 

position /semi 

squatting because by 

adequate use of 

abdominal muscles  

8. Provide privacy in the 

ward for the bed 

ridden patient in 

defecation as it 

hinder the defecation  

9. Plan for adequate 

ambulation of 

hospitalized patient 

as it helps in bowel 

motility  

10. Educate and 

demonstrate the 

patient to contract 

abdominal muscles 

frequently 

throughout the day as 

it facilitates the 

bowel movement. 

 

 

ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJE

CTIVE 

INTERVENTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective 

data:patient 

verbalizes 

increased 

frequency of 

watery stools. 

Objective 

Diarrhea 

related to 

malabsorption/ 

ulceration of 

GI mucosa/ 

high levels of 

nitrogenous 

waste/ stress/ 

Patient will 

maintain 

normal bowel 

pattern. 

1. Educate the patient to 

avoid milk products 

fatty food, whole 

grains, spicy foods as 

it irritates the GI tract. 

2. Assess the 

characteristics, 

The patient will 

maintain normal 

bowel elimination 

as evidenced by 

well formed 

stools/ absence of 

irritation in the 

rectal area and 
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data:urgency of 

defecation, 

abdominal pain 

on a NRS scale, 

increased fluidity 

of stool, 

increased 

volume of stool. 

irritability/ 

increased 

intake of 

caffeine 

consumption. 

consistency, 

frequency, colour and 

odour of the stool to 

rule out the causes. 

3. Encourage adequate 

oral intake of fluid2-3 

L\day rehydrate the 

patient. 

4. Educate and prepare 

oral rehydrating 

solution and start ors 

feed as per order. 

5. Watch for signs and 

symptoms of 

dehydration on further 

management. 

6. Monitor the urine 

output, BP, and pulse 

rate to ensure the 

kidney function. 

7. Report promptly to the 

doctor any signs of 

kidney dysfunction. 

8. Gradually increase and 

introduce the 

semisolid and solid 

food to ensure proper 

digestion. 

9. Start IVfluids as per 

order if oral intake is 

not adequate to 

maintain the fluid 

status. 

10. Maintain the fluid 

plan to ensure that 

patient receives 

relief from 

cramping 

abdominal pain. 
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adequate nutrition and 

hydration  

 

ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJE

CTIVE 

INTEREVNTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective 

data:patient 

verbalizes 

oozing of stool 

without his/ her 

knowledge. 

 Objective 

data:involuntary 

passage of stool/ 

surgery done in 

the anus or 

rectum or spinal 

cord injury. 

 

 

Bowel 

incontinence 

related to 

relaxed anal 

sphincter/ lack 

of sphincter 

control/ 

surgery done 

in the anus 

and absence of 

neuromuscular 

impairment. 

 

 

Patient will 

maintain 

normal bowel 

pattern. 

 

 

1. Assess the routine 

evacuation schedule 

to maintain a routine 

pattern. 

2. Assess for any 

constipation to decide 

the treatment plan. 

3. Institute a daily bowel 

evacuation schedule 

to avoid oozing of 

stool and to maintain 

regularity. 

4. Provide privacy and a 

non -stressful 

environment for easy 

passage of stool. 

5. Position the patient in 

an upright or sitting 

posture as that a 

physically able person 

because this posture is 

comfortable for 

patient to defecate. 

6. Position in a side 

lying posture for a 

quadriplegic patient 

as the patient cannot 

sit in a upright 

position. 

7. Use or provide a 

The patient will 

maintain bowel 

elimination as 

evidenced by 

passage of soft 

formed stools, able 

to schedule timing 

for elimination a s 

needed.  
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raised commode seat, 

glove, lubricant for a 

physically functioning 

patient to aid in 

defecation. 

8. Assist patient in 

cleaning, and hygiene 

to prevent 

contamination. 

9. Educate the 

importance of intake 

of 8-10 glasses of 

water daily to avoid 

constipation. 

10. Teach the sources of 

high fibre diet which 

is essential to form 

the bulk. eg. Green 

leafy vegetables, 

fruits etc. 

 

 

ASSESSMENT NURSING 

DIAGNOSIS 

GOAL/OBJEC

TIVE 

INTEREVNTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective 

data:Patient says 

that he had 

difficulty in 

getting out of 

bed and is 

dependent on his 

family members. 

Objective 

data:Patient has 

weakness in the 

body, gait 

Impaired 

physical 

mobility 

related to 

weakness of 

the upper or 

lower limbs. 

Patient will 

achieve and 

maintain 

highest level of 

mobility. 

1. Determine the 

functional ability of 

the joints as it helps 

to plan the exercises 

2. Place the joints in a 

functional position 

and maintain joint 

alignment by using 

splints, trochanter 

roll, pillows and foot 

board. 

Patient mobility 

status will improve 

as evidenced by 

absence of gait 

disturbances and 

carries out daily 

mobility regimen. 
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changes, 

presence of 

uncoordinated 

jerky 

movements. 

3.Encourage 

independence by 

using side rails and 

promote the use of 

the unaffected limb to 

move the affected 

limb. 

4. Assist in the 

performance of range 

of motion exercise-

active exercises for 

the unaffected limbs 

to strengthen and 

promote weight 

bearing. Passive 

atrophic changes and 

muscle strengthening 

exercise as isometric 

exercises. 

5. Assist in keeping all 

joints in proper 

position to prevent 

contractures and 

complications of 

immobility such as 

venous stasis and 

disuse syndrome. 

6. Assist the patient to 

sit up as tolerated in 

bed or in a chair at 

the bedside with 

ample support or 

restraint, this reduces 

the work of the heart, 

improves lung 

ventilation and 

promotes awareness 

of the surroundings. 
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7. Place pillows under 

the bony surfaces and 

at joints to prevent 

pressure ulcers. 

8. Help the individual to 

carry out his activities of 

daily living as much as 

possible. 

9. Assist the patient to 

walk or exercise 

regularly as this 

improves the 

functional abilities. 

10. Encourage the 

patient to take a diet 

rich in calcium and 

protein such as milk, 

curd, cereals, green 

leafy vegetables and 

increased fibre to 

prevent constipation. 

 

 

ASSESMENT NURSING 

DIAGNOSIS 

GOAL/OBJEC

TIVE 

INTERNENTIONS 

WITH RATIONALE 

EXPECTED 

OUTCOME 

Subjective 

data:patient 

verbalizes that 

he/she has been 

unable to take 

bath by self due 

to weakness. 

Objective 

data:patient has 

weakness of the 

right and left 

Self care 

deficit 

(partial) 

hygiene 

related to limb 

weakness, 

cognitive 

impairment. 

The patient will 

improve his/her 

hygienic status. 

1. Ask the patient’s 

preference as use of 

warm or lukewarm 

water bath. 

2. Provide privacy, 

expose only as 

needed with 

explanation and 

involvement of the 

patient as much as 

possible to gain the 

The patient will 

improve 

Hygienic status as 

evidenced by free 

of body odors, 

bathe with 

assistance of care 

giver.  
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upper and lower 

limbs, decreased 

muscle power in 

right and left 

upper and lower 

limbs. 

confidence and 

cooperation of the 

patient. 

3. Position the patient 

with side rails up. 

4. Assist him in bed or 

enable to have a bath 

room bath. 

5. Provide sponge bath 

and skin care 

especially care of the 

bony prominences as 

occiput, scapula, heel, 

and sacrum to prevent 

pressure ulcer. 

6. Watch for any skin 

changes as color 

texture and 

appearance as early 

identification helps in 

prevention of 

pressure sores. 

7. Promote the 

caregivers to assist with 

the bathing this 

promotes understanding 

of the patients needs. 

8. Encourage the patient 

to use the bathroom with 

assistance of the primary 

care giver by providing 

a shower chair and 

dressings covered by 

water proof sheet to 

prevent entry of water. 

9. Allow the patient to 
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participate in the bathing 

to promote comfort and 

a sense of independence. 

10. Meet other self care 

needs like brushing, 

toileting, grooming by 

assisting him or helping 

him based on the ability 

of the patient. 

 

2.3SUMMARY 

The common ailments during the elderly life include systemic changes such as, 

Cardiovascular system: 

 Activity intolerance 

 Decreased cardiac output 

 Fatigue 

Respiratory system: 

 Impaired gas exchange 

 Ineffective airway clearance 

 Ineffective breathing pattern 

 Risk for aspiration 

 Risk for infection 

 Disturbed thought process 

Integumentary system: 

 Impaired skin integrity 

 Hypothermia 

Urinary system: 

 Deficient fluid volume 

 Impaired urinary elimination 

 Disturbed body image 

Musculoskeletal system: 

 Impaired physical mobility 
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 Chronic pain 

 Risk for infection 

 Self care deficit 

 Sedentary life style 

Reproductive system: 

 Disturbed body image 

 Ineffective sexuality pattern 

 Sexual dysfunction 

Gastrointestinal system: 

 Constipation 

 Imbalanced nutrition 

 Impaired oral mucous membrane 

Nervous system: 

 Disturbed sensory perception 

 Hyperthermia 

 Insomnia 

Senses: 

 Impaired verbal communication 

 Social isolation 

Immune system: 

 Risk for infection 

 

2.4 Check Your Progress 

1. Objective type questions 

1. Positioning the elderly patient in high fowler’s position facilitates use of 

………………. and …………………. to breathe. 

2. Deep breathing helps to ……………….. the secretions. 

3. ……………………. from the mouth is an indicator of internal infection. 

4. Diuretics decrease water …………………... 

5. …………………. rich diet adds bulk to the stool. 
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2. SHORT ANSWER QUESTIONS 

1. Nursing management of any 3 minor ailments in elderly? 

2. Nursing management of elderly patient to improve activities of daily living? 

3. Nursing management of elderly with sleep disturbances? 

3. ESSAY QUESTIONS 

1. Sketch 5 nursing care plans for an elderly patient suffering with gastrointestinal 

problems? 

2. Formulate 5 nursing care plans for am elderly patient diagnosed with breathing and 

airway problems? 

4. ANSWERS TO OBJECTIVE TYPE QUESTIONS 

1. Diaphragm and respiratory muscles 

2. Loosen 

3. Bad odour 

4. Reabsorption 

5. Fibre 

2.5 KEY TERMS 

1. Activity intolerance- a state in which a person has insufficient physiological or 

psychological energy to endure or complete necessary or desired daily activities. 

2. Deep breathing exercise- is done by contracting the diaphragm, a muscle located 

horizontally between the thoracic cavity and abdominal cavity.  

3. Minor ailments- as conditions that will resolve on their own and can be reasonably 

self-diagnosed. 

4. Insomnia- habitual sleeplessness; inability to sleep. 

5. Incontinence- lack of voluntary control over urination or defecation. 
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